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rustration 

vei  is  just  about  off  the  chart  over  this 


health-system  reform  thing.  What  worries  me  most  is 

that  there’s  so  much  potential  to  mess  up  what’s  right 

about  the  way  we  practice  medicine.  I mean,  has 

anybody  really  stopped  and  thought  about  this?  How 

can  more  government  involvement  make 

me  a better  doctor?  Is  anybody  listening?” 

A look  at  what  health-system  reform  will  mean  for  Texas  doctors  begins  on  page  14. 


For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


After  10  years  in  practice,  your’ re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both 
the  Texas  Medical  Association  and  the  Texas  Dental 
Association.  So,  contact  one  of  these  leasing  specialists 
today:  Louis  Murad,  John  Welch  or  Pat  Joiner. 
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Association 


Auto/?(gx 

(l  e a s i n g) 

Call  D800^634-1234 
or  2\4^234A234 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

GROUP  Plus 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Tenn  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 
created  and  endorsed 
by  the  Texas  Medical 
Association. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street.  Austin,  TX  78701 

RO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for  24 
years  (1969 — 1993) 


1 . No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 

2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 

3.  You  Choose  Your  Health  Care  Provider 
The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 

6.  Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Pmdential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 
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Volume  90  No.  I 
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Coffr  phningraph  BARRY  ANIYERSON 


What  health-system 
reform  means  for  Texas 

Texas  medicine  is  ivorld-class  biomedical  research  and  Third  World  diseases. 

A last  bastion  of  solo  practice  and  an  immense  share  of  Medicaid  and  charity 
care.  Peerless  urban  medical  centers  and  vast,  doctorless  rural  counties.  How 
can  a health-care  delivery  system  designed  for  middle  America  work  in  Texas? 
Until  many  questions  are  answered,  it  cant. 

BY  MARK  RICHARDSON 

14 


Legislative  Affairs 

Battling  for  a bill 26 

With  passage  of  a health-system  reform  plan  possible  as  soon  as  this  fall,  opposing 
camps  in  the  US  Congress  are  staking  their  positions. 

BY  KEN  ORTOLON 


Medical  Economics 

Vertical  integration 22 

Hospital  corporations  are  leading  the  way  toward  mega-mergers  in  the  medical 
marketplace.  Will  integrated  services  be  health  care’s  building  blocks  or  a 
house  of  cards? 

BY  MARK  RICHARDSON 


L E F y : In  the  first  photograph  chosen  Texas  Medicine  i netv  monthly  feature, 

The  Big  Picture,  neonatal-perinatal  specialist  Ned  Keidel,  MD,  checks  the  progress  ofi 
a patient  at  Santa  Rosa  Children ’s  Hospital  in  San  Antonio. 
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TexasMedicine 


Science  & Education 


Fear  and  loathing  in  R&D 


January  1994  Volume  90  No.  I 


Texas  biomedical  research  is  a $1  billion  enterprise.  Insiders  are  concerned 
about  whether  research  can  survive  reform  intent  on  cutting  costs  at  all  costs. 
BY  MARK  RICHARDSON 


Law 


Untested  waters 34 

At  last,  physicians  have  an  antitrust  safe  harbor  for  negotiating  with 
third-party  payors.  Or  do  theyi 


BY  BERNARD  D.  HIRSH,  JD 


Update:  Trends  in  managed  care  contracts 
New  collection  practice  breaches  confidentiality 


The  Physician’s  Life 

Passing  stones 

One  physician  discovers  the  costs  of  practicing  too  long. 

BY  JOHN  W.  BURNSIDE,  MD 


The  Journal 51 

Acute  lymphocytic  leukemia  in  adults:  an  update 

BY  H.  ALEJANDRO  PRETI,  MD,  AND  HAGOP  M.  KANTARJIAN,  MD 
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^ • All  leasing  companies  are  noi  created  ec|ual.  Apple  Medical  Leasing  is  the 
only  TMA  endorsed  auto  leasing  company  exclusively  serving  physicians.  Compare.  Not  only  do  you  get  the 
vehicle  of  your  choice,  domestic  or  import,  but  you'll  carry  our  exclusive  AutoLease^^  Card  that  provides 
special  terms  and  services  beyond  comparison. 


# Lower  monthly  payments 

# No  downpayment  or  security  deposit 

# 24  hour  roadside  assistance 

# Free  local  rent  car  when  needed 


# Free  delivery 

# GAPP  insurance 

# Trade-in's  are  welcome 

# Cash-back  dividends 


APPLE 
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Texas  Medical 
Association 


Medical  Leasing 


Call  us. 

You  deserve  it. 

1-800-827-7538 


f Rx  for  Psychiatric 
and  Substance  Abuse 
Referrals 

Call  with  Confidence  for 
your  Patients 

Patients  with  tough  behavioral  health 
problems  often  need  a comprehensive 
psychiatric  evaluation  with  access  to  a 
broad  range  of  cost-effective  services. 

With  a call  to  Timberlawn,  you 
can  make  this  possible.  Dallas 
physicians  have  been  calling  us  to 
help  for  over  75  years,  and  continue 
to  depend  on  Timberlawn’s  integrated 
system  of  evaluation,  outpatient,  day, 
residential,  and  inpatient  services  to 
provide  your  patients  with  just  the 
programs  they  need. 

• 5 Outpatient  Clinics 

North  Dallas 
East  Dallas 
Las  Colinas 
DeSotoADuncanville 
Grapevine 

• Inpatient 

Short-term  Crisis  Stabilization 
Neuro-behavioral  Services 
ACCELerted  Executive  Proram 
Substance  Abuse  Program 
Child  & Adolescent  Programs 

• Residential 

Substance  Abuse  Program 
Adolescent  Program 
Children’s  Program 
TDPRS  Level  VI  Program 
Apartment  Living  Programs 

• Day  and  Evening  Programs 

Mental  & Substance  Abuse 
Programs 

Day  or  night,  Timberlawn 's  physi- 
cians and  nurses  are  available  to  help 
you  manage  your  patients’  psychi- 
atric and  substance  abuse  illnesses 
and  disorders,  with  the  excellent  care 
you  trust.  And  Timberlawn’s  full 
array  of  available  services  are  attrac- 
tive to  insurers,  managed  care 
reviewers  and  other  payors  as  we 
tailor  care  to  an  individual’s  need, 
easing  the  financial  burden  on 
patients  and  families. 

Call  us  to  help  you  help  them. 
Timberlawn  is  the  solution  for  your 
psychiatric  and  substance  abuse 
referral  needs. 

Call  (214)  381-7181 

timberlawn 

t-  .w MENTAL  HEALTH  SYSTEM 

Dedicated  to  patient  care,  education  and  research  since  1917. 

4600  Samuell  Blvd. 

P.O.  Box  151489  Dallas,  Texas  75228 


Texas  Medicine 

Editor’s  Mote 


Health-system  reform  in  Texas: 

A special  Texas  Medicine  issue 

In  this  first  edition  of  its  90th  volume,  Texas  Medicine  takes  a 
close  look  at  a topic  that  sits  squarely  in  the  national  spotlight: 
health-system  reform. 

While  most  Americans  are  watching  the  issue  with  eyes  toward 
how  it  will  affect  them  and  their  families,  physicians  watch  with 
the  sense  that  the  very  future  of  their  profession  is  in  question. 

This  edition’s  articles  provide  a wealth  of  useful  information 
and  a dose  of  hope  to  Texas  physicians  as  they  stand  watch.  The 
highly  readable  feature,  “What  health-system  reform  means  for 
Texas,”  spells  out  what  many  Texas  physicians  already  sense:  no 
one-size-fits-all  plan  will  work  here.  Another  article  investigates 
the  effects  reform  may  have  on  Texas  biomedical  research.  A third  considers 
that  hot  new  term,  vertical  integration. 

Physicians’  abilities  to  negotiate  with  third-party  payors  without  running 
afoul  of  antitrust  laws  is  the  topic  of  the  lead  article  in  the  legal  section.  And 
“Battling  for  a bill”  looks  inside  the  opposing  camps  as  they  stake  their  posi- 
tions for  the  congressional  debate. 

Finally,  the  last  page  of  the  magazine  introduces  a new  department.  Back 
Talk,  in  which  Texas  physicians  react  to  the  “question  of  the  month.”  This 
month,  of  course,  that  question  concerns  health-system  reform. 

This  issue  of  Texas  Medicine  also  introduces  several  other  new  items.  The 
Physician’s  Life  is  an  occasional  section  that  debuts  with  an  excellent  article 
about  the  relief  of  retirement.  Medicine’s  View,  formerly  called  Upfront,  pre- 
sents news  about  the  Texas  Medical  Association  and  other  elements  of  the  med- 
ical profession  in  Texas.  Another  new  item  this  month  is  The  Big  Picture  on 
page  2.  Each  month  this  spot  will  carry  the  best  photograph  we  can  find  of 
some  aspect  of  Texas  medicine.  We  hope  you  enjoy  the  view. 

As  we  begin  our  90th  volume,  our  commitment  to  present  useful  news 
about  the  medical  profession  in  Texas  and  a select  number  of  high-quality  clin- 
ical articles  continues,  as  does  our  interest  in  hearing  from  readers.  To  make  it 
easier  for  you  to  comment  about  Texas  Medicine  and  what  you  would  like  to  see 
in  future  issues,  we’ve  established  a toll-free  comment  line,  (800)  880-1475, 
which  you  may  call  any  time  to  record  your  message.  We  look  forward  to  hear- 
ing from  you  soon  and  often. 

KATHRYN  TROMBATORE,  Executive  Editor 
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Focused  by  a collimator  helmet, 
narrow  beams  of  ionizing  gamma 
radiation  are  crossjired  through 
a target  within  the  cranium  to 
necrose,  thrombose,  or  inactivate 
abnormal  tissue. 


amma  Knife  radiosurgery 
dcjesn't  require  the  procedures 
of  conventional  craniotomy. 
Such  as  shaving  the  head.  Indsing  and 
retracting  the  scalp.  Opening  the  skull. 
It’s  a less  invasive  form  of  neurosuigery 
that’s  appropriate  for  many  patients. 

Over  the  past  25  years,  this  unique 
treatment  modality  has  proven  effec- 
tive for  a variety  of  brain  disorders, 
including  AVMs,  meningiomas,  meta- 
static tumors,  and  acoustic  neuromas. 
It  requires  no  incision.  Only  local 
anesthetic.  And  most  p)atient5  go  home 
the  next  day. 


The  advantages’  Less  risk  of  infec- 
tion or  bleeding.  Shorter  recovery.  Less 
costly  hospitalization.  No  hair  loss. 
Those  are  headaches  some  patients  can 
easily  do  without. 

Physicians  at  Presbyterian  Hospital 
of  Dallas  have  used  the  gamma  knife 
successfully  for  more  than  three  years. 
It  represents  the  advanced  expertise  in 
neurosciences  available  at  Presbyterian 
today.  For  more  information  or  patient 
referrals,  please  call  1-800-800-4PHD. 

Presbyterian 
Hospital  of  Dallas 

A Member  of  Presbytenan  Healthcare  System 
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TMLT.  Your  Performance  Trust  for  Fifteen  Years. 


I*)')4.  A \ear  to  C(*l(4)rat('!  Created  in  074  by  Texas  Medical  Association  and  head(|nai1ered 
in  Austin,  d'exas  M(‘dieal  Lial»ilitv  4 rust  is  fj;ro\vin<j;  into  its  (ilteentli  year  ol  protecting;  Texas 
pliysieians  with  prolessional  niedieal  lial)ilit\  insurance.  Onr  [)olicyliolders  |)laee  a liigh  value 
on  I'MIT’s  medical  liahilitv  eoveraf^e  hacked  hy  strong  linaneials.  innovative  j)roaetive  risk 
management  programs,  and  outstanding  claim  managtnnent  and  delense.  TMCF  values  the  concerns 
oi  Texas  physicians,  so  we  keep  abreast  ot  those  state  and  national  legislative  issues  alh^eting  them. 

It  is  easy  to  see  why  so  many  "Texas  physicians  choose  I MliT  value!  Were  proud  oTour 
perlormance  these  [»ast  lilteen  years  and,  in  some  ways,  we  re  right  when'  w(‘  started— here  in  Texas 
protecting  only  "Texas  physicians.  Choose  "TMLT.  Aour  Perlormance  "Trust! 

For  a eoverag*'  |)ro|»osal  or  Turther  inrormation,  please  call  I -8( )( l-.AHI )-86.58  or  1-.5  12-4.54-6781. 


KA 
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(treated  and  Kndorsf'd  hy  "Texas  Medical  Association 
Kndorsi'd  l)y  tlic  "Texas  Academy  of  Family  Physicians 
62l(l  lliglivvay  240  Fast,  Suite  400  • Austin,  Texas  7872.'TlO,'57 
P.O.  box  1 4740  • \ustin, 'Texas  7870 1 -4746 


Letters 


Canadian  immigrant  learned 
by  experience 

As  A PROFESSIONAL  LOBBYIST 
and  recent  Canadian  immigrant, 
I and  my  spine  surgeon  husband 
are  only  too  well  acquainted 
with  the  consequences  of  govern- 
ment-controlled universal  health  care 
on  patient  care  and  medical  practice. 

The  American  Medical  Associa- 
tion, Texas  Medical  Association,  and 
related  organizations  are  doing  an  ex- 
cellent job  of  proactively  responding 
to  President  Clinton’s  health-care 
proposals.  However,  they  can’t  do  the 
job  alone.  Without  your  active  in- 
volvement in  issues  impacting  your 
profession  and  a commitment  to  ed- 
ucate and  involve  your  patients  in  is- 
sues that  will  vitally  impact  their  fu- 
ture health  care,  the  same  fate  may 
befall  them  that  has  befallen  Canadi- 
an physicians  and  their  patients: 
closed  beds,  long  waiting  lists,  limit- 
ed diagnostic  and  treatment  options, 
physician  burnout,  and  a shrinking 
medical  profession. 

If  you  choose  not  to  help  your  pa- 
tients speak  out  for  themselves, 
Hillary  Clinton  will  continue  to  speak 
lor  them.  It’s  up  to  you  to  show  them 
how  today,  before  your  Internal  Rev- 


Express  your  point  of  view  in  Texas  Medicine 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine, 
TMA,  401  I5th  St.  Austw.  TX  78701:  fax  (512)  370- 
1362.  Please  type  letters  you  submit  for  publication,  and  keep 
the  length  to  400  words  or  less.  If  necessary,  you  may  include 
a few  references,  preferably  less  than  five.  Letters  are  pub- 
lished at  the  discretion  of  the  managing  editor  and  editorial 
advisors,  and  are  subject  to  editing  and  abridgment.  Letters 
represent  the  opinions  of  the  authors  and  do  not  necessarily 
reflect  the  policies  of  the  Texas  Medical  Association. 


enue  Service  return  reads:  Occupa- 
tion: Physician;  Employer:  Govern- 
ment ol  the  United  States. 

You  can  exercise  your  rights  and 
your  professional  responsibility  by  fa- 
miliarizing yourself  with  the  issues  to- 
day and  by  making  a commitment  to 
discuss  at  least  one  significant  issue 
before  each  patient  leaves  your  office. 

Marianne  Antoniak  (Gertzbein) 

3729  Ella  Lee  Ln 
Houston,  TX  77027 


Should  physicians  oppose  PA 
participation  in  executions? 

The  article  “Cell  block 
doc:  medical  practice  inside  the 
walls  of  the  Texas  prison  system” 
( Texas  Medicine,  November  1 993, 
pp  38-44)  was  excellent  reading. 

1 was  particularly  impressed  with 
your  reminder  that  none  of  the  physi- 
cians are  involved  in  executions  at  the 
Texas  Department  of  Criminal  Justice 
(TDCJ).  You  correctly  added  that 
both  TMA  and  AMA  strongly  oppose 
physician  participation  in  executions. 

Does  TDCJ  employ  other  health- 
care personnel  in  executions?  In  the 
past,  the  department  has  employed 
physician  assistants  and  others  to  as- 
sist with  the  administration  of  the 
“lethal  injection.”  The  lethal  injec- 
tion, of  course,  is  simply  an  anesthet- 
ic where  the  anesthetist  does  not 
bother  ro  wake  up  the  “patient”  at 
the  end.  The  same  drugs  — thiopen- 
tal, pancuronium,  and  potassium  — 
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are  used  in  some  operations.  The  as- 
sistants who  started  the  intravenous 
and  who  injected  the  anesthetic  were 
persons  normally  under  the  direction 
of  a licensed  Texas  physician. 

If  it  is  wrong  for  physicians  to  ad- 
minister these  particular  anesthetics 
and  wrong  for  nurses  too,  then  why 
do  we  not  oppose  other  people  per- 
forming these  anesthetics? 

These  comments  are  mine  and 
not  necessarily  those  of  the  dean  of 
Southwestern  Medical  School  or  The 
University  of  Texas. 

Thank  you  for  a very  well  written 
article. 

Lawrence  D.  Egbert,  MD,  MPH 

Professor  of  Anesthesiology 

The  University  of  Texas  Southwestern 

Medical  Center 

5323  Harry  Hines  Blvd 

Dallas,  TX  75235-9068 


People 


NEWSMAKERS 


Houston  plastic  surgeon  Bernard  M. 
Barrett,  Jr,  MD,  a trustee  ol  Physi- 
cians for  Peace,  witnessed  the  signing 
of  the  peace  agreement  between 
Israel  and  the  Palestine  Liberation 
Organization. 

Demetrio  Boulafendis,  MD,  a Hous- 
ton general  surgeon,  presented  the 
keynote  address  at  the  annual  meet- 
ing of  the  Press  Club  of  Greece  in 
Athens. 

Oncologist  John  J.  Costanzi,  MD, 

Austin,  received  the  Robert  D.  and 
Alma  Moreton  Original  Research 
Award  lor  1993  from  the  Southern 
Medical  Association. 

Joseph  C.  Dougherty,  MD,  Harlin- 
gen, was  elected  president  of  the 
Texas  Society  of  Internal  Medicine  lor 
1994.  Other  newly  elected  officers  in- 
clude President-Elect  D.  Ann  Rosson, 
MD,  Kerrville,  and  board  members 
John  J.  Costanzi,  MD,  Austin;  Martin 
P.  Rappaport,  MD,  Webster;  W. 
Thomas  Belt,  MD,  dyler;  and  Lewis 
H.  Self,  MD,  Houston. 

Rod  J.  Rohrich,  MD,  Dallas,  received 
the  presidential  citation  award  from 
the  American  Society  of  Plastic  and 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements- 

Criteria  for  inclusion  in  the  Neivsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  ojfice  of,  or  honors 
from,  a national  or  state  organization;  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
Items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine.  401  W I3th  St,  Austin.  TX 
78701:  fax  (512)  370N632 
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Joseph  C.  Dougherty,  MD 

Reconstructive  Surgeons  for  distin- 
guished service  on  the  society’s  board 
of  directors. 

Houston  internist  James  T.  Willer- 
son,  MD,  received  the  James  B.  Her- 
rick Award,  the  American  Heart  Asso- 
ciation’s highest  award  in  cardiology. 

DEATHS 


Thomas  Scott  Allen,  MD,  58;  Beau- 
mont; The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1959;  died 
October  10,  1993. 

Movses  Guichen  Andreassian,  MD, 

78;  Garland;  American  University 
Medical  School,  Lebanon,  1944;  died 
October  2,  1993. 

Edward  C.  Bernell,  MD,  87;  El  Paso; 
University  of  Illinois  Gollege  of  Med- 
icine, 1932;  died  October  1,  1993. 

Donald  H.  Brandt,  MD,  72;  Denison; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1944;  died  Sep- 
tember 28,  1 993. 

Charles  W.  Braselton,  Jr,  MD,  78; 
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John  j.  Costanzi,  MD 


D.  Ann  Rosson,  MD 


Tucson;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1939; 
died  September  30,  1993. 

Louis  William  Breck,  MD,  84;  El 

Paso;  Northwestern  University  Med- 
ical School,  1933;  died  September 
24,  1993. 

Thomas  Dillon  Cronin,  MD,  87; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1932; 
died  October  21,  1993. 

A.  Ross  Davis,  MD,  68;  Pearsall;  Tu- 
lane  University  School  of  Medicine, 
1950;  died  September  29,  1993. 

Robert  M.  Davis,  MD,  67;  Boerne; 
Baylor  Gollege  of  Medicine,  1954; 
died  October  14,  1993. 

Garry  W.  Fenno,  MD,  58;  Houston; 
University  of  Golorado  School  of 
Medicine,  1964;  died  October  17, 
1993. 

Gerardo  Garcia-Roig,  MD,  55;  Hous- 
ton; University  of  Madrid,  Spain, 
1969;  died  September  29,  1993. 

Carlos  D.  Godinez,  MD,  55; 


The  art  of  medicine 


[HEN  Thomas  Pfeil,  MD, 
draws  a house,  he  puts  heart 
into  it  — along  with  the  aorta 
and  some  arteries. 

Dr  Pfeil’s  intricate  artistry,  evoking 
some  of  the  sketches  done  by  Leonar- 
do da  Vinci,  results  from  a synthesis  of 
the  family  practice  resident’s  two  ca- 
reers: medicine  and  architecture. 

“I  became  interested  in  architecture 
in  high  school.  I worked  construction 
jobs  during  the  summers,”  Dr  Pfeil 
said.  “I  ended  up  at  A&M  and  got  a 
master’s  degree  in  architecture.” 

While  working  with  a small-town 
firm,  he  became  a paramedic  with  one 
of  the  county’s  ambulance  stations. 

That  was  enough  of  a taste  of  health 
care  to  capture  Dr  Pfeil’s  interest. 

When  his  firm  moved  to  Austin,  he 
moved  to  College  Station  to  work  full- 
time as  a paramedic  with  the  fire  de- 
partment. During  his  time  off,  he  took  prerequisite  classes 
in  preparation  for  medical  school,  which  he  began  in  1989. 
It  wasn’t  until  his  fourth  year  at  The  University  of  Texas 
Medical  Branch  at  Galveston  (UTMB)  that  he  began  inte- 
grating medicine  and  architecture. 

“One  of  the  senior  electives  I took  in  medical  school 
involved  special  projects  in  art  and  medicine,”  he  said. 
“I  had  gotten  to  know  some  of  the  faculty  at  the  Insti- 


CJ] 


ftyW 


Titled  ‘At  the  Heart  of  the  Keiller  Building,  " this  illustration  depicts  a UTMB  building  that  at  one  time 
housed  the  school 's  gross  anatomy  lab  and  a collection  of  glass  jar  anatomical  specimens.  Dr  Pfeil  has  in- 
corporated the  aorta,  some  of  its  branches,  and  the  arteries  of  the  right  arm  and  hand  into  the  structure. 


tute  for  Medical  Humanities  at  LJTMB,  and  we  had 
been  talking  off  and  on  about  doing  something  combin- 
ing medicine  and  my  background  in  architecture.” 

The  results  include  drawings  of  a hand  traced  in 
houses,  churches,  and  windmills;  a building  whose  in- 
terior comprises  a staircase  intertwined  with  its  own 
circulatory  system;  and  a man’s  musculature  towering 
over  a cityscape. 


McAllen;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1963; 
died  October  1 1,  1993. 

Edwin  S.  Grantham,  MD,  78;  San 

Antonio;  Thomas  Jefferson  Universi- 
ty, 1944;  died  September  9,  1993. 


Fred  Haufrect,  MD,  87;  H ouston; 
University  of  Louisville  School  of 
Medicine,  1933;  died  September  29, 
1993. 

Haskell  E.  Hestand,  MD,  89; 

Odessa;  Baylor  Gollege  of  Medicine- 
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Dallas,  1933;  died  October  6,  1993. 

Charles  A.  Hooks,  MD,  83;  Galve- 
ston; d’he  University  of  Texas  Med- 
ical Branch  at  Galveston,  1937;  died 
September  3,  1993. 


People 


Winthrope  R.  Hubler,  MD,  77;  Cor- 
pus Christi;  Northwestern  University 
Medical  School,  1941;  died  Septem- 
ber 20,  1993. 

Percy  Elliott  Lowe,  MD,  72;  Burton; 
Baylor  College  of  Medicine,  1945; 
died  September  20,  1993. 

William  D.  Montgomery,  MD,  79; 

San  Antonio;  The  University  ol 
Texas  Medical  Branch  at  Galveston, 
1 938;  died  September  21,1 993. 

Albert  G.  North,  MD,  53;  Lubbock; 
Louisiana  State  University  Medical 
School,  1968;  died  September  24, 
1993. 

Cecil  O.  Patterson,  MD,  91;  Dallas; 
Baylor  College  of  Medicine-Dallas, 
1931;  died  September  16,  1993. 

Willard  W.  Schuessler,  MD,  84;  El 

Paso;  Baylor  College  of  Medicine- 
Dallas,  1934;  died  September  6, 
1993. 

Ian  M.  Segal,  MD,  46;  Houston; 
University  of  Witwatersrand  Medical 
School,  South  Africa,  1971;  died  Au- 
gust 7,  1993. 

Martin  Lee  Towler,  MD,  82;  Galve- 
ston; The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1935;  died 
September  17,  1993. 

A.H.  Voss,  MD,  89;  Odem;  Universi- 
ty of  Tennessee  School  of  Medicine, 
1936;  died  September  14,  1993. 


Frederick  M.  Warren,  Jr,  MD,  67; 

Tyler;  Medical  College  of  Georgia, 
1949;  died  September  25,  1993. 

Bernard  S.  Weingart,  DO,  51; 

Amarillo;  Chicago  College  of  Osteo- 
pathic Medicine,  1968;  died  Septem- 
ber 25,  1993. 

Joseph  M.  White,  MD,  71;  Dallas; 
The  University  of  Texas  Southwest- 
ern Medical  School,  1944;  died  Sep- 
tember 14,  1993. 


The  Resolution  Group 

Consultants  to  the  Medical  Profession 

Providing  Health  Industry  Services 
in  the  following  areas: 

Peer  Review 
Medical  Stajf  Relations 
Integrated  Practice  Arrangements 
Joint  Ventures 
Medical  Ethics  Decisions 
Medical-legal  Education 
Mediation 

Clark  Watts,  M.D.,  J.D.* 

Director 

98  San  Jacinto  Boulevard, 
Suite  2010 
Austin,  Texas  78701 
(512)  476-2020 

* Member:  American  Medical  Association, 
National  Health  Lawyers  Association. 
Associated  with  Ford  & Ferraro,  L.L.P. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Sendees,  Inc.  will  provide  you  with  the 
solu  tions  to  your  medical  malpractice  insurance  problems. 

^ are  a dedicated  group  of  professionals  that  have  built  a reputation  for 
obtaining  reasonably  priced  malpractice  insurance  insurance  regardless 
of  a physicitms  claim  liistory,  specialty  or  previous  problems. 


For  additional  information,  contact: 


Forrest  S.  Pullen,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 

(800)  622-9296  or  in  Houston  (713)  622-9296 

Pliysicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Mibulatorv'  Care  Centers  • I'niciue  Healthcare  Insurance  Requests 
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Leadership 

CaiMFEREIMEE 
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February  EE,  1334 

Stauffer  Austin  Hotel 

Health-System  Reform: 
Influencing  the  Outcome 

Physician  involvement  is  critical  during  the  reform 
process  to  shape  an  aeceptable  outcome.  Find  out  the  latest 
developments  at  TMA’s  Winter  Leadership  Conference. 

Conference  Highlights: 

Keynote  speaker  Nancy  W.  Dickey,  MD,  Richmond, 
American  Medical  Association  Board  of  Trustees  member. 

■ ■ ■ 

Author  and  photojournalist  Dewitt  Jones,  whose 
work  has  appeared  in  National  Geographic  for  20  years. 

■ ■ ■ 

Health-system  reform  update  with  medical 
and  legislative  experts. 

■ ■ ■ 

Afternoon  session  on  managed  care,  free  registration 
for  TMA  members  and  complimentary  luncheon 
from  Texas  Medical  Association  Insurance  Trust. 


Tex 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


A FREE  ONE-DAY 
CONFERENCE 
for  physicians,  small 
business  owners  and 
others  interested  in: 

I Responsible  financing 
of  medical  care  through 
empowered  patients 

I Freedom  of  choice  for 
patients,  employers  and 
physicians 

H Responsible  medical 
care  financing  for  lower  in- 
come and  indigent  Texans 


SATURDAY, 
JANUARY  15, 1994 
7:30  A.M.  TO  6:00  P.M. 
THE  WYNDHAM 
WARWICK  HOTEL 
5701  SOUTH  MAIN  ST. 
HOUSTON,  TEXAS 


Sponsored  by: 

Medical  Action  Committee  for 
Education  (MACE) 
Physicians  for  Patient  Power 
(PPP) 

Harris  County  Medical  Society 


PLEASE  REGISTER  BY 
JANUARY  12, 1994 
PHONE  (713)  790-1838 
FAX  (713)  191-(nfn 


what  health-system  reform 
means  for  Texas 

Bv  Mark  Richardson,  Associate  Editor 


EXANS  WILL  TELL  YOU, 
usually  with  some  measure  of  pride,  that  things  are  different  here.  ★ We  wear  boots  and  jeans 
much  of  the  time,  polished  and  pressed  for  formal  occasions.  There  are  mountains  in  the  west, 
pine  forests  in  the  east,  coastal  plains  in  the  south,  and  urban  sprawl  in  the  north.  We  eat  salsa 
on  just  about  everything.  There  are  mega-cities  with  booming  populations  and  rural  counties 
that  are  larger  than  some  states.  Rich  and  poor  alike  prefer  pickup  trucks  over  luxury  cars. 
★ And  we  are  more  than  100  ethnicities  and  cultures  who  say  “Howdy,  y’all!”  in  languages 
ranging  from  Armenian  to  Tex-Mex.  ★ Amid  the  furor  of  the  current  debate  over  health-sys- 
tem reform,  it  is  clear  that  a health-care  delivery  system  designed  for  middle  America  will  like- 
ly be  difficult  to  implement  in  a state  as  large,  diverse,  and  complex  as  Texas. 

no  physician  whatsoever),  and  an  868-mile  border 
with  Mexico  along  which  more  than  180,000  people 
live  in  colonias  with  poor  drinking  water,  no  sewage 
facilities,  and  the  diseases  that  come  with  Third 
World  poverty. 

From  a physician’s  economic  outlook,  Fexas  has 
an  extremely  high  rate  of  liability  lawsuits  and  a 
much  larger  than  average  Medicaid  population, 
with  23.8%  of  rural  residents  living  below  the 
poverty  line. 


Texas  is  a land  of  health-care  extremes. 

Within  its  borders  are  some  of  the  world’s  largest 
and  most-advanced  medical  centers,  thousands  of 
physicians  recognized  as  top  experts  in  their  special- 
ties, and  a $1  billion  infrastructure  of  academic 
centers  and  private  foundations  doing  world-class 
biomedical  research. 

But  Texas  also  has  some  3 million  people  with- 
out health  insurance  (10%  of  the  national  total),  23 
counties  without  a primary  care  physician  (18  with 
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To  say  that  Texas  presents  a 
unique  challenge  to  the  health-system 
reform  process  may  seriously  under- 
state the  case.  Perhaps  no  other  popu- 
lation in  the  United  States  has  more 
at  stake  in  health-system  reform  than 
Texans  and  their  physicians. 

DeAnn  Friedholm,  Texas  Medi- 
caid director  and  a member  of  Presi- 
dent Clinton’s  Health  System  Re- 
form Task  Force,  says  that  from  her 
perspective,  no  other  state  faces  the 
problems  in  delivering  health  care 
that  Texas  does. 

“It  is  fair  to  say  that  we  in  Texas 
will  have  a disproportionate  share  of 
obstacles  to  overcome  in  implement- 
ing a new  health-care  delivery  sys- 
tem,” she  said.  “We  will  have  enor- 
mous problems  to  deal  with  once  a 


plan  is  adopted  and  passed  along  to 
us  to  implement.” 

The  challenge  for  Texas,  accord- 
ing to  Texas  Medical  Assocation 
President  Robert  M.  Tenery  Jr,  MD, 
is  to  address  the  state’s  critical  health- 
care needs  without  lowering  the  stan- 
dards set  by  our  world-class  physi- 
cians and  institutions. 

“We  support  any  move  toward 
universal  coverage  for  all  Americans 
without  sacrihcing  the  quality  of 
health  care  available  to  the  vast  ma- 
jority,” he  said.  “However,  (we)  cau- 
tion our  patients,  the  Congress,  and 
the  administration  to  consider  care- 
fully the  consequences  their  decisions 
will  have  on  everyone  in  our  country. 

“The  reforms  must  take  into  con- 
sideration the  diversity  of  our  great 
country  and  our  state,”  he  added. 
“One  size  will  not  fit  all.” 

i6 


The  Clinton  plan 

Although  there  are  several 
competing  health-system 
reform  proposals  currently 
before  the  Congress  (see  box  at  right), 
the  cornerstone  of  the  reform  move- 
ment is  the  Clinton  administration’s 
1,342-page  Health  Security  Act, 
which  was  developed  by  President 
Clinton’s  Health  System  Reform  Task 
Force  last  year  under  the  direction  of 
First  Lady  Hillary  Rodham  Clinton. 

The  administration  plan  calls  for 
universal,  affordable  coverage 
through  regional  health  alliances, 
which  will  provide  a basic  benefits 
package  for  all  Americans.  The  al- 
liances — large  health-service  pur- 
chasing cooperatives  — would  offer 


three  basic  health  plans:  a health 
maintenance  organization  (HMO),  a 
preferred  provider  organization 
(PPO),  and  a fee-for-service  plan. 

The  Clinton  plan  requires  em- 
ployers to  offer  health  care  coverage 
to  all  employees  and  allows  the  self- 
employed  or  unemployed  to  purchase 
coverage  directly  from  a health  al- 
liance. Subsidies  would  be  provided 
on  a sliding  scale  for  those  living  near 
or  below  the  poverty  level. 

Health  insurance  costs  would  be 
controlled  through  community  risk 
ratings.  Overall  health-care  costs 
would  be  controlled  through  pro- 
posed cuts  in  Medicare  and  Medic- 
aid, through  streamlining  of  the  med- 
ical paperwork  process,  and  through 
“managed  competition,”  with  health 
alliances  competing  for  customers  on 
the  basis  of  price  and  quality.  Also 


under  consideration  is  a global  bud- 
get, or  annual  national  limit  on 
health-care  spending. 

Texas  physicians  have  reacted  to 
the  Clinton  reform  plan  with  mixed 
feelings,  applauding  its  call  for  uni- 
versal coverage  and  portability,  reduc- 
tion of  paperwork  hassles,  and  em- 
phasis on  prevention,  while  showing 
considerably  less  enthusiasm  for  its 
heavy  reliance  on  managed  care,  po- 
tential interference  with  the  physi- 
cian-patient relationship,  and  lack  of 
adequate  measures  to  address  liability 
issues  (see  article  on  p 34). 

Other  major  reform  issues  of  con- 
cern to  Texas  physicians  are  the  de- 
velopment of  guidelines  to  measure 
the  quality  of  care,  provisions  to  ad- 
dress the  state’s  overwhelming  public 
health  concerns,  the  effect  mandated 
insurance  coverage  might  have  on 
Texas’  many  small  businesses,  and  the 
effect  reform  will  have  on  medical 
education  and  research. 

Many  Texas  physicians  have  re- 
acted to  Clinton’s  proposals  with  ap- 
prehension and,  in  some  cases,  out- 
right anger,  feeling  that  some  aspects 
of  the  president’s  plan  will  drive  a 
wedge  between  them  and  their  pa- 
tients and  allow  the  quality  of  health 
care  to  deteriorate. 


Miles  and  miles  of  Texas 

Texans  are  known  to  exagger- 
ate when  it  comes  to  describ- 
ing the  dimensions  of  various 
items  in  their  state. 

But  when  it  comes  to  getting  from 
one  point  to  the  other,  it’s  hard  to 
overstate  just  how  isolated  some  parts 
of  rural  Texas  can  be.  And  Texas 
physicians  are  extremely  concerned 
that  the  Clinton  plan’s  heavy  empha- 
sis on  managed  competition  will 
leave  rural  health  care  in  a quandary. 

It  is  not  unusual,  for  example,  for 
a West  Texas  physician  to  provide  the 
only  medical  care  within  a 150-mile 
radius.  There  are  several  instances 
where  a single  hospital  serves  as  many 


“The  reforms  must  take  into 
consideration  the  diversity  of  our 
great  country  and  our  state. 
One  size  will  not  ht  all.” 
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Numerous  proposals  line  up  to  compete  with  the  president’s  plan 

TH  E S E P r E M P E R A N N C)  U N C E M E N T ot  President  Clinton’s  health-system  retorm  plan  was  a much  anticipat- 
ed event,  btit  numerous  other  plans  were  already  on  the  table  and  vying  for  congressional  support.  It  is  likely  that 
any  plan  that  passes  Congress  will  include  some  provisions  from  one  or  more  of  these  alternative  plans.  The  fol- 
lowing is  a hriet  comparison  ot  five  ot  the  leading  contenders. 


Chafe  Republican  Plan 

Gramm  Republican  Plan 

Conservative 

Democratic  Forum  Flan 

House  Republican  Leaders 

Task  Force  on  Health  Plan 

.McDermott  Single 

Payor  Plan 

Employer 
Mandate 
and  Coverage 

No  employer  mandate; 
everyone  required  to  have 
health  coverage;  federal 
assistance  for  low-income 
people. 

No  employer  mandate;  all 
employers  must  offer  (but 
not  pay  for)  at  least  three 

Insurance  alternatives. 

No  employer  mandate; 
employers  with  less  than  501 
employees  must  join  a health 
plan  purchasing  co-op  allowing 
employees  to  join  at  own 
expense;  large  employers 
must  offer  (but  not  pay  for) 
enrollment  in  accountable 
health  plans. 

Employers  without  existing  plan 
required  to  offer  (but  not  pay 
for)  coverage;  tax  changes  to 
encourage  employers  to  group 
together  to  provide  insurance. 

Employers  pay  health  premium 
tax  of  7.9%;  self-employed  pay 

8.35%  of  income;  each  employee 
taxed  1.45%  of  income; 
corporate  and  personal  income 
tax  rates  increase;  7.5%  health 
insurance  security  premium 
imposed  on  each  individual's 
taxable  income;  every  citizen, 
national,  or  legal  alien  eligible 
for  health-care  benefits;  National 
Health  Board  oversees  program. 

Standard 

Benefits 

Package 

Covers  medical  surgical 
services  and  equipment, 
prescription  drugs, 
preventive  care,  rehabilitation 
and  home  health  services, 
mental  health.'substance 
abuse  treatment;  copayments 
and  deductible  for  most 
preventive  services. 

Not  specifically  addressed. 

Five-member  National  Health 
Board  recommends  to 

Congress  standard  benefits. 

Covers  essential  and  medically 
necessary  medical,  surgical, 
hospital,  and  preventive  services. 

National  benefits  package  covers 
inpatient  and  outpatient  hospital 
services,  primary  care  and 
preventive  services,  physician  and 
practitioner  services,  home 
health  care,  long-term  care, 
hospice  care,  prescription  drugs, 
mental  health/substance 
abuse  treatment,  and  more. 

Insurance 

Market 

Reform  and 
the  Employee 
Retirement 
Income 

Security 
.tct  (ERISA) 

ERISA  changes  not  specifically 
addressed;  large  employers  (more 
than  100  employees)  operate  as 
they  do  now  under  ERISA  or 
through  purchased  health  plans; 
large  employers  could  opt  to 
form  their  own  purchasing  co-ops. 

Health  insurance  permanent, 
portable,  and  guaranteed 
renewable;  policies  only  canceled 
for  nonpayment  or  if  company 
leaves  state;  allows  employer 
and  employee  contributions  to 
Medical  Savings  Account;  tax 
incentives  for  low-income 
people  to  buy  insurance. 

Preexisting  condition  exclusion 
only  for  6 months;  termination 
of  benefits  only  for  nonpayment 
or  fraud. 

Preexisiting  condition  restrictions 
limited  under  all  plans;  small- 
employer  reforms  require  all 
insurers  to  offer  three  levels  of 
coverage,  accept  all  small  employers 
and  eligible  employees,  limit 
premium  rate  variations,  and 
limit  premium  rate  increases. 

Not  applicable,  since  all 
coverage  provided  by  the 
government. 

.Medicare 

Reform 

Department  of  Health  and  Human 
Services  to  study  phasing  Medicare 
enrollees  into  co-ops;  Part  B 
coinsurance  increases;  means  testing 
for  Part  B premiums;  disproportionate 
share  adjustment  eliminated; 
hospital  bad  debt  payments  eliminated. 

Medicare  recipients  may  keep 
coverage  or  receive  equal  amount 
of  money  to  enroll  in  private 
insurance  or  buy  Medical  Savings 
Account. 

Accountable  health  plans  must 
participate  in  Medicare  risk 
contracts. 

Allows  more  beneficiaries  to 
participate  in  managed  care 
arrangements;  Parts  A and  B 
consolidated  within  5 years. 

Medicaid  and  Medicare  repealed. 

Global 

Budgets  and 
Price  Controls 

No  budgets  or  price  controls  for 
the  private  sector;  assumes  costs 
will  be  controlled  by  competition 
between  insurance  companies, 
reductions  in  administrative  costs, 
liability  reforms,  restructuring  of 
Medicaid,  and  Medicare  fee  increases. 

Not  included  in  plan. 

Not  included  in  plan. 

Not  included  in  plan. 

National  Health  Board  sets 
annual  budget  based  on  past 
year's  expenditures  and  growth 
in  gross  domestic  product, 
states  must  submit  annual 
budget  proposals. 

Professional 

Liability 

Reform 

Claims  submitted  through  state-run 
mandatory',  nonbinding  alternative 
dispute  resolution  system;  noneconomic 
damages  capped  at  $250,000;  50% 
of  punitive  damages  go  to  states; 
allows  periodic  payment;  presumptive 
defense  for  providers  who  follow 
approved  practice  guidelines;  statute 
of  limitations  2 years  after  injury 
should  have  been  discovered, 
except  for  minors. 

Negligence  must  be  proved 
prior  to  suit;  lawyer  contingency 
fees  capped  at  25%;  joint/several 
liability  restricted;  physicians  may 
negotiate  for  medical  liability 
waivers  in  return  for  lower  fees 
(except  for  gross  negligence); 
noneconomic  damages  capped 
at  $250,000. 

Limits  noneconomic  damages  to 
$250,000;  reduces  statute  of 
limitations;  caps  lawyers'  fees 
at  25%  of  first  $150,000  and 

10%  of  rest  of  award. 

Federal  funding  linked  to  liability 
reform;  requires  alternative  dispute 
resolution  before  entering  court; 
noneconomic  damages  capped  at 
$250,000;  periodic  payments  allowed: 
contingency  fees  limited;  liability 
limited  to  proportion  of  negligence; 
provides  uniform  statute  of 
limitations  for  all  plaintiffs 
regardless  of  age. 

Not  addressed  in  plan. 

•Administrative 

Simplification 

Federal  administrative  standards  panel 
to  adopt  electronic  data  standards 
within  2 years;  panel  will  establish 
business  practice  parameters  for  a 
national  health  information  database. 

Federal  agencies  shall  standardize 
forms  and  reduce  paperw'ork  by 
50%  within  2 years,  with  another 
50%  reduction  in  3 years; 
private  sector  required  to 
standardize  forms  to  receive 
federal  reimbursement. 

Standard  claims  forms  and 
electronic  transmission  of  data. 

Standard  claims  form;  electronic 
claims  filing;  magnetic  Medicare 
card  for  beneficiaries;  Social 

Security  number  required  as 
identifier  on  all  claims. 

National  electronic  database 
developed  by  the  year  2000;  all 
enrollees  receive  health 
security  card. 
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as  three  rural  counties. 

Who  are  these  physicians  and  hos- 
pitals going  to  compete  with  lor 
health-care  contracts?  And  how  does  a 
health  plan  gain  an  economy  ol  scale 
with  such  a small  population  base? 

“Unfortunately,  President  Clin- 
ton’s plan  does  not  do  much  for  rural 
health  care  in  the  short  term,”  said 
Ms  Friedholm.  “It  puts  the  states  in 
the  position  of  having  to  provide  all 
residents,  rural  and  urban,  a choice 
of  health-care  plans  and  an  adequate 
level  of  services.  It’s  going  to  be  a real 
challenge  to  make  that  happen  in  a 
state  as  big  and  diverse  as  this.” 

But  she  was  quick  to  add  that  the 
plan  does  have  several  long-term 
benefits  for  rural  Texans. 

“The  plan  includes  many  incen- 
tives for  schools  to  produce  more 
physicians  in  traditional  primary  care 
specialties,”  she  said,  noting  that  it 


rural  counties  contain  lederal  census  I 
tracts  designated  as  medically  under- 
served areas. 

Further  complicating  the  rural 
health  picture  is  the  fact  that  pover-  ^ 
ty  and  unemployment  are  consis- 
tently higher  in  rural  areas  of  the 
state.  According  to  TMA’s  health- 
care financing  department,  1 in  6 
people  in  rural  Texas  has  no  health 
insurance.  In  recent  years,  the 
poverty  rate  among  rural  Texans  has 
run  between  20%  and  25%,  consid- 
erably higher  than  the  United  States 
population  as  a whole. 

The  invisible  border 

Nention  the  Texas-Mexico 
border  and  two  trains  of 
thought  usually  collide. 

For  many,  a trip  to  the  border 


“There  are  definitely 
misconceptions,  along  with 
a lack  of  knowledge 
about  life  on  the  border.” 


will  take  several  years  to  reach  the  de- 
sired goal  of  55%  of  Texas  physicians 
practicing  primary  care.  A recent  sur- 
vey showed  that  about  70%  of  Texas 
physicians  practiced  in  non-primary 
care  specialties. 

Currently,  fewer  than  10%  ol  the 
state’s  physicians  practice  in  rural 
counties,  while  almost  20%  of  the 
state’s  population  lives  there.  The 
physician-patient  ratio  in  rural 
Texas  is  1,395  people  for  every 
physician;  there  are  684  urban 
dwellers  to  each  physician. 

Consequently,  1 out  of  every  2 
rural  Texas  counties  is  designated  by 
the  Texas  Department  ol  Health  as  a 
primary  care  health  professional 
shortage  area.  And  9 out  of  every  10 


conjures  up  images  ol  shopping  ex- 
peditions, flowing  tequila,  and  end- 
less fiestas.  But  for  many  who  live 
along  the  border,  it’s  a nightmare 
filled  with  cholera  outbreaks,  the  ab- 
sence of  clean  water,  and  inadequate 
health  care. 

“There  are  definitely  misconcep- 
tions, along  with  a lack  of  knowledge 
about  life  on  the  border,”  said  Antonio 
Falcon,  MD,  of  Rio  Grande  City.  “At- 
tention has  to  be  paid  to  border  health 
because  it  affects  the  whole  country.” 

As  the  reform  debate  gears  up, 
there  are  already  fears  that  border 
health  issues  will  once  again  be  ig- 
nored. And  those  living  in  a fantasy 
world  will  continue  to  believe  health- 
care problems  such  as  tuberculosis. 
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cholera,  and  hepatitis  will  disappear 
if  nothing  is  said  or  done. 

Under  the  current  proposal,  un- 
employed illegal  aliens  will  not  be  eli- 
gible lor  coverage  under  the  plan. 
However,  individuals  crossing  the 
border  in  search  of  medical  care  at 
hospitals  or  public  health  clinics  will 
still  be  treated.  The  tab  will  be 
picked  up  either  by  Medicaid  or  local 
funds,  or  go  uncollected. 

“The  current  avenues  of  medical 
services  available,  such  as  migrant 
and  community  health  centers,  will 
still  exist  under  the  plan,”  said  Carrie 
Luttbeg,  legislative  assistant  to  US 
Rep  Ron  Coleman  of  El  Paso.  Repre- 
sentative Coleman  is  cosponsor  of  a 
bill  introduced  in  Congress  last  year 
creating  a Binational  Border  Health 
Commission.  II  given  congressional 
approval,  the  commission  would  de- 
velop public  health  strategies  to  re- 
duce rates  of  communicable  disease 
and  environmental  illness  in  the  bor- 
der region.  TMA  and  AMA  are 
strong  advocates  of  the  bill. 

It’s  no  secret  Texas  counties  along 
the  border  rank  high  on  poverty  lists; 
physicians  and  hospitals  are  scarce 
and  biblical  diseases  are  making  a 
comeback.  The  15-county,  868-mile- 
long  border  region  is  one  of  the  poor- 
est areas  in  the  nation,  with  an  aver- 
age per  capita  income  of  $7,700.  The 
border  population  between  El  Paso 
and  Brownsville  is  1.5  million,  with 
another  2.1  million  in  Mexico. 

The  lure  of  home  ownership  has 
I led  to  an  increase  in  the  number  of 
colonias  — rural,  unregulated  subdi- 
visions that  offer  inexpensive  lots  for 
' sale.  These  areas  often  lack  potable 
water,  sewage  systems,  drainage, 
paved  streets,  or  other  basic  necessi- 
ties of  urban  life.  A recent  study  is- 
sued by  the  governor’s  office  reports 
7 of  the  1 5 counties  on  the  border 
I have  no  hospitals;  all  are  either  total- 
ly or  partially  designated  as  medical- 
ly underserved,  and  all  but  one  are 
designated  as  health  professional 
shortage  areas. 

Physicians,  hospital  administrators. 


TMA  takes  aggressive  stance  on  health-system  reform 

KN  (.')  W I N (',  JUST  CCI  N c;  F R N F,  1)  many  Texas  Medical 

Association  members  are  about  the  national  push  for  health-system 
reform,  I'MA  has  devoted  much  of  its  resources  in  the  last  several 
years  to  preparing  for  the  debate. 

The  association’s  action  plan  carries  three  main  objectives:  ensuring  the 
quality  of  health-care  deliverv  in  Texas,  allowing  Texas  physicians  to  maintain 
autonomy  over  their  practices,  and  strategically  positioning  TMA  as  a major 
player  in  the  reform  debate,  according  to  Louis  Goodman,  PhD,  TMA’s  direc- 
tor of  medical  economics. 

“There  are  a lot  of  entities  out  there  trying  to  destroy  the  physician-patient 
relationship,”  he  said.  “We  see  our  main  challenge  now  as  preserving  physi- 
cians’ and  patients’  rights,  and  not  letting  cost-cutting  lower  the  quality  of 
health  care.” 

TMA’s  Special  Committee  on  Health  System  Reform,  appointed  in  early 
1993,  developed  a strategic  plan  that  includes  13  principles  to  guide  the  asso- 
ciation through  the  reform  process.  Those  principles  address  key  issues  such  as 
freedom  for  patients  to  select  their  own  physicians,  meaningful  professional  li- 
ability reform,  and  antitrust  relief 

TMA  has  initiated  a series  of  physician  visits  to  Washington,  DC,  to  con- 
sult with  the  Texas  congressional  delegation.  The  association  has  also  devel- 
oped a state  initiative  focusing  on  the  elements  of  the  reform  proposal  expect- 
ed to  be  shifted  to  the  states. 

In  addition  to  its  legislative  initiatives,  TMA  has  several  programs  to  help 
its  members  deal  with  the  changes  in  health-care  delivery  systems,  including: 

• The  Managed  Care  Check-Up,  a program  that  surveys  both  physicians  and 
managed  care  plans  in  the  major  Texas  markets  to  give  physicians  data  with 
which  to  evaluate  the  plans; 

• A series  of  seminars  titled  “Preparing  for  the  Clinton  Health  Plan”  and 
“Coping  with  Health  System  Reform”  presented  around  the  state  to  help 
physicians  prepare  for  changes  in  their  practices; 

• The  Managed  Care  Contract  Evaluation  Service,  which  allows  physicians  to 
have  a qualified  health-care  attorney  evaluate  a managed  care  contract; 

• Access  to  the  Dun  & Bradstreet  business  review  service  to  examine  the 
financial  health  of  various  companies  offering  health-care  plans;  and 
• A series  of  dispute  resolution  meetings  with  carriers  and  the  Texas  Department 
of  Insurance  to  keep  the  lines  of  communication  open  between  all  parties. 

More  initiatives  are  planned  as  the  reform  process  progresses,  according  to 
Dr  Goodman.  For  more  information  on  TMA’s  health-system  reform  initia- 
tives, contact  the  TMA  division  of  medical  economics  at  (800)  880-1300,  ext 
1414,  or (512)  370-1414. 


congressmen,  and  taxpayers  are  all  pon- 
dering how  much  money  will  be  avail- 
able and  who  will  pay  to  improve  cur- 
rent environmental  and  health 
standards  on  the  border.  The  governor’s 
report  claims  $1.9  billion  will  be  need- 
ed over  the  next  8 years  to  improve  ba- 
sic health  and  human  services. 


Local  and  state  funds  now  are 
shouldering  a burden  that  some 
consider  a federal  government  re- 
sponsibility. “We  don’t  think  it’s  fair 
that  a large  percentage  of  the  money 
being  used  for  health  care  is  coming 
from  local  and  state  sources,”  said 
Ms  Luttbeg. 


Managing  the 
medical  marketplace 

©ur  reputation  as  a state  filled 
with  rugged  individualists  is 
borne  out  in  the  medical 
marketplace,  where,  in  the  fiice  of  a 
20-year  national  trend  toward  group 
practice  and  managed  care,  the  vast 
majority  of  Texas  physicians  are  still  in 
solo  practice  on  a fee-for-service  basis. 

In  fact,  according  to  AMA  statis- 
tics, more  than  75%  of  all  Texas 
physicians  in  1991  were  solo  practi- 
tioners. In  that  same  year,  managed 
care  plans  had  penetrated  onlv 
1 1.5%  of  the  market  in  Texas. 

Thus,  a health-system  reform 
package  that  encourages  large  health 
alliances  and  vertically  integrated  de- 
liver}' systems,  and  that  — despite  the 
inclusion  of  a higher  cost  indemnitv 
option  — banks  heavilv  on  HMOs 
and  PPOs  to  deliver  care,  is  likelv  to 
cause  a great  deal  of  disruption  for 
both  physicians  and  their  patients. 

According  to  Louis  Goodman, 
PhD,  TMA’s  director  of  medical  eco- 
nomics, Texas  may  have  to  compress 
the  kind  of  market  changes  that  oc- 
curred in  other  states  across  several 
decades  into  just  2 or  3 years. 

“California  has  34%  managed 
care.  New  York  has  about  21%,  and 
it  averages  about  17%  for  the  rest  of 
the  country,”  Dr  Goodman  said. 
“But  California  and  New  York  took 
about  20  years  to  put  those  systems 
in  place  and  adjust  to  the  changes. 
Texas  is  not  going  to  have  that 
amount  of  time.  It  may  be  'Wham! 
It’s  here.  Deal  with  it.’” 

That  is  likely  to  cause  a major  dis- 
ruption in  physician-patient  relation- 
ships, established  referral  patterns, 
and  patients’  habits  in  seeking  health 
care,  he  says. 

“Many  Texans,  for  the  first  time, 
may  not  be  able  to  see  the  doctor 
who  has  looked  after  several  genera- 
tions of  their  family,”  he  said.  “The 
competitive  inequities  in  the  current 
market  are  seeing  qualified  doctors 
being  kicked  out  of  managed  care 
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plans  — they  call  it  ‘deselection’  — 
and  forcing  their  patients  to  go  else- 
where. There  are  going  to  be  a lot  of 
people  unhappy  with  that  situation.” 

Texas  also  has  a higher  percentage 
of  uninsured  than  the  nation  as  a 
whole.  While  approximately  14%  of 
the  US  population  lacks  health  cov- 
erage, close  to  19%  of  Texans  are 
uninsured.  In  fact,  uninsured  Texans 
account  for  about  10%  ol  the  na- 
tionwide total  of  uninsured. 

And  while  other  states  can  rely  on 


large  industrial  companies  for  the 
bulk  of  employment,  the  Texas  econ- 
omy depends  more  heavily  on  small 
businesses  as  employers,  many  ol 
whom  currently  do  not  provide  in- 
surance for  their  employees. 

“The  imposition  of  an  employer 
mandate  to  provide  coverage  for  these 
workers  would  be  a major  financial 
burden  on  small  businesses,”  Dr 
Goodman  said.  “Most  likely,  it  would 
mean  a loss  of  jobs  in  the  state.” 

Texas  also  carries  a crushing  bur- 
den of  Medicaid,  Medicare,  and 
charity  care  patients,  particularly  in 
the  rural  areas.  According  to  Medi- 
caid figures,  at  least  1 1%  of  the  rural 
population  is  enrolled  in  the  pro- 
gram, putting  a higher  burden  on 
rural  physicians  who  have  no  choice 
but  to  accept  the  lower  reimburse- 


ment rates  Medicaid  pays. 

There  is,  however,  some  relief 
planned  for  Medicaid  physicians,  ac- 
cording to  Ms  Friedholm. 

“Under  the  Clinton  plan,  Medicaid 
patients  would  become  essentially  in- 
visible to  the  providing  physician,”  she 
said.  “Their  coverage  would  be  reim- 
bursed at  the  same  rate  as  everyone 
else  enrolled  in  that  health-care  plan.” 

Currently,  Medicaid  pays  only  a 
fraction  of  the  average  charge  for 
most  services  and  in  many  cases  does 


not  even  cover  physicians’  costs  for 
providing  services. 

Upping  the  ante 

In  looking  at  just  how  President 
Clinton’s  Health  Security  Act 
might  affect  Texas,  the  problem 
for  health-care  planners  becomes  how 
to  avoid  burning  down  the  house  in 
order  to  save  it. 

Texas’  current  system  of  health- 
care delivery  has  provided  many  of 
the  state’s  residents  with  high-quality 
health  care.  But  the  Texas  health-care 
system  faces  an  array  of  challenging 
problems,  such  as  an  underserved  and 
impoverished  rural  population,  a 
massive  influx  of  immigration  and 
poverty,  high  rates  of  infectious  dis- 


eases, and  an  impending  disruption 
of  the  medical  marketplace. 

Several  key  questions  must  be  ad- 
dressed to  make  health-system  reform 
work  for  Texas: 

• Can  a plan  be  devised  that  will 
bring  low-cost,  high-quality 
health  care  to  all  areas  of  the  state, 
urban  and  rural? 

• Can  a short-term  strategy  be  for- 
mulated to  increase  the  supply  of 
primary  care  physicians? 

• Will  the  reform  plan  be  able  to 
address  the  special  health  needs  of 
the  state’s  border  populations? 

• Can  Texas  maintain  its  centers  of 
medical  excellence  at  their  current 
levels  while  extending  universal 
health  care  to  its  citizens? 

• Will  the  final  reform  package  give 
Texas  and  other  states  the  flexibili- 
ty to  tailor  the  health-care  delivery 
system  to  its  needs? 

Crafting  a health-system  reform 
plan  that  meets  the  state’s  needs  will 
be  an  arduous  task  for  organized 
medicine.  But  given  what  is  at  stake 
for  Texas  physicians  and  their  pa- 
tients, organized  medicine  has  no  job 
before  it  of  greater  importance.  ★ 


Associate  editors  Laura  J.  Albrecht  and  Ken 
Ortolon  assisted  in  the  preparation  of  this  article. 


“The  competitive  inequities 
in  the  current  market  are 
seeing  qualified  doctors  being 
kicked  out  of  managed  care 
plans  - they  call  it  'deselection’ 
- and  forcing  their  patients 
to  go  elsewhere.” 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Dallas 

Bruce  Crim,  Keith  H.  Prince, 
Charles  F.  Curtice,  Daniel  S.  Marley, 
Steve  Baggett 
(214)  821-4640 


Houston 

L.  Wayne  Kirk,  Rick  D,  Bolin, 
John  Bedingfield 
(713)  465-4445 


San  Antonio 

Michael  Rollans 
Thomas  A.  Weisman 
(210)490-1081 


Lubbock 

Al  Cushion 
(806)  796-7208 


Medical  Economics 


Vertical  integration 

Health  cares  building  blocks  or  a house  of  cards? 

By  Mark  Richardson,  Associate  editor 


Just  a couple  of  short  years  ago,  the  term 
“vertical  integration”  drew  a blank  stare 
from  most  people  in  the  health-care 
business,  particularly  physicians. 

But  nowadays,  when  new  health-care 
buzzwords  are  tossed  about  with  reckless 
abandon,  vertical  integration  is  a common 
— if  somewhat  misunderstood  — part  of 
the  health-system  reform  jargon. 

Vertical  integration  is  the  process  by  which  a single  en- 
tity offers  patients  medical  care,  hospitalization,  and  in- 
surance or  managed  care  under  one  roof,  gaining  both  an 
economy  of  scale  and  a great  deal  of  clout  in  the  medical 
marketplace. 

It  may  take  the  form  ol  a physician  hospital  organiza- 
tion (PHO),  an  independent  practice  association  (IPA),  a 
health  maintenance  organization  (HMO),  a preferred 
provider  organization  (PPO),  or  any  one  of  a hall-dozen 
other  models  for  health-care  delivery. 

To  some  management  gurus,  integration  conjures  up 
images  of  a highly  coordinated  “one-stop”  medical  facility, 
running  like  clockwork  to  deliver  a spectrum  of  health- 
care services  in  a convenient  and  cost-effective  manner. 

But  to  many  physicians,  integration  presents  the  night- 
marish vision  ol  doctors  punching  a clock  on  a corporate 
health-care  assembly  line. 

Both  scenarios  are  a bit  extreme,  say  health-care  econ- 
omists, but  each  contains  an  element  ol  truth. 


Which  end  is  up? 

According  to  Reuben  McDaniel,  Jr,  EdD,  a prolessor  of 
management  at  The  University  of  Texas  at  Austin,  the  way 
integrated  services  will  be  delivered  in  the  brave  new  world 
of  post-health-system  reform  needs  a lot  more  study. 

“You  have  hospital  and  clinic  managers  who  don’t 
really  know  anything  about  delivering  medical  care  sign- 
ing up  to  run  these  integrated  facilities,  and  you  also 
have  physicians  who  don’t  really  know  anything  about 


managing  a health-care  organization 
forming  groups  and  alliances,”  said 
Dr  McDaniel,  who  specializes  in  the 
study  of  health  service  management. 

“Right  now,  from  where  I sit,  it 
looks  like  a whole  lot  of  mismanage- 
ment is  about  to  happen  in  the 
health-care  business.”  Much  of  it  will 
be  unavoidable,  he  says,  as  the  mar- 
ketplace scrambles  to  adjust  to  a new 
set  ol  rules. 

“You  are  going  to  have  some  folks 
who  get  it  right,  and  we  have  to  learn 
from  them  and  their  experiences,”  Dr  McDaniel  said, 
adding  that  it  will  be  just  as  important  to  observe  what 
mistakes  are  made  and  avoid  repeating  them. 

“The  real  action  in  this  whole  thing  is  going  to  be  in 
quality,”  he  said.  “People  will  insist  that  any  health-care 
delivery  institution  be  able  to  demonstrate  what  is  high- 
quality  medicine  in  a way  that  a lay  audience  can  under- 
stand. Once  the  standard  is  established,  they  will  have  to 
consistently  deliver  on  quality  to  remain  competitive  in 
the  marketplace.” 

Dr  McDaniel  says  other  key  factors  in  the  success  of 
any  health-care  delivery  organization  will  be  the  reliability 
of  its  services,  the  quality  of  its  internal  communications 
structure,  the  creativity  with  which  it  approaches  prob- 


lem-solving, and  how  well  it  controls  costs. 

A very  big  fish,  indeed 

The  medical  marketplace  in  Texas  is  not  waiting  to  see 
which  health-system  reform  plan  Congress  will  pass. 
Rather,  ir  has  spent  the  last  year  or  two  actively  reinvent- 
ing itself. 

Physicians  are  forming  IPAs,  PPOs,  and  group  prac- 
tices at  a rapid  rate.  Hospitals  are  forming  HMOs  and 
PH  Os.  Employers  are  looking  for  new,  cost-effective  al- 
liances with  hospitals  and  other  providers. 

But  when  it  comes  to  getting  into  vertical  integration  in 
a big  way,  no  one  can  match  the  feverish  pace  at  which  hos- 
pital chains  and  corporations  are  merging  to  form  ever  larg- 
er and  more  powerful  health-care  delivery  organizations. 


TEXAS  MEDICINE  ★ JANUARY  1994 


M ^''cal  Economics 


The  most  aggressive  in  re- 
cent months  has  been  Columbia 
Healthcare,  a hospital  chain  based 
in,Louisville,  Ky,  that  started  out  just 
6 'years  ago  but  through  mergers  and 
acquisitions  has  become  one  of  the 
ibiggest  players  in  the  health-care 
market,  particularly  in  Texas. 

Columbia  began  buying 
small,  unprofitable  hospi- 
tals in  Houston  and  other 
cities  about  3 years  ago, 
spent  $3.4  billion  in  September  to 
acquire  Galen  Health  Care  Inc’s 
73  hospitals,  and  merged  in 
October  with 
HCA-Hospi- 
tal  Corpora- 
tion of  Ameri- 
ca to  create  the 
world’s  largest 
investor-owned 
hospital  group, 
with  190  facilities  in  26  states. 

The  merger  puts  Columbia-HCA 
in  a powerful  position  in  the  Texas 
market,  with  34  hospitals  and  more 
than  7,500  beds.  It  has  major  hold- 
ings in  the  Dallas-Fort  Worth  metro- 
plex,  Houston,  San  Antonio,  Cor- 
pus Christi,  and  El  Paso,  with 
hospitals  in  most  of  the  rest  of  the 
state’s  medium-size  markets. 

Also,  in  October,  Columbia-HCA 
formed  an  alliance  with  Dallas-based 
Medical  Care  America,  the  largest 
operator  of  outpatient  surgery  cen- 
ters in  the  country  with  91  facilities, 
including  10  in  Texas. 

The  goal  of  all  this  high  finance 
is  to  gain  market  share,  according 
to  Rick  Scott,  one  of  Columbia’s 


founding  partners  and  now  its 
chief  executive  officer.  “You  need 
to  have  size  to  get  costs  down,”  he 
told  The  New  York  Times.  “The 
truth  is,  for  patients,  physicians, 
and  whoever  the  payor  is,  I think 
size  is  a positive.” 

Another  of  Columbia’s  founding 
partners.  Fort  Worth  financier 
Richard  Rainwater,  envisions  a radi- 
cal new  formula  for  health-care  deliv- 
ery. “We  want  to  be  the  equivalent  of 
Wal-Mart  in  health  care  ...  a one- 
stop  medical  marketplace,”  he  told 
The  Wall  Street  Journal  after  the 


A “bigger  is  better”  phil  osophy, 
combined  with  deep  pockets,  makes  it 
almost  a certainty  that  more  hospital 
acquisitions  are  on  the  horizon. 


HCA  merger  was  announced. 

A “bigger  is  better”  philosophy, 
combined  with  deep  pockets,  makes 
it  almost  a certainty  that  more  hos- 
pital acquisitions  are  on  the  horizon 
and  that  Columbia-HCA’s  competi- 
tors around  Texas  — groups  like 
Memorial  Healthcare  System, 
American  Medical  International, 
and  Epic  Healthcare  — will  be  do- 
ing the  same. 

Such  size  gives  a hospital  chain 
the  clout  to  negotiate  deep  dis- 
counts from  medical-surgical  sup- 
ply companies,  to  consolidate  over- 
lapping operations  like  marketing 
and  cardiac  treatment,  and  to  in- 
vest in  new  medical  services  and 
updated  equipment. 
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A different  marketplace 

While  the  investment  moguls  on 
Wall  Street  may  nod  approvingly  at 
the  way  hospital  groups  are  grow- 
ing bigger  and  slashing  costs,  UT’s 
Dr  McDaniel  says  that  trying  to 
apply  the  principles  of  the  business 
world  in  the  medical  marketplace 
could  be  disastrous. 

“Despite  all  the  mergers  and  cor- 
porate structures,  one  fact  remains: 
Health  care  is  a locally  delivered  ser- 
vice,” he  said.  “You  do  not  gain  an 
economy  of  scale  within  the  physi- 
cian-patient relationship.” 

He  adds  that  while  some  systems 


can  be  streamlined  to  enable  hospi- 
tals to  run  more  smoothly,  the  na- 
ture of  the  health-care  market  is  go- 
ing to  interfere  with  the  best  laid 
management  strategy  unless  it  is  tak- 
en into  account. 

“The  standard  way  the  market- 
place works  is  that  a business  pro- 
vides a product  or  service  to  the  con- 
sumer, who  uses  the  product  or 
service,  benefits  from  it,  and  pays  for 
it,”  Dr  McDaniel  said. 

“But  in  the  American  medical 
marketplace,  a physician  or  hospital 
provides  the  service,  the  patient 
benefits  from  it,  and  a third-party  in- 
surance company  or  HMO  pays  for 
it.  The  same  forces  that  drive  the 
business  market  simply  aren’t  there, 
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so  we  must  redefine  the  marketplace 
to  make  this  work.” 

The  physician’s  stake  in  this 
process  is  an  important  one.  Dr  Mc- 
Daniel and  other  economists  say. 

Physicians’  choices 

A physician  practicing  in  a medical 
market  of  almost  any  appreciable 
size  will  soon  be  confronted  with  a 
decision  to  join  a group,  alliance,  or 
association  that  may  become  affiliat- 
ed with  a hospital-based  or  other 
type  of  integrated  delivery  system. 
Many  experts  agree  that  physicians 
should  take  advantage  ol  the  changes 
in  the  market- 
place when  they 
can  hold  on  to 
some  control  of 
their  fate.  Physi- 
cian alliances 
such  as  IPAs, 
PPOs,  and  large  group  practices  can 
be  a good  way  to  gain  negotiating 
clout  with  hospitals  and  other  sys- 
tems, but  doctors  should  use  caution 
when  joining  groups. 

According  to  Noah  Rosenberg, 
JD,  an  attorney  who  works  with 
physician  groups  in  California,  physi- 
cians in  any  relationship  with  a verti- 
cally integrated  organization  should 
seek  a high  degree  of  equity  in  the 
project,  possibly  as  much  as  50%; 
parity  in  the  governance  of  the  orga- 
nization; income  security;  increased 
compensation  tied  to  the  organiza- 
tion’s cost  savings;  and  income  and 
equity  directed  toward  retirement. 

Mr  Rosenberg  told  American  Med- 
ical News  that  while  physicians  need 
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“Despite  all  the  mergers  and  corporate 
structures,  one  fact  remains:  Health  care 

is  a locally  delivered  service.” 


not  fear  a total  loss  of  autonomy  in 
working  under  a vertically  integrated 
health-care  system,  negotiating  a good 
agreement  at  the  beginning  of  such  a 
relationship  will  pay  dividends  and 
help  avoid  problems  down  the  road. 

Negotiating  such  relationships, 
while  easier  for  a large  group  or  al- 
liance, is  not  always  simple  and  may 
be  best  handled  by  a consultant  or  at- 
torney experienced  in  such  matters. 

All  contracts  should  be  reviewed 
by  a health-care  attorney  before  they 
are  signed.  Many  county  medical  so- 
cieties maintain  lists  of  qualified 
health-care  attorneys.  In  addition, 
the  Texas  Medical  Association  offers 
a contract  evaluation  service  in  which 
a health-care  attorney  will  evaluate  a 
managed  care  contract  and  make  rec- 
ommendations for  a fee  of  $100.  For 
more  information,  contact  Andre 
Hampton,  JD,  at  (512)  480-5638.  ★ 


Annual  Session 

INTERLINK  FOR  PATIENT  CARE 


Your  link  to 
quality  CME 


Your  best  link  to  quality 
continuing  medical  education  is 
nearer  tlian  you  tliink.  Join  your 
colleagues  in  Austin  for  TMA’s 
Annual  Session  May  12-15. 

More  than  200  hours  AMA 
PRA  Category  1 CME 


M-\FP  Prescribed  credit 


Hands-on  CME  audiovisual 
resource  center 


Broad-based  curriculum 
in  one  location 


IT’S  THE  LAW! 

ELIIVIINATE  TAXES  ON  $250,000  OF  YOUR  INCOME 
(DP  TO  $99,000  at  NEW  RATES) 


Congress  created  the  Federal  Housing  Tax  Credit  program  to  encourage  investment  in 
privately-owned  housing  for  the  elderly,  handicapped  and  citizens  of  modest  means. 

♦ 

Section  42  of  the  IRS  Code  authorizes  immediate  dollar-for-dollar 
reduction  of  your  final  federal  income  taxes  due. 

♦ 

At  the  same  time,  capitalize  on  astute  investments  in  highly  undervalued  real  estate  in 
America's  best  long-term  growth  markets 


WHAT  THE  EXPERTS  SAY: 


"The  lax  credit  is  the  quintessen- 
tial  lax  shelter  of  the  1990s:  You 
can  cut  your  taxes  while  you 
provide  direct  help  for  the  less 
fortunate. " 

PHYSICIAN'S  FINANCIAL  NEWS 

"A  no-brainer  for  anyone  who 
wants  to  pay  less  income  tax. " 
Joseph  J Vizzini,  CPA,  Sentra 
Securities,  Metaire,  LA 


"High  marks  for  low-income 
housing.  Without  c/iiestion,  tax 
credits  are  the  ultimate  tax  .shel- 
ter. You  can  use  your  tax  credits 
dollar-for-dollar  to  reduce  your 
actual  tax  hill. " 

THE  25  BEST  TAX  SHELTERS 


"The  low  income  housing  credit 
might  he  the  last  of  the  pure,  old- 
fashioned  tax  shelters  left.  It  lets 
you  take  a tax  write-off  simply  hy 
writing  a check  to  a partnership.  " 
TAX  AVOIDANCE  DIGEST 

"Literally  a gift  to  tax  payers 
from  the  IRS  and  Congress. " 

Cliff  Carper,  Senior  VP,  Kemper 

, Securities,  Newport  Beach,  CA 
C/A,. 


Roger  P.  Holland  M.D.,  Ph.D. 

Vice  President,  Physicians'  Tax  Credit  Services 
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Nationally  recognized 
physician  speakers 


Clinical  and  socioeconomic 
programming 


Opportunity  to  fulfill 
mandatoiy  CME  requirements 
for  relicensure 


Free  general  registration 
for  members 

Don’t  miss  this  chance  to 
improve  patient  care  through 
in  te  rspec  ial t y d ialogue! 
For  details,  call 
(800)  880-1300 
or  (512)  370-1452. 
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Medical  Office  Management 
Software  for  the  Macintosh® 

TessSystem  Three™ 


Manage  your  medical  practice  efficiently  with  the  TessSystem  Three. 
Our  comprehensive  software  for  the  Macintosh  computer  can  be  used  in 
single  or  multi-doctor  medical  practices  with  a single  or  multi-workstation 
setup.  TessSystem  Three  is  flexible,  and  very  easy  to  install  and  use. 
Some  of  its  many  valuable  capabilities  include: 

• Insurance  Billing 

• Automated  Patient  Billing 

• Accounts  Receivable  Aging 

• Insurance  Payment  History  Analysis 

• Fast  Transaction  Entry  System 

• Easy-to-use  Menus  & Buttons 

• Data  Entry  Validation  of  Common  Fields 

• Guarantor  & Employer  Information 

• Patient  Transaction  History  at  Your  Fingertips 

• Productivity  & Efficiency  Analysis 

• Customized  Report  Generation 

• Daily  Audit  Reports 

• Graphic  Business  Reports 

• Electronic  Insurance  Claims  (Optional  module) 


Please  contact  us  today  to  receive  more  information: 
Tess  Data  Systems,  Inc. 

14340  Torrey  Chase  Blvd,  Ste  340 
Houston,  TX  77014  - 1021 

1 - 800-  218  - TESS  or  (713)  440  - 9995 
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Battling  for  a bill 

Opposing  camps  stake  their  positions  in  health-system  reform  debate 

By  Ken  Ortolon,  Associate  editor 


Can  Congress  possibly  send  a 
health-system  reform  plan  to 
the  president’s  desk  by  Octo- 
ber? Some  Texas  congressmen 
are  predicting  it  can,  and  the 
Texas  Medical  Association’s  leg- 
islative strategists  have  adjusted 


their  timetable  accordingly. 


For  congressional  action  to  move  that  quickly,  however, 
a major  shift  toward  one  of  three  competing  camps 
would  have  to  occur  early  in  this  year’s  debate.  Until  it 
does,  say  TMA  officials  and  lobbyists,  neither  Presi- 
dent Clinton’s  reform  plan  nor  any  of  nearly 
half  a dozen  competing  plans  are  likely 
to  hit  a fast  track  through  Congress. 

Fred  F.  Castrow  II,  MD,  of 
Houston,  chairman  of  the  TMA 
Council  on  Legislation,  says  the  debate  now 
centers  more  around  three  distinct  voting 
blocks  within  Congress  than  on  any  par- 
ticular plan. 

“What  we  have  to  watch  for  is  the 
harmonic  convergence  of  any  two  of 
those  blocks  of  votes,”  said  Dr  Cas- 
trow. That  convergence  would  in-  “The  atmosphere  is  one  of 
dicate  the  critical  mass  needed  to  positioning.” 

pass  legislation  the  president  could  sign.  “But  that’s 
not  nearly  as  simple  as  it  sounds,”  said  Dr  Castrow.  “There  is 
no  consensus  of  support  for  any  one  plan  right  now.” 

Dr  Castrow  was  part  of  a TMA  delegation  to  Wash- 
ington, DC,  in  October  1993  to  discuss  health-system  re- 
form with  Texas  congressmen.  Also  part  of  that  delega- 
tion was  TMA  legislative  affairs  director  Alfred  Gilchrist, 
who  says  Congress  seems  to  be  taking  a “wait-and-see”  at- 
titude on  reform. 

“The  atmosphere  is  one  of  positioning,”  Mr  Gilchrist 
said.  “Many  congressmen  are  doing  the  same  thing  a lot 
of  interest  groups  are  doing:  They’re  watching  the  coali- 


tions, seeing  where  they’re  building  and  where  they’re 
breaking  down.” 

At  the  time  of  the  Washington  trip,  a bipartisan  plan  had 
emerged  with  Democratic  and  Republican  cosponsors,  and 
Republican  plans  were  being  introduced  by  US  Sen  Phil 
Gramm  (R-Tex),  US  Sen  John  Chafee  (R-RI),  and  others. 
Democratic  plans  also  have  been  added  to  the  debate. 

“I  think  the  Republicans  realistically  feel  they  are  going 
to  have  to  compromise,”  Dr  Gastrow  said.  “The  Republi- 
can plans  will  not  prevail  over  the  Clinton  plan.  The  De- 
mocrats, however,  don’t  feel  the  Clinton  plan  is  going  to 
prevail,  either.  The  consensus  of  most  of  the  Texans  we 
talked  to  is  that  the  ideal  situation  is  for  the  Democrats  to 
move  to  the  right  and  the  Republicans  to  move  a little 
toward  the  middle.” 

If  that  happens.  Dr  Castrow  says,  the  final 
product  likely  will  be  less  disruptive  to  the 
current  system  of  health-care  delivery 
than  would  any  of  the  major  overhaul 
proposals  now  on  the  table.  “None  of  the 
polar  plans  stands  a chance  of  passage  right 
now,  whether  it  be  single  payor,  managed  competi- 
tion, the  Medisave  account  approach  of  Phil  Gramm, 
^4  or  the  Glinton  plan,”  he  said. 


Three  voting  blocks 

Physicians  need  to  understand  the  composition  of 
the  three  voting  blocks,  says  Kim  Ross,  TMA  di- 
rector of  public  affairs.  On  the  left  of  the  debate 
are  advocates  of  a Canadian-style  single  payor  sys- 
tem, as  embodied  in  the  bill  by  US  Rep  James 
McDermott  (D-Wash).  By  late  November  1993,  that  bill 
had  between  90  and  100  supporters. 

On  the  right  are  Republicans  such  as  Senators  Gramm 
and  Chafee  who  propose  much  more  limited  reforms  than 
those  in  the  president’s  plan.  “But  they,  themselves,  are 
not  of  a unanimous  opinion,”  Mr  Ross  pointed  out. 

In  the  middle  is  a bipartisan  coalition  that  backs  legis- 
lation sponsored  by  US  Reps  Jim  Cooper  (D-Tenn)  and  ; 
Mike  Andrews  (D-Tex).  Their  plan  embraces  the  man-  \ 
aged  competition  proposal  put  forth  last  year  by  the  Con-  ; 
servative  Democratic  Forum  (CDF).  ■ 
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“These  Democrats,  typically  from 
the  South  anti  Southwest,  are  the 
linchpin  upon  which  the  debate 
hinges,”  Mr  Ross  said. 

US  Rep  Charles  Stenholm,  a 
Texas  Democrat  who  chairs  the  CDF 
and  is  a strong  proponent  of  the 
Cooper  bill,  believes  movement  from 
both  sides  of  the  aisle  will  be  toward 
that  plan. 

“I  don’t  think  you’re  going  to  see  a 
‘Democrat’  health-care  bill,”  Con- 
gressman Stenholm  said.  “I  think  it 
will  be  a bipartisan  bill.  I think  you 
will  see  much  the  same  type  of  action 
on  health  care  that  we  saw  on  NAF- 
TA [the  North  American  Free  Trade 
Agreement],  in  which  there  was  bi- 
partisan support  and  opposition 
to  the  eventual  solution.” 

Congressman 
Stenholm  predicts 
Congress  will  work 
from  President  Clinton’s 
plan,  at  least  in  name,  but  he 
doubts  the  final  product  will  re 
semble  the  1,300-plus  page  doc- 
ument delivered  to  Congress 
last  year. 

“I  do  not  sense  that  Con- 
gress is  going  to  vote  a universal 
coverage  package  this  yeat,”  he 
said.  He  also  thinks  that  incre- 
mental reform  is  just  as  unlikely 
because  that  might  give  Con- 
gress an  excuse  not  to  tackle 
tough  issues  such  as  tort  reform. 


Bipartisan  plan 

According  to  Congressman  Sten- 
holm, therefore,  movement  will  be 
toward  the  only  bipartisan  plan  cur- 


rently on  the  table  — the 
Cooper/CDF  bill.  But  Mr 
Ross  sees  no  immediate 
rush  bv  Democrats  or  Re- 
publicans to  jump  on  that 
bandwagon. 

“At  least  in  concept,  the 
centrist  Democrats  prefer 
managed  competition, 
preservation  of  the 
health-care  market- 
place, and  pluralism  in 
choice,  but  very  few  of 
them  could  last  more 
than  5 minutes  in  a question-and-an- 
swer  session  on  what  managed  com- 
petition is,”  he  said.  “And  if  they 
put  their  names  on  it,  they  have 
to  be  able  to  go  home  and  ex- 
plain it.” 

Republicans  who  might 
be  leaning  toward  the 
Cooper  plan  are  discour- 
aged from  signing  on  for 
fear  of  upsetting  the  bipar- 
tisan balance,  Mr  Ross 
adds.  Republican 
support  is  not  likely 
to  increase  until  more 
Democrats  commit  to 
the  bill. 

That  leaves  the  issue 
wide  open  for  an  early 
Republican  power  play, 
and  US  Senator  Gramm 
says  that  is  exactly  what 
he  intends  to  pursue. 

“I’m  looking  at  the 
possibility  of  acting  preemptively  by 
putting  together  a very  narrow  pro- 
posal that  would  deal  just  with  porta- 
bility and  permanence  of  insurance. 


**l*m  looking 
at  the  possibility 
of  acting 
preemptively 
by  putting 
together  a 
very  narrow 
proposal.** 


which  is  the  concern  that  is 
shared  by  about  85%  of  the 
American  public,”  Senator 
Gramm  said.  “All  of  the  plans 
that  have  been  proposed  make 
health  insurance  more  portable 
and  more  permanent.  This  is 
something  we  agree  on.  We 
ought  to  rejoice  in  that 
agreement  and  have  a 
simple  bipartisan  bill 


**l  do  not  sense  that  Congress  is  going  to  vote 
a universal  coverage  package  this  year.** 


that  deals  with  that  problem,  and  do 
it  immediately  while  we  debate  the 
rest  of  it.” 

The  Texas  Republican  hopes  to 
get  that  bill  to  the  Senate  floor  for  a 
vote  as  early  as  February  or  March. 

Mr  Ross  says  that  tactic  could 
“Hush  out”  the  conservative  Democ- 
rats and  force  them  to  go  on  record. 

“Right  at  the  height  of  the  cam- 
paign season,  the  conservative  Re- 
publicans could  run  a conservative 
health-care  plan  up  the  flagpole  and 
put  pressure  on  conservative  Democ- 
rats to  decide  if  they  are  with  the 
president  or  with  a bipartisan  effort 
provoked  by  the  Republicans,”  Mr 
Ross  said.  “That’s  a pretty  good  game 
of  chicken.” 

Action  by  autumn 

Congressmen  on  both  sides  of  the 
aisle  predict  passage  of  some  sort  of 
health-system  reform  bill  this  fall. 
Representative  Stenholm  and  Sena- 
tor Gramm  say  their  respective 
houses  likely  will  act  in  June  or  July, 
placing  a final  bill  on  the  president’s 
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desk  by  October. 

But  if  Congress  does  act  that 
quickly,  TMA  lobbyists  think  it’s 
unlikely  the  resulting  bill  will 
include  universal  coverage,  pri- 
marily because  of  funding 
problems.  Mr  Ross  argues  that 
financing  is  the  sticking  point 
that  will  force  the  president  away 
from  a complete  overhaul  of 
the  existing  system. 

“By  proposing  to  provide 
insurance  for  the  working 
uninsured,  the  Republicans 
already  have  acknowledged 
that  there  is  no  way  we  can 
achieve  universal  coverage,”  he 
said.  “This  is  the  fundamental 
thing  the  president  has  to  com- 
promise on,  either  through  a 
phase-in  of  universal  coverage 
or  some  face-saving  gesture.” 

Added  Mr  Gilchrist,  “If  Congress 
passes  any  health-system  reform  bill 
at  all,  we  think  it  will  be  incremental 
reform  rather  than  major  overhaul. 
And  there  are  some  incremental 
things  that  we  agree  with,  like  the 
small  employer  health  insurance  re- 
form bill  passed  in  Texas  in  1993  and 
portability  of  benefits.  If  it  looks  like 
Congress  is  heading  for  incremental- 
ism, then  we  will  be  pounding  on 
those  types  of  things.” 

Senator  Gramm  believes  any  plan 
that  mandates  purchasing  coopera- 
tives or  forces  Americans  to  give  up 
their  private  insurance  against  their 
will  is  doomed. 

“I  think  we  can  and  will  pass  a bill 
improving  the  basic  insurance  prod- 
uct, making  insurance  more  perma- 


Any 
physicians 
who  don’t 
know  their 
congressmen 
really  ought 
to  get  to 
know  them 
now.” 


nent  and  more  portable,” 
he  said.  “I  think  we  will  act 
to  try  to  help  people  with 
preexisting  conditions  get 
health  insurance  and  to 
help  working  people  with 
modest  incomes  get  health 
insurance.  I hope  that  we 
expand  consumer  choice 
and  promote  price  com- 
petition. But  in  terms 
of  setting  up  govern- 
ment-run health-care  col- 
lectives, in  terms  of  the  gov- 
ernment defining  how  much 
money  people  are  going  to 
spend  caring  for  their  par- 
ents and  their  children,  for- 
get it.” 


Shaping  the  debate 

Because  members  of  Congress  are 
feeling  the  pressure  to  pass  some  sort 
of  health  bill  before  the  November 
general  election,  the  time  for  orga- 
nized medicine  to  speak  out  is  now, 
says  Dr  Castrow.  TMA  must  help 
push  the  debate  toward  insurance  re- 
form, liability  reform,  and  hassle  re- 
duction, he  says. 

TMA  also  will  continue  to  stress  the 
problems  that  many  of  the  reform  plans 
would  create  in  Texas  because  of  the 
state’s  large  rural  population,  its  border 
with  Mexico,  and  its  heavy  reliance  on 
traditional  indemnity  insurance. 

“We’ve  got  to  aggressively  point 
out  the  continuity-of-care  and  access- 
to-care  problems  that  patients  have 
now  in  many  managed  care  plans,” 
Mr  Gilchrist  said.  “And  we’ve  got  to 
talk  about  the  ability  of  doctors  to  or- 
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ganize  and  compete  with  managed 
care  systems.” 

Organized  medicine’s  success  in 
delivering  its  messages  will  depend  in 
large  measure  on  the  strength  of  its 
physician  grassroots  lobbying,  says  Mr 
Gilchrist.  “Any  physicians  who  don’t 
know  their  congressmen  really  ought 
to  get  to  know  them  now,”  he  said. 

Following  the  debate  closely  and 
staying  in  touch  with  congressmen  is 
vital,  he  says,  because  the  issues  and 
coalitions  probably  will  form  and 
shift  rapidly.  “Doctors  need  to  under- 
stand that  this  is  not  a one-shot 
deal,”  Mr  Gilchrist  said.  They  can’t 
write  their  congressman  one  letter  or 
attend  one  fundraiser  or  have  one 
meeting,  he  added. 

For  the  past  18  months,  TMA  has 
been  organizing  physician  briefings 
with  their  respective  members  of 
Congress  and  boosting  medicine’s 
formidable  political  grassroots  base. 
Dr  Castrow  says  TMA  will  launch  an 
early  winter  campaign  to  assist  doc- 
tors in  communicating  with  their  pa- 
tients and  to  set  the  stage  for  an  ag- 
gressive grassroots  reaction  to  the 
legislative  options  when  the  debate 
heats  up  later  this  spring. 

“Physicians  invented  the  coalition 
slate  cards  that  were  highly  successful  in 
the  1988  Texas  Supreme  Court  races,” 
Dr  Castrow  said.  “We  were  the  first  to 
successfully  organize  a physician-to-pa- 
tient  grassroots  effort.  We  will  build 
upon  that  experience  this  winter.  We 
have  no  choice.  If  we  fail,  we  and  our 
patients  will  be  the  property  of  a hand- 
ful of  powerful  insurance  companies 
and  the  federal  government.”  ★ 
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In  the  past  twelve  months  over  60  physicians  have 
accepted  positions  with  Scott  A White  Clinic. 
Here's  Why! 
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Scon  & White  is  one  of  the  oldest  and  largest  group  practices  in  America.  It  is  a physician  directed  orga- 
nization with  the  administrative  expertise  to  address  the  changes  that  are  occurring  in  the  medical  profes- 
sion. The  Scon  & White  organization  is  an  integrated  health  care  system  which  includes  Scott  & White 
Clinic,  a multispecialty  group  practice  of  395  physicians:  Scott  & White  Hospital,  a 400  bed  tertiary  care 
hospital;  and  the  Scott  & White  Health  Plan,  an  HMO  with  over  100,000  members.  Scon  & White  has  11 
regional  clinics  that  serve  a 1 5 county  area  in  Central  Texas.  Scon  & White  is  the  primary  teaching  hospi- 
tal for  Texas  A&M  University  Health  Science  Center  College  of  Medicine. 

Scon  & White  offers  an  excellent  benefit  package  which  includes  a competitive  salary,  health,  life, 
disability  and  malpractice  insurance,  four  weeks  annual  vacation,  three  weeks  paid  leave  for  con- 
tinuing education,  a generous  retirement  plan,  and  more.  Faculty  appointments  at  Texas  A&M  Uni- 
versity are  commensurate  with  experience  and  qualifications. 

Scon  & White  operates  clinics  in  cities  throughout  the  Central  Texas  area.  This  is  a dynamic  area  with 
unemployment  in  most  of  the  region  under  5 percent.  The  area  is  noted  for  its  commitment  to  education. 
The  crime  rate  is  low  and  real  estate  is  affordable.  There  are  numerous  recreational  activities  including 
several  beautiful  recreational  lakes.  The  high  quality  of  life  in  the  region  is  evidenced  by  the  fact  that 
Money  magazine  recently  recognized  three  of  the  cities  in  this  area  as  among  the  top  100  places  in  the 
United  States  to  live. 


Scott  & White  is  recruiting  for  several  physicians  in  the  Department  of  Obstetrics  and  Gynecology.  We 
have  openings  on  our  staff  for  Generalists  in  College  Station  and  Waco  and  for  Maternal  Fetal  Medicine 
in  Tempie.  Specifics  of  the  practice  vary  according  to  the  location.  For  more  information,  call  800-725- 
3627  or  send  a current  curriculum  vitae  to: 


Mike  Nichois 

Director  of  Physician  Recruitment 
Scott  & White  Ciinic 
2401  South  31st  Street 
Temple,  Texas  76508 
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Looking  for 
that  perfect  fit? 


You  just  found  it  in  the  Texas 
Physician  Placement  Service! 

Let  us  fit  the  pieces  together  in  your 
search  for  the  right  physician  or 
practice  location  in  Te.xas. 


We  offer: 

Free  senice  for  physician  applicants 
Low-cost  recruitment 
Computerized  data  bank 
All  specialties  accepted 
Fast,  personalized  sendee 
Urban  and  ntral  placements 
Te.xas  based  matching  sendee 


Call  us  today  at  (800)  880-1300,  Ext.  1403 
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HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Houston's  leading  federal 
criminal  defense  attorneys,  Douglas  C.  McNahb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNabb 
also  represents  individuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail/wire  fraud  crimes,  environmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 

Mr.  McNabb  has  been  involved  in  numerous 
high  profile  cases  that  have  been  the  subject  of  several  books  and  movies.  He  is  licensed 
to  practice  before  the  U.S.  Supreme  Court  and  other  federal  courts  throughout  the 
United  States.  Mr.  McNabb  is  a member  of  the  Houston  and  Federal  Bar  Associations, 
State  Bar  of  Texas,  National  Association  of  Criminal  Defense  Lawyers,  and  the  Texas 
Criminal  Defense  Lawyers  Association.  He  is  also  a member  of  various  Masonic  organi- 
zations including  Arabia  Shrine  and  Scottish  Rite.  Mr.  McNabb's  offices  are  located  on 
the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of  downtown  Houston.  Phone 
(713)  237-0011. 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 
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Fear  and  loathing 
in  R&D 

Can  Texas  biomedical  research  survive  reform? 

By  Mark  Richardson,  Associate  editor 


A brisk  north  wind  rolls 
across  a grassy  field,  sweeps 
up  through  the  cedar  and 
scrub  oak  trees,  and  whistles 
between  the  native  stone 
buildings  at  this  Hill  Country 
compound.  The  Texas  Re- 
search Park,  isolated  atop  a 
rise  in  the  picturesque  hills  west  of  San 
Antonio,  is  feeling  the  after-effects  of  a 
cold  front  on  a bright,  clear  Monday 
morning  in  November. 

The  breeze  is  brisk  enough  ro  bring  out  light  sweaters 
and  coats  with  collars  upturned  as  the  scientists,  re-  ! 
searchers,  and  entrepreneurs  settle  into  their  offices  and 
laboratories  at  the  Texas  Research  and  Technology  Foun- 
dation (TRTF).  Despite  the  shelter  of  modern  architec- 
ture, one  can  still  sense  a slight  chill  in  the  air. 

This  chill  comes  not  from  the  weather,  but  from  deep 
concern  — if  not  quite  fear  — about  what  health-system 
reform  may  bring  to  this  and  other  medical  and  biotech- 
nical  research  facilities  across  the  state. 

Talking  with  researchers  here  and  across  Texas,  there  is 
a strong  sense  of  optimism  about  the  future,  but  many  are  j 
quick  to  qualify  their  enthusiasm. 

“From  where  I sit,  it  looks  as  though  everything  is  on 
hold,”  said  Alexander  Weis,  PhD,  president  of  Lipitek, 
Inc,  a small  biotech  firm  located  in  the  park.  “There  is  a 
lot  of  waiting  and  nervousness  to  see  what  reform  is  going 
to  bring.  We  are  optimistic  but  also  very  anxious.” 

High  anxiety 

Dr  Weis’s  trepidation  is  shared  by  many  of  his  colleagues  in 
San  Antonio,  Houston,  Lubbock,  Dallas,  Fort  Worth,  Col- 
lege Station,  and  elsewhere  across  Texas.  In  1992,  research 
attracted  more  than  $1  billion  to  Texas’  academic  research 
facilities,  and  millions  more  poured  into  private  research. 


While  the  stated  goals  of  President  Clinton’s  and  most 
other  reform  plans  are  universal  coverage,  simplified  pa- 
perwork, and  lower  costs,  it  is  the  latter  of  these  goals  that 
concerns  many  researchers.  Though  biomedical  research 
accounts  for  only  a small  fraction  of  America’s  $800  bil- 
lion health-care  bill,  many  researchers  feel  it  is  a tempting 
target  for  short-sighted  politicians  and  bureaucrats. 

“There  is  a great  deal  of  emphasis  in  the  reform  plan  on 
disease  prevention  and  wellness  promotion,  and  the  admin- 
istration is  calling  for  a lot  of  money  to  do  research  into 
these  areas,”  said  Perrie  Adams,  PhD,  associate  dean  for  re- 
search at  The  University  of  Texas  Southwestern  Medical 
Center  in  Dallas.  “But  I am  concerned  that  they  may  ‘cre- 
ate’ that  money  by  shifting  it  away  from  basic  research, 
which  could  hurt  a great  many  programs  now  under  way.” 

Dr  Adams,  who  coordinates  more  than  $100  million  in 
biomedical  research  funding  at  UT  Southwestern,  says  the 
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overall  pie  ot  available  research  hinds 
is  already  shrinking,  and  the  competi- 
tion for  a piece  ot  it  is  going  to  stiffen. 

“We  are  very  concerned  that  our 
younger  faculty  members  are  going 
to  have  a harder  and  harder  time  get- 
ting their  projects  funded,”  he  said. 
“Only  about  20%  of  all  the  proposals 
that  are  put  out  there  are  getting 
funded,  and  that’s  down  from  about 
35%  just  a few  years  ago.  It’s  a very 
tough  business.” 

Goodbye  to  serendipity? 

The  Texas  Research  Park  outside  of 
San  Antonio,  a relatively  young  facih 
ity,  is  something  of  a microcosm  of 
Texas  research. 

Founded  by  TRTF  in  1989,  the 
park  has  academic  research  facilities 
such  as  The  University  of  Texas  Insti- 
tute of  Biotechnology  (UTIB);  private 
research  foundations  such  as  The  In- 
stitute for  Drug  Development,  South- 
west Oncology  Group,  and  Southwest 
Foundation  for  Biomedical  Research; 
a technology  incubator,  with  hrms 
such  as  Lipitek,  SRC  Systems,  Osteo- 
Biologics,  and  Cerebro Vascular  Ad- 
vances; and  Ven-Tex  Group,  a for- 
profit  venture  capital  firm  that 
finances  start-ups  for  companies  and 
helps  with  licensing  technologies. 

The  TRTF  is  a not-for-profit  sci- 
ence and  technology  foundation 
whose  primary  goal  is  the  transfer  of 
technology  from  the  laboratory  to 
the  marketplace. 

There  are  similar  facilities  in  other 
locations  in  Texas  where  researchers 
share  concerns  about  health-system 
reform,  such  as  several  research  parks 


in  The  Woodlands  north  of  Houston 
and  The  University  of  Texas’  IC-  in- 
cubator set  up  in  Austin  by  George 
Kozmetsky,  PhD. 

The  TRTF  institutions  are  staffed 
by  bright,  young,  innovative  scientists 
and  entrepreneurs  who  inject  a great 
deal  of  energy  into  the  various  projects 
under  way  at  the  1,250-acre  facility. 


But  many  of  its  projects  and  compa- 
nies are  in  embryonic  stages  of  devel- 
opment and  are  susceptible  to  up- 
heaval in  the  research  funding  process. 

“I  sense  a shift  in  emphasis  from 
basic  science  to  more  targeted  re- 
search,” said  Z.  Dave  Sharp,  PhD,  as- 
sociate professor  of  molecular  medi- 
cine at  UTIB.  “That  could  be  a 
mistake.  If  researchers  are  charged 
with  producing  a specific  finding  on  a 
given  project,  it  could  eliminate  many 
of  those  breakthrough  discoveries  in 
basic  science  that  are  due  to  serendipi- 
ty. We  need  a balance  between  target- 
ed research  and  basic  science,”  he  said. 

Dr  Weis,  whose  company,  Lipitek, 
develops  and  evaluates  compounds 
from  lipids  and  carbohydrates  to  de- 
velop diagnostic,  therapeutic,  and 
cosmetic  uses,  says  the  development 
of  new  medicines  is  critical,  and 
money  makes  that  happen. 

“The  small  company,  like  mine, 
has  an  advantage  over  the  big  pharma- 
ceutical firms,”  he  said.  “We  can  move 
more  quickly  and  take  more  risks  than 


a big  company  with  its  bureaucracy 
and  overhead.  We  have  no  place  to  go 
but  up.  If  we  succeed,  great.  If  we  fail, 
so  what?  We  try  again.” 

But  money  for  ventures  like  Lip- 
itek could  become  harder  to  come  by 
if  health-system  reform  cuts  into  the 
pharmaceutical  industry’s  ability  to 
generate  revenue  and  profits. 


“A  pharmaceutical  cannot  be  a 
nonprofit  enterprise,”  Dr  Weis  said. 
“It  has  to  generate  money  to  develop 
the  next  product,  and  that  is  getting 
more  expensive  all  the  time.” 

Trolling  for  patients 

Medical  schools  around  the  state  de- 
pend a great  deal  on  their  teaching 
hospitals  for  clinical  education,  re- 
search, and  revenue.  But  according  to 
Dr  Adams  of  UT  Southwestern,  that 
resource  could  be  in  jeopardy  under 
health-system  reform. 

Dr  Adams  points  out  that  many  of 
the  patients  in  teaching  hospitals  are 
charity  cases,  who  seek  care  at  univer- 
sity facilities  because  they  lack  the  re- 
sources to  go  to  suburban  hospitals. 
Under  health-system  reform,  those 
patients  would  have  health  coverage 
and  could  migrate  to  other  facilities. 

“That  would  be  a very  difficult 
situation  for  many  medical  schools,” 
he  said.  “It  would  be  wonderful  that 
these  patients  have  the  health  insur- 
ance they  so  desperately  need,  but  it 


“Only  about  20%  of  all  the  proposals  that  are  put  out  there 
are  getting  funded,  and  that’s  down  from  about  35%  just  a few  years  ago. 

It’s  a very  tough  business.” 
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TAFP  honors  Texas  A&M  for  family  practice  graduates 

Texas  A&M  University  College  of  Medicine,  College  Station  — The  Texas 
Academy  of  Family  Practice  (TAFP)  has  honored  Texas  A&M  Univer- 
sity for  efforts  to  increase  the  number  of  family  medicine  physicians  in 
Texas.  TAFP  officials  say  the  award  — presented  for  the  first  time  this  year 
— recognizes  that  more  than  25%  of  the  Texas  A&M  College  of  Medi- 
cine’s 1,193  physician  graduates  elected  family  practice  residencies.  That 
percentage,  according  to  A&M  officials,  is  the  highest  among  the  state’s 
seven  allopathic  medical  schools. 

Study  shows  calcium  intake  may  lower  cholesterol  level 

The  University  of  Texas  Southwestern  Medical  Center,  Dallas  — A new 
study  conducted  here  shows  that  a diet  fortified  with  calcium  can  low- 
er total  cholesterol  and  low-density  lipoprotein  (LDL)  levels  while  increas- 
ing high-density  lipoprotein  (HDL)  levels.  According  to  the  results  of  a 
study  by  Margo  Denke,  MD,  associate  professor  of  internal  medicine  with 
the  Center  for  Human  Nutrition,  test  subjects  given  a controlled  diet  with 
a calcium  supplement  for  10  days  showed  an  average  drop  of  13  mg/dL  in 
total  cholesterol  as  compared  to  a control  group  not  receiving  the  supple- 
ment. In  the  group  receiving  the  supplement,  LDL  levels  dropped  an  aver- 
age of  18  mg/dL,  while  HDL  levels  increased  an  average  of  2 mg/dL.  Dr 
Denke  says  that  while  it  is  not  known  how  calcium  acts  to  lower  choles- 
terol, the  study  provides  some  evidence  that  calcium  prevents  saturated 
fat  from  being  absorbed.  The  findings  were  published  in  the  journal  of 

Nutrition  (J Nutr  1993  Jun;  123(6):  1047— 1053). 

Information  for  this  column  comes  from  a variety  of  sources,  including  academic  institutions, 
state  and  federal  agencies,  and  private  institutions.  We  welcotne  submission  of  items  of  interest. 
Send  them  to  Texas  Medicine,  Science  and  Education  Section,  401  W 15th  St,  Austin,  TX 
78701,  or  fax  them  to  (512)  370-1632. 


could  mean  a loss  of  revenue  and  re- 
sources for  the  teaching  hospitals.” 

He  says  many  university  hospitals 
could  find  themselves  in  an  unfamil- 
iar position:  having  to  compete  with 
other  facilities  for  patients. 

Medical  schools  may  also  be  deal- 
ing with  a mandate  to  produce  more 
physicians  in  primary  care  specialties, 
he  says,  which  could  further  disrupt 
the  curriculum. 

He  does  see  some  positives  for 
academic  research  and  medical  edu- 
cation in  reform,  however. 

“There  will  be  some  new  areas  of 
research  opening  up  that  will  provide 
us  with  some  opportunities,”  Dr 
Adams  said.  “It  will  take  about  8 to 
10  years  to  evaluate  how  reform  is 
working,  and  we  foresee  much  of  that 
research  taking  place  at  academic  in- 
stitutions such  as  UT  Southwestern.” 

He  says  that  new  funding  is  also 
likely  to  be  available  for  research  into 
prevention  and  wellness,  though  he 
remains  concerned  that  any  new  re- 
search be  funded  by  new  dollars,  not 
money  taken  from  other  programs. 

The  long  run 

By  its  nature,  the  research  communi- 
ty is  a forward-looking  group  of  peo- 
ple. So  it  stands  to  reason  that  their 
major  concern  with  health-system  re- 
form is  the  relatively  short  time  peri- 
od in  which  President  Clinton  wishes 
to  accomplish  it. 

“I  worry  a great  deal  about  the  de- 
emphasis of  science  in  America,”  said 
Dr  Sharp.  “Overall,  we  are  pretty  op- 
timistic here.  We  have  a new  build- 
ing, great  people,  and  good  funding 


to  do  our  work.  But  the  attitude 
among  a lot  of  folks  in  this  country 
that  takes  a short-term  approach  to 
problem-solving  concerns  me.” 

He  says  approaches  like  total  qual- 
ity management  (TQM)  may  put  too 
much  pressure  on  producing  immedi- 
ate results. 

“There’s  no  ‘tinkering  spirit’  in  our 
country,”  he  said.  “We  need  a more 
open  approach  to  discovering  things.” 

Dr  Weis,  who  views  the  situation 


from  a unique  perspective,  agrees. 
“Politicians  and  bureaucrats  tend  to 
have  a very  short-term  vision,”  he  said. 

Dr  Weis  immigrated  to  the  United 
States  from  the  former  Soviet  Union. 
“I  come  from  a society  with  socialized 
medicine,  and  I can  tell  you  from  per- 
sonal experience  that  a move  away 
from  a free-market  medical  system  is 
the  wrong  direction.  Without  the 
competition,  the  incentive  to  succeed, 
the  quality  will  not  be  there.”  ★ 
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Texas 

Medical  Association 
Library 

Your  link  to  better  healing 

When  you  need  clinical 
information,  check  out 
the  TMA  Library. 

TMA  members  have  access  to: 

• Fast,  efficient  reference  serc'ice 
(24-hour  turnaround  in  most  cases). 

• Free  MEDLINE  searches. 

• Interlihrary  loan. 

• Photocopying  and  document 
delivery. 

• GRATEFUL  MED  and  MEDLINE 
training. 

• More  than  800  journal  subscrip- 
tions, plus  60,000  volumes  of 
books  and  bound  journals. 

• Continuing  medical  education 
credit  from  a circulating  collection 
of  slides,  videotapes  and  com- 
puter software. 

Let  the  TMA  Library's 

staff  help  you  provide 

the  best  patient  care. 

For  more  information,  call 

(800)  880-1300  or  (512)  370-1550. 
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“Whatever  Your  Needs  Demand” 
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Group 
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Slot 
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D&O 

Locum 
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Clinic 
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M.S.O. 

Discounts 
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L.L.P. 

H.P.A. 

ERA. 

“We  Can 

Provide 

Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Health  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634-9513 


PHYSICIANS 


...fora  career  that 
will  fit  you  to  a T” 


The  Lone 
Star  State  of  k 

Texas  along 
with  JSA  Healthcare 
Corporation  offer  outstanding  oppor- 
tunities for  physicians  looking  for  a 
medical  career  designed  to  fit  their 
personal  and  professional  require- 
ments. JSA  is  an  organization  known 
nationwide  for  finest  quality  care. 

JSA  contracts  to  provide  ambula- 
tory and  primary  care  services  to 
healthcare  facilities  throughout  the 
CI.S.  Our  firm  is  one  of  the  fastest 
growing  private  companies  in  the 
nation  and  is  proud  to  be  the 
recipient  of  JCAHO’s  highest 
accreditation — accredited  with 
commendation. 


Primary  Care  Clinic 

• No  Nights,  No  Call 

• No  Hospital  Responsibility 

• Excellent  Compensation  Package 

• Individualized  Benefit  Plan 

• Paid  Malpractice  Insurance 

• PaidCME 

For  more  information  contact;  Susan 
Bray,  Professional  Recruitment, 
10227  Wincopin  Circle,  Suite  400, 
Columbia,  MD  21044. 

1-800-966-2811 
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Law 


Untested  waters 

Physicians  get  narrow  antitrust  safe  harbor 
for  yiegotiating  with  third-party  payors 

By  Bernard  D.  Hirsh,  jd 


While  employees  may  legally 
engage  in  collective  bargaining 
with  employers  and  enforce  de- 
mands by  group  boycott  or 
strike,  physicians  — as  inde- 
pendent contractors  — risk  vi- 
olating antitrust  laws  when 
they  join  together  to  negotiate 
fees  with  health  maintenance  organiza- 
tions (HMOs),  insurers,  and  other  third- 
party  payors. 

In  keeping  with  a promise 
by  Hillary  Rodham  Clinton 
to  address  that  inequity,  the 
240-page  outline  for  the 
Clinton  health-system  reform 
plan  released  September  8 
recognizes  a narrow  sale  har- 
bor that  permits  physicians  to 
do  some  collective  negotiat- 
ing. The  Department  ol  Jus- 
tice and  the  Federal  Trade 
Commission,  which  act  as  the 
antitrust  enlorcement  agen- 
cies, issued  a joint  statement 
September  15  describing  the 
sale  hatbor. 

Providers  who  meet  certaii 
criteria  may  negotiate  collective 
ly  through  independent  practice  associations  (IPAs),  pre- 
ferted  provider  organizations  (PPOs),  and  similar  network 
joint  ventures;  with  HMOs,  health  insurance  plans,  and 
other  third-party  payors;  and  in  forming  their  own  health 
plans.  To  meet  the  criteria  for  htting  into  the  safe  harbor, 
providers  must  share  risk,  and  their  combined  market  pow- 
er cannot  exceed  20%. 

Bernard  D.  Hirsh,  JH.  is  with  Wildman,  Harrold,  Allen  & Dixon  in  Chicago,  III,  and  former 
general  counsel.  American  Medical  Association. 


For  the  purpose  of  calculating  the  number  of  physi- 
cians in  a market  and  the  number  participating  in  a joint 
venture,  each  physician  is  counted  individually,  whether 
the  physician  practices  in  a group  or  solo.  For  example,  in 
markets  with  lewer  than  hve  physicians  in  a particular 
specialty,  a joint  venture  may  qualify  for  the  antitrust  safe 
harbor  if  it  includes  no  more  than  one  physician  from 
that  specialty. 

The  antitrust  sale  harbor  applies  equally  to  “exclusive” 
and  “nonexclusive”  IPAs,  PPOs,  and  similar  physician  net- 
work joint  ventures.  An  exclusive  venture  significantly  re- 
stricts its  members  from  joining  other  physician  network 
joint  ventures  or  from  contracting  individually  with  health- 
care plans.  A nonexclusive  venture 
does  not  significantly  restrict  its 
members  from  contracting  with  oth- 
et  such  organizations,  either  explicitly 
ot  implicitly.  The  safe  harbor  does  not 
apply  to  the  implicit  or  explicit  threat 
of  boycott  by  physicians. 

Enforcement  agencies’ 
statement  not  clear 

Some  aspects  of  the  safe  harbor,  as  de- 
scribed by  the  justice  department  and 
the  FTC  in  their  Statements  of  An- 
titrust Enforcement  Policy  in  the 
Health  Care  Area,  remain  unclear. 
For  instance,  the  term  “specialty” 
is  not  defined.  The  safe  harbor  may 
follow  guidelines  used  by  the  Amer- 
ican Board  of  Medical  Specialties, 
but  does  logic  require  the  consid- 
eration ol  subspecialties  as  specialties?  Ophthalmologists 
who  specialize  in  treating  serious  retina  problems  are  gen- 
erally regarded  as  specializing  in  an  area  distinct  from  the 
general  practice  of  ophthalmology.  And  physicians  who 
engage  in  both  primary  and  secondary  specialties  pose  a 
problem  in  calculating  for  safe  harbors. 

“Substantial  financial  risk”  has  been  variously  defined. 
The  courts  and  the  two  enforcement  agencies  have  reject- 
ed discounting  ol  fees  as  incurring  substantial  financial 
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risk.  A conservative  point  of  view 
defines  substantial  financial  risk  as 
requiring  physician  participants  to 
contribute  upfront  risk  capital,  as  in 
other  corporate  business  ventures. 
The  enforcement  agencies,  however, 
have  defined  substantial  financial  risk 
in  more  liberal  terms.  The  following 
are  examples  of  situations  in  which 
the  agencies  recognize  the  existence 
of  substantial  financial  risk  shared 
by  members  of  a joint  venture: 

• When  there  is  agreement  to 
provide  services  to  a health 
insurance  plan  at  a capitated 
rate,  and 

• When  a physician  network 
joint  venture  provides 
financial  incentives  for  its 
members  to  achieve  cost- 
containment  goals,  such 
as  withholding  a substan- 
tial amount  of  the  com- 
pensation due  to  its  mem- 
bers and  distributing  that 
compensation  only  if  cost- 
containment  goals  are  met. 

Outside  the  safe  harbor 

The  key  areas  of  antitrust  that  con- 
cern the  enfotcement  agencies  are 
whether  a joint  venture  has  the  ca- 
pacity to: 


• Block  health  insurance  plans  from 
contracting  directly  with  individ- 
ual physicians. 

I’hese  concerns  could  be  ad- 
dressed without  meeting  some  of  the 
outlined  ctitetia.  For  instance,  joint 
ventures  involving  more  than  20%  of 


Raise  the  prices  for  physician  ser- 
vices charged  to  health  insurance 
plans  above  competitive  levels. 
Prevent  the  formation  of  other 
physician  network  joint  ventures 
that  would  compete  with  the  joint 
venture,  or 


the  physicians  in  a particular 
market  can  encourage  competition. 

The  agencies  will  review  ventures 
falling  outside  the  antitrust  safe  har- 
bor under  a rule-of-reason  analysis, 
rather  than  view  them  as  per  se  ille- 
gal, if  the  physicians  in  a joint  ven- 
ture share  substantial  financial  risk  or 
if  a joint  venture  enables  the  physi- 
cians to  provide  a new  type  of  health 
plan  that  offers  efficiency  by  reducing 
costs  such  as  overhead  and  waste, 
particularly  administrative  waste. 

One  situation  the  agencies  do 


view  as  a per  se  antitrust  violation  is 
if  the  participating  physicians  agree 
on  the  prices  they  will  charge  pa- 
tients who  are  not  covered  by  the 
health  insurance  plans  with  which 
their  joint  venture  contracts.  Such  an 
agreement  is  considered  unnecessary 
to  the  success  of  the  joint  venture. 

The  rule-of-reason  analysis  also 
determines  whether  the  joint 
venture  may  substantially  dis- 
courage competition  and,  if 
so,  whether  that  potential  ef- 
fect is  outweighed  bv  any 
efficiencies  resulting  from  the 
joint  venture  that  may  encotit- 
age  competition.  Evidence  of 
capitation  instead  of  fee-for- 
service  is  regarded  as  encourag- 
ing competition.  Further,  if 
there  are  many  other  physician 
network  joint  ventutes  in  a mar- 
ket, or  many  individual  physi- 
cians would  be  available  to  fotm 
competing  joint  ventures  or  to 
contract  ditectly  with  health  in- 
surance plans,  it  is  unlikely  that 
the  joint  venture  would  raise  any 
competitive  concerns. 

The  Clinton  health-system  reform 
plan  calls  upon  the  enforcement  agen- 
cies to  expedite  their  respective  busi- 
ness review  or  advisory  opinion  pro- 
cedures, allowing  physicians  whose 
ventures  fall  outside  the  safe  harbor  to 
determine  within  90  days  whether 
their  network  will  be  challenged. 

Past  experience,  however,  indicates 
that  the  agencies  frequently  request  ad- 
ditional information,  with  the  90-day 
processing  period  starting  from  the  date 
the  last  information  was  submitted. 


VOLUME  90  ★ NUMBER  I 


35 


Law 


Ventures  seen  as  stepping  stones  to 
individual  negotiation 

Clearly,  the  enforcement  agencies, 
according  to  their  statement,  view 
joint  ventures  as  “a  low-cost  method 
for  plans  to  enter  an  area  without  in- 
vesting in  costly  negotiations  to  iden- 
tify and  contract  with  individual 
physicians.” 

It  is  evident  that  the  Clinton  ad- 
ministration also  sees  these  physician 
joint  ventures  as  a way  to  lulhll  the 
immediate  need  for  physician 
providers  when  starting  up  a plan  in  a 
new  market.  But  the  identification  of 
the  joint  venture’s  participating  physi- 
cians lays  the  groundwork  lor  con- 
tracting with  individual  physicians 
later  and  bypassing  the  joint  venture. 

Update: 

Trends  in 
managed  care 
contracts 

By  Andre  Hampton,  JD 


The  Managed  Care  Contract 
Evaluation  Service  sponsored  by 
the  Texas  Medical  Association 
has  reviewed  more  that  60  contracts 
submitted  by  physicians  during  its 
first  3 months  of  service.  Based  on 
those  reviews,  it  appears  that  most 
managed  care  contracts  are  plagued 
by  the  same  set  of  problems. 


"Without  cause"  termination 

Given  the  increasing  predominance  of 
managed  care  networks  as  sources  of  pa- 
tients, physicians  will  find  themselves 
concerned  with  the  ability  to  maintain 
status  as  participating  providers  in  net- 
works. However,  most  of  the  managed 
care  contracts  reviewed  contain  “without 
cause”  termination  provisions.  These 
provisions  allow  either  party  to  terminate 
the  agreement  with 
or  without  cause  at 


any  time. 

“Without  cause” 


termination  provi- 
sions are  even  found 
in  managed  care 
agreements  of  insur- 
ance  company- 
sponsored  preferred 
provider  organizations,  despite  the  fact 
that  such  agreements  are  subject  to  Texas 
Department  of  Insurance  (TDI)  regula- 
tions, which  outline  a specific  process  for 
procedures  to  terminate.  TDI  requires 
review  by  a panel  of  physicians  selected 
from  a list  of  those  contracting  with  the 
insurer  in  the  applicable  service  area,  and 
termination  decisions  must  be  based 
solely  on  economic,  quality,  and  accessi- 
bility considerations. 

Physicians  should  seek  contracts 
that  can  be  terminated  only  for 
“cause,”  and  the  determination  that 
cause  exists  should  be  subject  to  re- 
view by  an  unbiased  panel  of  physi- 
cians who  are  experts  in  the  pertinent 
area  ol  medical  practice. 

Indemnification  and  “hold 
harmless"  provisions 

Contractual  indemnities  appear  only 


Physicians  should  seek  out  — 
or  lead  efforts  to  organize  — 
networks  in  which  physicians 
play  a greater  role  in  opera- 
tions and  decision-making. 


in  a few  managed  care  agreements  re- 
viewed. They  seem  to  be  most  preva- 
lent in  a number  of  the  managed  care 
networks  sponsored  by  large  insur- 
ance companies.  However,  instead  of 
explicit  indemnification  and  “hold 
harmless”  provisions,  managed  care 
contracts  increasingly  include  lan- 
guage asserting  that  the  physician  is 
“solely  responsible”  for  the  care  ren- 
dered to  a patient, 
notwithstanding 
any  utilization  re- 
view decision  that 
determines  a pro- 
posed course  ol 
treatment  is  med- 
ically unnecessary. 

These  provi- 
sions are  just  as 
pernicious  in  their  intent  as  the 
indemnification  and  “hold  harmless” 
provisions.  They  represent  an  attempt 
to  create  a smoking  gun  that  the  man- 
aged care  organization  can  use  at  trial 
in  order  to  shift  responsibility  for  the 
results  ol  improper  utilization  review 
decisions  onto  the  physician. 

"All  or  nothing"  contractual 
arrangements 

“All  or  nothing”  contractual  arrange- 
ments refer  to  those  preferred 
provider  arrangements  in  which  the 
ultimate  payors  are  not  specified  in 
the  agreement  and  the  physician  is 
not  given  the  opportunity  to  decline 
to  provide  services  to  any  one  or 
more  of  the  payors.  Only  a few  of  the 
agreements  reviewed  allow  a physi- 
cian to  exercise  such  an  option  to  de- 
cline to  provide  services  for  any  of 
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the  payors  without  terminating  the 
entire  agreement. 

C’ 

Medical  necessity  determinations 

A majority  of  the  managed  care  con- 
tracts reviewed  contain  only  vague  ref- 
erences to  the  mechanisms  by  which 
the  managed  care  organization  will 
make  medical  necessity  determina- 
tions. The  contracts  reviewed  typically 
refer  to  a separate  document  or  plan 
without  providing  any  details  about 
the  essential  features  of  the  process. 

A physician  needs  assurance  that 
utilization  review  decisions  are  ap- 
pealable to  an  unbiased  physician 
panel,  and  that  the  appeal  process  is 
inexpensive  and  efficient.  However, 
based  on  the  typical  contract,  which 
merely  obligates  the  physician  to 
comply  with  the  utilization  review  or 
management  program,  the  physician 
cannot  determine  whether  the  pro- 
gram is  fair  or  whether  it  will  result  in 
arbitrary  decisions  and  undue  hassles. 

Limitations  on  billing 

Most  of  the  managed  care  contracts 
reviewed  prohibit  the  physician  from 
billing  the  patient  except  for  copav- 
ments,  deductibles,  and  noncovered 
services.  These  contractual  provisions 
leave  the  physician  in  a quandary 
when  faced  with  disputes  over  the 
medical  necessity  of  services,  which 
patients  may  wish  to  pay  for  directly 
if  the  network  will  not. 

In  a few  such  situations,  a contrac- 
tual provision  prohibiting  the  physician 
from  billing  the  patient  is  required  by 
law  (for  example,  HMOs  operating 
pursuant  to  the  federal  HMO  statute). 


However,  such  a contractual  provision 
is  not  required  for  the  majority  of  the 
managed  care  organizations  maintain- 
ing networks  in  the  state. 

Continue  diligence 

Physicians  should  continue  to  dili- 
gently review  managed  care  contracts 
in  order  to  negotiate  the  removal  of 
clauses  that  are  detrimental  to  their 
practices.  At  the  same  time,  however, 
physicians  should  seek  out  — or  lead 
efforts  to  organize  — networks  in 
which  physicians  play  a greater  role 
in  operations  and  decision-making. 

For  review  of  a contract  through 
the  TMA-sponsored  service,  send  a 
copy  of  the  contract,  along  with  the 
$100  fee  and  your  telephone  and  fax 
numbers,  to  Andre  Hampton,  JD, 
2000  NationsBank  Tower,  515  Con- 
gress Ave,  Austin,  TX  78701. 


New  collection 
practice  breaches 
confidentiality 

B V Beth  G R a D D Y , Assistant  editor 


Anew  practice  used  by  third-party 
collection  agencies  conflicts  with 
patient  confidentiality,  accord- 
ing to  the  TMA  Office  of  the  General 
Counsel. 

“TMA  began  looking  at  this  after 
receiving  a letter  from  a medical 
office  manager  expressing  concern 
that  the  collection  agency  used  by  the 


office  intended  to  reveal  doctors’ 
names  in  the  reporting  process,”  said 
Helene  Alt  Thompson,  fD,  TMA  as- 
sociate counsel. 

Sharon  Goldammer,  MBA,  finan- 
cial manager  for  the  Humana  Cran- 
iofacial Institute  in  Dallas,  had  re- 
ceived a letter  from  the  office’s 
collection  agency,  I.C.  System,  Inc, 
stating  that  the  Associated  Credit 
Bureaus,  in  conjunction  with  the  na- 
tional credit  reporting  agencies,  will 
begin  requiring  that  third-party  col- 
lection agencies  provide  the  names  of 
creditors  on  all  information  that  is 
submitted  to  the  credit  bureaus. 

“When  we  report  our  name  and 
collection  experience  with  your 
debtors,”  the  letter  read,  “we  will  in- 
clude your  name  also.” 

I.C.  System,  one  of  the  largest 
collection  agencies  operating  in 
Texas,  began  tbe  practice  voluntarily 
as  part  of  an  industry-wide  standard- 
setting initiative.  I’he  practice,  ex- 
pected to  become  widely  accepted, 
also  is  an  attempt  to  preempt  antici- 
pated federal  regulations  mandating 
the  practice. 

The  letter  mentioned  that  federal 
law  prohibited  the  practice  in  some 
cases,  such  as  chemical  dependency. 
That  did  not  take  into  account,  how- 
ever, the  fact  that  some  state  laws 
might  be  even  more  restrictive.  The 
Texas  Medical  Practice  Act  prohibits 
disclosure  that  would  identify  the 
debtor  as  a patient  of  a doctor. 

Although  the  act  allows  such  dis- 
closure during  the  course  of  trying  to 
collect  on  a debt,  turning  debtors 
over  to  credit  reporting  agencies  is 
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viewed  as  an  action  taken  when  all 
efforts  to  collect  have  ceased. 

Questioned  by  TMA  attorneys, 
an  I.C.  System  representative  recom- 
mended three  ways  around  the  new 
practice  while  still  retaining  I.C.  Sys- 
tem for  other  collection  services: 

• Direct  I.C.  System  not  to  report 
debtors  to  credit  agencies  at  all; 

• Use  a clinic  or  corporate  name  in- 
stead of  the  physician’s  name;  or 

• Leave  ofl  the  physician’s  profes- 
sional title  when  listing  her  or 
him  as  the  creditor. 

Only  the  first  option  is  legally  and 
ethically  correct  lor  physicians,  ac- 
cording to  C.J.  Francisco,  JD,  TMA 
associate  general  counsel. 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  tvith  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 
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Passing  stones 

Bv  John  W.  Burnside,  MD 


ome  doctors  practice  too  long.  Some  realize 
it  but  don’t  act  while  others  miss  the  signals, 
as  do  their  colleagues  and  friends.  I learned 
that  suggesting  retirement  to  a colleague  can 
be  as  therapeutic  as  writing  a prescription. 

Some  time  ago,  I had  such  a doctor  as  a patient.  He 
had  sent  me  a tew  patients  tor  consultation,  so  I knew 
who  he  was  from  our  phone  conversations.  The  patients 
that  he  sent  did  not  present  particularly  ditficult  diagnos- 
tic problems,  and  I later  telt  that  they  had  been  his  ad- 
vance guard  to  test  the  waters.  They  had  in  common  an 
intense  loyalty  to  this  doctor  and  spent  much  of  their 
visits  telling  me  that  he  was  a fine  man  and  had  tak- 
en  care  of  them  for  years.  \ 


His  first  visit  required  several  phone  conversa 
tions  between  our  office  secretaries  to  check, 
change,  and  double-check  appointment 
times.  Yes,  we  would  be  certain  to  al- 
lot enough  time.  Yes,  it  would  be 
fine  if  the  doctor  told  me  himself 
the  nature  of  the  visit,  and  no,  we 
wouldn’t  do  any  testing  prior  to  his 
seeing  me.  Thank  you  very  much. 

That  first  visit  was  marked  by  much  bluster 
and  posturing.  It  seemed  he  wished  to  portray  that 
he  was  very  much  in  control  of  his  own  medical 
condition,  was  quite  knowledgeable,  and  was  seeing 
me  only  to  confirm  the  obvious.  Later,  I was  re- 
minded for  the  hundredth  time  that  things  that  ap- 
pear obvious  often  are  not.  He  had  a pain  in  the  neck. 

Now  this  was  no  ordinary  pain  in  the  neck,  ft  had 
been  so  troublesome  that  at  times  he  could  not  prac- 
tice. He  had  consulted  famous  rheumatologists,  neu- 
rologists, and  finally  a neurosurgeon.  The  first  two  did 
not  commit,  but  the  neurosurgeon  applied  his  talents. 

Degenerative  joint  disease  with  foraminal  encroach- 

Dr  Burnside  is  associate  dean  for  professional  education  and  a professor  of 
internal  medicine  at  The  University  of  Texas  Southwestern  Medical  School. 
He  abo  is  a consultant  to  the  editorial  committee  oT  Texas  Medicine.  This 
article  is  reprinted  with  permission Annals  of  Internal  Medicine. 


ment  of  the  cervical  roots  was  the  di- 
agnosis. Overgrowth  of  bone  was  bit- 
ing at  the  nerves  and  giving  him  pain 
— so  he  was  told.  He  had  surgery,  was 
much  improved  after  6 weeks  of  con- 
valescence, and  returned  to  his  busy 
office  practice.  Now,  6 months  later, 
the  pain  had  returned  and  didn’t  I think  that  a simple  in- 
jection of  steroids  into  the  “trigger  point’’  was  indicated? 

The  examination  was  not  very  remarkable.  There  was 
some  rust  on  his  iron.  He  was,  after  all,  well  into  his  60s, 
he  had  worked  hard,  and  a few  creaks  and  squeaks  were  in 
order.  I could  find  no  evidence  of  serious  disease.  “Sure,  a 
little  cortisone  here  where  it’s  most  painful  won’t 
hurt  you  and  might  give  you  some  relief.’’  He 
^ seemed  pleased  that  I would 
^ take  him  seriously  and  that 
A,  I would  concur  with  his 

own  planned  treatment.  I 
guess  I affirmed  him  and 
he  needed  that. 

He  called  the  next  day  to 
share  his  pleasure  that  indeed  he  was 
better.  It  wasn’t  too  long,  however, 
until  he  was  back.  Many  visits  en- 
sued, each  with  more  conversation 
and  less  therapy.  Over  the  course 
of  time,  I learnecf  much  more 
about  my  medical  colleague.  He 
always  regarded  me  as  a col- 
league and  not  as  his  doctor. 
He  grew  fond  of  me  in  a fa- 
therly way  and  invited  my 
wife  and  me  to  visit  him  at 
his  home. 

He  was  the  first  doctor  in  his  lit- 
tle rural  town,  having  set  up  shop  just 
after  World  War  II.  As  was  the  case 
for  many  doctors  of  his  day,  his 
office  and  home  were  one:  a large,  pretty 
frame  house  on  the  main  street  with  the  office  entrance 
on  the  side.  There  was  an  astonishing  array  of  lovely  an- 
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His  sense  of  personal  worth  was  wrapped  in  the  needs  of  others. 
Nothing  paid  more  sweetly  than  “Doc,  you  gotta  come!” 


tiques,  majolica,  stoneware,  ancient 
firearms,  and  bric-a-brac. 

As  he  led  us  on  a well-rehearsed 
tour,  he  explained  that  most  of  the 
pieces  had  been  payments  in  kind  for 
services  he  had  rendered  to  patients.  He 
had  been  dearly  beloved.  Yet,  there  was 
a bitterness  in  his  monologue  rather 
than  fond  memories  of  good  deeds. 

It  is  a pattern  that  I have  come  to 
recognize.  A pattern  of  chipped  en- 
thusiasm, confused  needs  and  wants, 
and  foggy  notions  of  identity.  When 
a new  physician  starts  practice  alone, 
especially  as  a family  practitioner, 
there  appears  to  be  no  limit  to  what 
he  or  she  can  do.  Show  them  that 
you  care,  that  you  are  available.  Go 
the  extra  length  and  bestow  on  them 
the  gifts  you  possess.  He  had  clearly 
been  like  this  when  he  started. 

He  recounted  wonderful  stories  of 
bad-weather  house  calls,  surgery  just 
in  time,  difficult  deliveries,  and  com- 
fortable deaths,  and  he  told  humor- 
ous anecdotes  about  the  farm  fami- 
lies he  attended.  He  delivered  babies 
at  home,  took  out  tonsils  in  his 
office,  ran  office  hours  well  into  the 
evening  every  night,  never  took  a va- 
cation, and  practiced  his  trade  at 
church  and  in  the  barber’s  chair. 

There  were  both  smiles  and  sad- 
ness as  he  told  these  stories.  His  sense 
of  personal  worth  was  wrapped  in 
the  needs  of  others.  Nothing  paid 
more  sweetly  than  “Doc,  you  gotta 
come!”  The  rule  was  to  never  say  no. 
After  all,  if  you  don’t  do  it,  who  will, 
and  someone  might  die. 

So,  he  never  said  no.  His  office 
was  jammed.  Appointments  that 


used  to  be  20  minutes  dwindled  to  5 
or  less.  Pills  from  the  barrel  were  dis- 
pensed with  less  care.  He  had  no 
time  to  keep  up  with  the  literature. 
“People  need  me.”  He  would  not 
press  for  payments  so  the  payments 
in  kind  began  — first  foodstuffs  and 
later  more  substantial  gifts. 

As  time  wore  on,  so  did  he.  The 
need  he  unconsciously  curried  began 
to  wall  him  in  and  to  become  his 
prison.  His  jailers,  previously  friends, 
never  let  up.  Always  calling,  always 
nagging,  never  understanding  that  he 
was  tired.  “Always  thinking  of  them- 
selves, never  considering  me”  was  the 
last  thought  before  sleep  at  night.  By 
now  the  rule  “Don’t  Say  No”  was  a 
stone  tablet  around  his  neck.  Money 
and  material  things  became  the  so- 
lace for  these  continual  demands.  If 
they  were  to  fillet  his  flesh,  then  by 
God  it  was  going  to  cost.  He  accu- 
mulated wealth,  and  bile. 

It  wasn’t  evi  1.  It  was  sad.  I slowly 
realized  that  what  he  really  wanted 
from  me  was  a way  out.  He  wanted 
to  quit  practice  but  couldn’t  bring 
himself  to  do  it.  How  do  you  break 
the  stone  tablet  that  has  defined  your 
life  for  so  long?  He  would  be  aban- 
doning people,  he  would  be  failing, 
he  would  be  saying  “I  made  a terrible 
mistake.”  But  if  bis  doctor  told  him 
he  had  to  quit,  well  what  could  he 
do?  It  wouldn’t  be  his  fault  and 
everyone  would  understand  that. 

“You  know,  I think  you  really 
should  hang  it  up  and  quit  practice,” 
I said  casually  one  day. 

“Quit?  I couldn’t  do  that.  All 
those  people  depending  on  me,”  he 


countered  somewhat  weakly. 

“If  you  keep  this  up,  you  will  really 
get  sick  and  then  what  use  will  you  be? 
Besides,  there  are  more  doctors  around 
now  and  your  folks  will  be  well  cared 
for.  You’ve  done  enough.  Why  not 
pack  it  in  and  enjoy  yourself  a bit. 
You’ve  earned  it.  I’m  telling  you  this  as 
your  friend  and  as  your  doctor.” 

“You  really  think  so?  I might  get 
really  sick?  Let  me  think  about  that.  I 
just  don’t  know.” 

That  was  on  a Friday.  On  Mon- 
day, my  phone  started  to  ring.  When 
I came  back  to  my  office  after  morn- 
ing rounds,  there  were  1 5 little  yel- 
low phone  messages  taped  to  my 
door.  Each  one  was  from  a new  pa- 
tient wanting  an  appointment.  Per- 
plexed, I called  the  first  one. 

“Mrs  Stoltzfus,  I have  your  mes- 
sage. What  can  I do  for  you?” 

“Well,  I need  some  more  of  those 
pills  that  Doc  prescribed.” 

“I  don’t  understand.  Why  are  you 
calling  me?” 

“Gause,  that’s  what  the  note  says 
to  do.” 

“What  note?”  I asked,  getting  un- 
easy. 

“Well,  there’s  this  note  on  Doc’s 
door.  Says  he  quit  on  account  of 
Doctor’s  orders  and  if  we  need  any- 
thing we  should  call  you  at  the  med- 
ical center.” 

It  seemed  that  he  had  thought 
about  my  suggestion  for  all  of  24 
hours.  By  Saturday  he  was  gone.  He 
and  his  wife  closed  shop  and  went  on 
a 3-month  vacation,  taking  time  to 
put  a note  on  the  door  of  the  office. 

He  had  passed  his  stone.  ★ 
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TMA  House  tackles 
health-system  reform, 
sets  firearms  policy 


Acting  at  its  interim  session 
November  20  in  Austin,  the 
Texas  Medical  Association 
H ouse  of  Delegates  approved 
the  majority  of  recommendations 
made  by  the  TMA  Special  Commit- 
tee on  Health  System  Reform.  The 
recommendations  outline  the  associ- 
ation’s position  regarding  issues  in 
the  health-system  reform  debate.  The 
special  committee,  formed  in  1993 
to  study  reform  and  help  position 
TMA  to  play  an  effective  role  in  the 
debate,  developed  a comprehensive 
policy  statement. 

Among  the  major  points  are; 

• Opposition  to  employer  mandates 
to  provide  health  insurance; 

• Support  for  health  plans  that  are 
not  biased  toward  managed  care, 
that  allow  physicians  and  patients 
freedom  of  choice,  that  alleviate 
regulatory  and  legal  hassles,  and 
that  provide  universal  access; 

• Opposition  to  any  plan  that  does 
not  prohibit  the  corporate  prac- 
tice of  medicine; 

• Support  for  plans  that  deliver  the 
highest  quality  of  care  at  appro- 
priate cost,  determined  by  local 
peer  review;  and 

• Support  for  a reasonable  basic 
benefit  package,  which  includes 
a variety  of  mechanisms  to  make 
it  more  affordable  and  easier  to 
administer. 


House  members 
also  approved  a mea- 
sure stating  that  while 
TMA  will  not  form  a 
statewide  independent 
practice  association 
(IPA)  network,  the 
Special  Committee  on 
Health  System  Re- 
form will  study  the 
feasibility  of  TMA 
providing  technical 
support  for  smaller 
county  societies  to 
create  and  fund  local  and  regional 
IPA  networks. 

In  other  action  from  the  Refer- 
ence Committee  on  Socioeconomics, 
the  House  approved  the  recommen- 
dations of  the  Hospital  Medical 
Staff  Section’s  Sub- 
committee on  Practice 
Parameters.  The  sub- 
committee report  rec- 
ommended that  TMA 
make  copies  of  prac- 
tice parameters  avail- 
able to  all  members. 

The  report  also 
warned  that  despite 
the  fact  that  many 
have  expressed  a dis- 
like for  practice  para- 
meters, physicians 
should  take  charge  of 
how  these  parameters  are  developed 
and  used. 

The  report  urged  that  all  sets  of 
parameters  contain  an  explanation  of 
methodology,  have  a uniform  format, 
be  peer-reviewed,  be  dated  and  sun- 
setted  or  renewed  periodically,  be  de- 


Forrner  TMA  President  William  G.  Gamel, 
MD,  Austin,  and  Josie  R.  Williams,  MD, 

Paris,  confer  prior  to  the  interim  session  of  the 
TMA  House  of  Delegates  about  recommenda- 
tions of  the  TMA  Special  Committee  on  Health 
System  Reform.  Dr  Gamel  chairs  the  special 
committee,  of  which  Dr  Williams  is  a member. 


A.H.  Giesecke,  Jr,  MD,  Dallas,  left,  and 
Bernard  W.  Palmer,  MD,  San  Antonio,  vice 
speaker  of  the  TMA  House  of  Delegates,  discuss 
Dr  Giesecke 's  resolution  calling  for  TMA  policy 
on  responsible  gun  ownership. 
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Members  of  the  TMA  House  of  Delegates 
George  E.  Thannisch,  MD,  Lufkin:  J.  James 
Rohack,  MD,  College  Station;  and  Fred  L. 
Merian,  MD,  Victoria,  discuss  resolutions  to  be 
taken  to  the  AMA  House  of  Delegates.  Drs 
Thannish,  Rohack,  atid Merian  are  members  of 
the  TMA  Delegation  to  the  AMA. 

veloped  under  American  Medical  As- 
sociation guidelines,  and  provide  lor 
local  variations  and  control. 

Delegates  adopt  new  firearms  policy 

After  several  sessions  of  debate  about 
TMAs  official  policy  on  responsible 
gun  ownership,  delegares  adopted 
new  provisions  as  a result  of  a substi- 
tute resolution  submitted  by  A.H. 
Giesecke  Jr,  MD,  Dallas.  Delegates 
decreed  that  TMA: 

• Support  primary  prevention  of 
firearm  morbidity  and  mortality 
through  comprehensive  school 
healrh  education  to  inlorm  children 
and  adolescents  about  gun  safety 
and  responsible  gun  ownership. 

• Encourage  efforts  to  decrease  the 


depiction  of  violence  on  television. 

• Recommend  that  prospective  gun 
owners  must  be  licensed  by  pass- 
ing an  examination  similar  to  the 
driver’s  licensing  examination.  A 
training  course,  similar  to  ones 
taught  by  the  National  Rifle  Asso-  | 
elation,  should  be  available  for 
those  desiring  it  or  needing  it  in 
order  to  pass  the  examination. 

• Encourage  judges  to  impose  maxi- 
mum sentences  for  criminal  use  of 
firearnas.  Eegislation  should  be  sup- 
ported that  will  mandate  jail  sen- 
tences for  criminal  use  of  firearms,  i 

i 

Dr  Giesecke,  who  had  been  urging 
House  action  for  several  years,  sub- 
mitted his  substitute  resolution  when  ! 
his  original  resolution  drew  opposi- 
tion in  reference  committee.  The  | 
original  resolution  called  for  TMA  to 
support  modification  of  weapons  de-  j 
sign  to  make  guns  inoperable  by  chil- 
dren; physician  guidance  of  patients  j 
about  firearm  injury  prevention;  sup- 
port for  existing  laws  banning  hand- 


TMA President-Elect  Betty  P.  Stephenson, 

MD,  Houston,  urged  Texas  physicians  to  main- 
tain a unified  font  during  the  health-system  re- 
form debate  in  Congress.  “We  have  got  to  all 
stick  together,  ” she  said.  “Do  not  let  the  discus- 
sion on  health-system  reform  split  us  apart.  " 

guns  in  public;  bans  on  “assault” 
weapons;  an  excise  tax  on  guns  and 
ammunition;  and  destruction  of 
firearms  seized  in  criminal  cases. 

In  other  action  on  public  health 
issues,  delegates  adopted  a recom- 
mendation that  discourages  medical 
school  faculty  from  accepting  re- 
search funding  from  the  Center  for 
Indoor  Research,  Tobacco  Institute, 
and  all  other  segments  of  the  tobacco 
industry. 

The  House  also  approved  a TMA 
policy  on  reduction  of  violence  in  the 
media.  That  policy: 

• Urges  the  television  and  motion 
picture  industries  to  reduce  vio- 
lence in  the  media  and  to  establish 
a violence  rating  system  for  prime 
time  television,  children’s  pro- 
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speaking  to  the  TMA  House  of  Delegates  in  No- 
vember, President  Robert  M.  Tenery,  Jr,  MD, 
Dallas,  called  on  all  Texas  physicians  to  fight  the 
apathy  that  threatens  the  profession  at  this  critical 
time  in  medicine 's  history.  He  announced  a task 
force  that  will  study  mechatiisms  of  merging  hospi- 
tal staff  into  county  medical  society  leadership 
functions  as  one  way  of  increasing  physician  unity. 

gramming,  and  movies; 

• Encourages  physicians  to  advise 
parents  and  caretakers  of  children 
to  limit  children’s  television  view- 
ing to  1 to  2 hours  per  day  as  rec- 
ommended by  the  American 
Academy  ol  Pediatrics; 

• Encourages  physicians  to  educate 
parents  and  caretakers  of  children 
about  healthy  alternatives  to  tele- 
vision viewing  for  their  children 
and  to  work  with  communities  to 
improve  availability  of  these  alter- 
natives; and 

• Encourages  educational  systems 
to  address  the  issue  of  reducing 
exposure  ol  children  to  violence 
in  the  media  in  a meaningful  way. 


Physician  supply, 
primary  care 
retraining  spark 
debate 

Responding  to 
recommendations 
from  the  TMA 
Committee  on 
Manpower  about 
physician  supply 
in  Texas,  delegates 
called  lor  the 
study  and  forma- 
tion ol  a physician 
supply  policy  for 
Texas  in  coopera- 
tion with  the 
Texas  Department  of  Health  and  the 
medical  schools  in  the  state.  They 
also  approved  and  referred  a recom- 
mendation that  TMA  work  toward 
health-system  reform  policy  to  ad- 
dress primary  care  needs  of  the  state. 

Retraining  lor  non-primary  care 
physicians  also  garnered  House  action 
on  a recommendation  by  the  Council 
on  Medical  Education.  Delegates  ap- 
proved that  TMA  urge  AMA  to  sepa- 
rately address  two  types  ol  retraining 
of  physicians  in  primary  care  in 
AMA’s  study  ol  the  issue:  first,  updat- 
ing skills  and,  second,  efforts  to  be- 
come board-certified  in  a primary 
care  specialty.  The  House  also  con- 
curred that  programs  for  retraining  ol 
non-primary  care  physicians  should 
be  helci  to  the  same  standards  ol  grad- 
uate medical  education  training  lor 
primary  care  specialties. 

In  other  medical  education  action, 
delegates  approved  a recommendation 
from  the  TMA  Committee  on  Con- 
tinuing Education  that  TMA  submit 


“It  is  time  to  end  the  ability  of  large  insurance 
companies  to  terminate  physicians  without 
cause,  ” Texas  Attorney  General  Dan  Morales 
told  TMA  delegates. 

a resolution  to  the  AMA  calling  lor 
the  AMA  to  instruct  its  representa- 
tives ol  the  Accreditation  Council  lor 
Continuing  Medical  Education  (AC- 
CME)  to  (a)  advocate  an  extensive  re- 
view and  evaluation  ol  the  ACCME 
accreditation  review  processes  and  cri- 
teria; (b)  strongly  encourage  the  AC- 
CME to  develop  and  clearly  commu- 
nicate specific  documentation  criteria 
that  will  be  expected  ol  accredited  in- 
stitutions; (c)  strongly  encourage  the 
ACCME  to  act  in  a manner  that  will 
assure  basic  quality  in  CME  program- 
ming but  emphasize  increasing  physi- 
cian access  and  lacilitation  of  accredit- 
ed programs  rather  than  deterring 
providers  with  an  overemphasis  on 
bureaucratic  detail;  and  (d)  strongly 
encourage  that  the  ACCME  accredi- 
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ration  review  process  consistently  be 
conducted  as  a mentoring  and  con- 
structive process. 

In  addition  to  the  previous  resolu- 
tion, 1 1 resolutions  based  on  TMA 
House  action  were  scheduled  to  be 
taken  to  the  AMA  Interim  Session 
in  December. 

Houston  physician/lawyer 
assumes  medical  board  post 

Bruce  A.  Levy,  MD,  JD, 
ol  Houston,  has  been  named  ex- 
ecutive director  of  the  Texas  State 
Board  of  Medical  Examiners. 

Dr  Levy  replaces  Homer  Goehrs, 
MD,  who  retired  from  the  post  at  the 
end  of  October.  Dr  Levy  assumed  his 
new  duties  on  November  1. 

A native  ol  Philadelphia,  Pa,  Dr 
Levy  received  his  medical  degree 
from  Hahnemann  Medical  College 
and  Hospital  in  Philadelphia  and  his 
doctor  of  jurisprudence  degree  from 
the  University  of  Houston  School  of 
Law.  He  previously  served  as  a facul- 
ty member  at  Baylor  College  of  Med- 
icine in  Houston  and  has  run  both 
medical  and  law  private  practices. 

Dr  Levy  has  placed  a priority  on 
carrying  out  the  agency’s  mandate  to 
protect  the  public,  while  working  to 
change  the  misperception  that  the 
board  is  protecting  physicians. 


House  selects  Distinguish  Service  Award  winner, 
recognizes  other  TMA  members 

Recognizing  her  exemplary  service  to  the  medical  pro- 
fession, the  TMA  House  of  Delegates  approved  the  nomination  of 
Ruth  M.  Bain,  MD,  Austin,  to  receive  the  TMA  Distinguished  Ser- 
vice Award  in  May  1994. 

Dr  Bain,  a former  TMA  president,  also  served  on  the  Board  of  Coun- 
cilors as  councilor  and  vice  councilor,  and  she  chaired  the  board’s  Ethics 
Committee.  She  was  a delegate  to  the  AMA  and  chaired  the  Liaison  Com- 
mittee of  the  American  Association  of  Retired  Persons.  She  was  elected 
TMA  member  emeritus  in  May  1993. 

In  other  actions  recognizing  TMA  members,  the  TMA  House  of  Dele- 
gates in  November  elected  Larry  J.  Hines,  MD,  McKinney,  to  member 
emeritus  status.  Dr  Hines  chaired  the  TMA  Committee  on  Liaison  With  the 
State  Bar,  was  a member  of  the  Council  on  Legislation,  and  a consultant  to 
the  Committee  on  Professional  Liability.  A TMA  delegate,  he  also  was  presi- 
dent and  secretary/treasurer  of  the  Collin-Fannin  County  Medical  Society. 

Elected  to  honorary  membership  were  four  TMA  members:  George  C. 
Morris,  Jr,  MD,  Austin;  Robert  L.  Williams,  MD,  Houston;  M.T  “Pep- 
per” Jenkins,  MD,  Dallas;  and  Emmett  J.  Conrad,  MD,  Dallas,  who  was 
elected  posthumously. 

Recognized  for  his  service  as  executive  director  of  the  Texas  State  Board 
of  Medical  Examiners  was  Homer  R.  Goehrs,  MD,  Austin,  who  recently 
retired  from  the  post  that  he  had  held  since  April  1990. 

Ladon  W.  Homer,  MD,  was  elected  alternate  delegate  to  the  AMA.  Dr 
Homer,  a Fort  Worth  pathologist,  was  the  winner  of  a four-way  race  for  the 
position.  The  other  candidates  were  Martin  G.  Guerrero,  MD,  San  Antonio; 
Harris  M.  Hauser,  MD,  Fiouston;  and  Ronald  G.  Munson,  MD,  Mathis. 


Committee  provides  resource 
for  helping  fellow  health-care 
professionals 

Physicians  now  have  a resource 
for  referring  their  peers  in  medi- 
cine, as  well  as  in  other  health- 
care professions,  for  help  with 
chemical  dependencies  or  mental 


health  disorders. 

The  Liaison  Committee  of  Health 
Care  Professionals’  Peer  Assistance 
Programs  has  produced  a brochure 
describing  early  signs  of  addiction 
and  outlining  several  peer  assistance 
programs.  Tbe  brochure  describes  re- 
sources provided  by  the  Texas  Med- 
ical Association’s  Committee  on 
Physician  Health  & Rehabilitation 
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tor  physicians  and  medical  students. 
For  information,  call  (800)  880- 
1640.  Resources  lor  other  health 
professions  include: 

• Texas  Osteopathic  Medical  Asso- 
ciation Physicians’  Assistance  Pro- 
gram Committee  for  osteopathic 
physicians  — (800)  896-0680; 

• Texas  Peer  Assistance  Program  for 
Nurses  for  registered  and  licensed 
vocational  nurses  — (800)  288- 
5528; 

• Texas  Dental  Peer  Assistance  Pro- 
gram for  dentists,  hygienists,  and 
dental  and  hygienist  students  — 

(800)  945-6203; 

• Texas  Association  of  Alcohol  & 
Drug  Abuse  Counselors  for  li- 
censed and  certified  alcohol  and 
drug  abuse  counselors  — (800) 
580-6208;  and 

• Texas  Pharmaceutical  Association 
Pharmacist  Recovery  Network  for 
pharmacists  and  pharmacy  stu- 
dents — (800)  727-5152. 

I'he  liaison  committee’s  goal  is  to 
protect  public  health  and  safety  while 
“reaching  out  to  save  a colleague’s  ca- 
reer, and  perhaps  life.” 

For  a copy  of  the  brochure  or 
more  information  about  the  pro- 
gram, call  TMA’s  Linda  Kuhn  at 
(800)  880-1300  or  (512)  370-1342. 


Commentary 

What  happens  when 
you  report  child  abuse 

By  Nancy  D.  Kellogg,  MD 

The  University  of  Texas  Healtli  Science  Center 
at  San  Antonio,  Department  of  Pediatrics 

Terrence  McGovern,  BBA,  CPSS  IV 

Texas  Department  of  Protective  and 
Regulatory  Services 


Reporting  child  abuse  is  never  a 
pleasant  experience  for  physi- 
cians. Personal  feelings  of  de- 
nial, anger,  concern,  and  exas- 
peration notwithstanding,  physicians 
also  confront  questions,  paperwork, 
and  demands  for  testimony  from  the 
numerous  agencies  invested  with  en- 
suring the  safety  of  children  and  ap- 
propriate punishment  for  abusers. 
Yet,  reporting  a suspicion  of  child 
abuse  is  both  a moral  and  legal  oblig- 
ation, as  discussed  in  an  earlier  article 
in  Texas  Medicine  ( 1 ). 

The  numbers  are  compelling  and 
the  stakes  are  high;  Child  abuse  af- 
fects an  estimated  10%  of  all  chil- 
dren under  the  age  of  5 who  present 
to  emergency  rooms  with  traumatic 
injuries  (2).  Mortality  in  undetected 
cases  is  estimated  to  be  10%.  In 
Texas,  approximately  120  children 
die  each  year  from  abuse  (3). 

Two-year-old  A.D.  was  an  example 
of  undetected  abuse.  She  presented 
initially  with  second-  and  third-degree 
burns  on  the  dorsum  of  both  hands 
and  feet.  A number  of  explanations 
were  offered,  ranging  from  “the  child 
pulled  a pot  of  hot  water  down  from 


the  stove”  to  “she  bumped  into  her 
mother’s  boyfriend,  who  was  carrying 
a pot  of  hot  water.”  No  report  was 
filed.  Three  months  later,  she  returned 
with  massive  subdural  hematomas, 
was  comatose  and  vegetative,  and 
eventually  died  from  her  injuries. 

While  cases  such  as  A.D.’s  may  re- 
new determination  to  detect  and  re- 
port more  cases,  interactions  with 
Child  Protective  Services  (CPS) 
workers,  law  enforcement  officers, 
detectives,  and  attorneys  sometimes 
cause  physicians  to  wonder  if  it’s  all 
in  the  best  interest  of  the  child. 

The  case  of  6-year-old  V.O.  demon- 
strates the  kind  of  confusion  that  can 
occur.  V.O.,  who  was  brought  in  for  a 
“medical”  by  a CPS  worker,  had  dis- 
closed sexual  abuse  by  her  maternal 
grandfather.  Shortly  after  the  disclo- 
sure, CPS  placed  V.O.  in  a shelter  be- 
cause the  mother  chose  not  to  believe 
the  child.  V.O.  retreated  into  complete 
silence.  From  her  point  of  view,  she  was 
on  a prolonged  “time-out.” 

The  role  of  the  state 

Whenever  a physician  reports  abuse 
and  the  safety  of  the  child  is  an  issue, 
the  Texas  Department  of  Protective 
and  Regulatory  Services  (PRS;  former- 
ly Texas  Department  of  Human  Ser- 
vices) becomes  involved.  Statewide, 
PRS  investigated  more  than  107,000 
reports  of  suspected  abuse  or  neglect 
in  1992.  For  many  physicians,  the  re- 
lationship with  PRS  has  been  a vari- 
able one,  ranging  from  exasperation 
when  too  little  is  done  to  alarm  when 
seemingly  extreme  measures  are  taken 
in  apparently  less  severe  cases. 
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While  there  is  variability  from 
caseworker  to  caseworker,  the  dis- 
position of  a case  is  based  on  clear 
and  convincing  evidence  derived 
from  the  child’s  credibility,  medical 
information,  collaborative  data, 
witness  statements,  and  other  inves- 
tigative information. 

Furthermore,  a variety  of  factors 
are  considered,  including  child  por- 
trait or  behavior,  the  child’s  ability 
to  protect  himself  or  herself,  the  ex- 
tent and  nature  of  maltreatment,  be- 
havior and  feelings  of  the  parents, 
and  family  supports.  The  latter  in- 
formation becomes  important  in  de- 
termining whether  to  leave  a child 
in  the  home  and  what  services  the 
family  may  need. 

In  the  final  analysis,  about  50%  of 
referred  cases  are  judged  “no  abuse,” 
40%-45%  are  “reason-to-believe” 
abuse,  and  fewer  than  10%  are  “in- 
determinate” cases  (3).  In  only  5%  of 
the  “reason-to-believe”  cases  does  the 
state  act  to  take  temporary  or  perma- 
nent custody  of  children.  It  is  in 
these  latter  cases  that  sworn  affidavits 
and  testimony  from  the  physician 
may  be  required.  In  most  situations, 
children  are  eventually  returned  to 
their  homes. 

Besides  providing  affidavits  and 
testimony,  physicians  may  interact 
with  PRS  in  two  other  ways:  First, 
PRS  is  obligated  by  law  to  provide  a 
physician  who  makes  the  initial  refer- 
ral with  information  on  the  case  as- 
sessment, and,  second,  the  physician 
is  allowed  to  call  and  inquire  about 
the  outcome  of  a case  that  was  re- 
ferred to  PRS. 


The  caseworker’s  challenge 

PRS  workers  receive  far  more  training 
about  what  physicians  do  than  physi- 
cians receive  regarding  what  case- 
workers do.  To  better  understand 
their  job,  I [Dr  Kellogg]  did  a brief 
“externship”  with  three  CPS  case- 
workers, which  included  school  and 
home  visits.  I have  never  felt  so  ap- 
prehensive as  when  I cowered  behind 
one  caseworker  as  he  knocked  on  the 
door  of  a suspected  drug  dealer  on  an 
unannounced  home  visit.  I wondered 
what  kept  these  people  committed. 
The  answer  was:  not  much. 

The  turnover  in  initial  assessment 
investigative  personnel  is  more  than 
80%  a year,  and  the  average  entry 
level  salary  is  below  $20,000.  The 
few  experienced  workers  who  stayed 
with  CPS  were  brave  (in  my  opin- 
ion), meticulous,  concerned,  and  de- 
voted; they  were  clearly  answering  to 
some  higher  calling. 

What  can  physicians  do?  Under- 
standing just  what  PRS  does  is  a big 
first  step.  PRS  bears  full  responsibility 


for  decisions  regarding  children’s  safety, 
and  those  decisions  are  based  on  a com- 
prehensive collection  of  data  — includ- 
ing input  from  physicians. 

The  more  information  and  educa- 
tion physicians  can  provide  to  case- 
workers about  the  medical  knowledge 
of  child  abuse,  the  better  equipped 
they  will  be  to  make  decisions  about 
children’s  welfare.  Cooperation  with 
caseworker  requests  for  written  state- 
ments greatly  assists  caseworkers  in 
their  efforts.  Finally,  physicians  can  be 
advocates  — not  only  for  children  but 
also  for  children’s  keepers  (Child  Pro- 
tective Services). 
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SCHEDULE  OF  EVENTS 


WEDNESDAY  - MAY  11 


Golf  Tournament 


THURSDAY  - MAY  12 


House  of  Delegates  (8-9:30) 

Exhibits  (8-5:30) 

Basic  Cardiac  Life  Support  (8-12) 

Tx  Academy  of  Family  Physicians 
(8-5) 

Reference  Conmiittees  (10-1) 

Symposia 

Emergency  Medicine  (9-1) 

Medicine  and  the  Law  (9:30-12:30) 

General  Session:  Health 
System  Reform  (1-4) 

Advanced  Cardiac  Life  Support 
(1-5) 

After  6:30  pm 

Mumni  Events 

County  Medical  Society  Receptions 
Specialty  Society  Functions 


FRIDAY  - MAY  13 


Exhibits  (8-5:30) 

ACLS  (cont’d  8-5) 

House  of  Delegates  (9-12;  2-5) 


Scientific  Programs 

9 am-12  noon;  2-5  pm 
Cancer  (2-5) 

Digestive  Diseases 
Diseases  of  the  Chest 
Endocrinology 
Family  Practice  (8-5) 

Internal  Medicine 
Neurological  Surgeiy 
(8:30-12;  1:30-5) 

Neurology  (2-5) 

Obstetrics  and  Gynecology 
Occupational  Hazards  to  Physicians: 

Viruses,  Violence  and  Sex  (2-5) 
Occupational  Medicine  (9-12;  1-5) 
Oidithalmology 
Ot.olaiyngology 
Pain  (1-5) 

Physicians  and  the  Environment 
(2-5) 

Plastic,  Reconstructive  & 
Maxillofacial  Surgery'  (1-5) 
Psychiatry 
Public  Health 
Rheumatic  Diseases  (2-5) 

Sports  Medicine  (8-12) 

Surgeiy 

Specialty  Societies 

Tx  Dermatological  Society  (1-6) 

Tx  Orthopaedic  Assn/Texas  Society 
of  Sports  Medicine  (1:30-5) 

Tx  Society  of  Plastic  Surgeons 
(8-12) 

Risk  Management  Seminar  (2-5) 

TMA/TMAA  Presidents'  Installation 
and  Reception  (5:15-7) 


TMA/TMAA  Benefit,  Gala  for  Shots 
Across  Texas  (8-midnight) 


SATURDAY  - MAY  14 


Fun  Run  (7-8) 

Exliibits  (8-2:30) 

ACLS  (cont’d  8-noon) 

Scientific  Programs 

9 am  - 5 pm 
Addictions  (9-12;  2-4) 

Adolescent  Health  (9-12) 

Allergy,  Asthma  and  Clinical 
Immunology  (8-12;  1-3:30) 
Cardiovascular  Diseases 
Colon  and  Rectal  Surgeiy  (9-1) 
Geriatrics 

Neurological  Surgeiy  (9:30-1 1 ) 
Neurology 
Nuclear  Medicine 
Oncology  (9-12) 

Ophthalmology  (8-12) 
Otolaryngology  (9-12) 

Pathology  (8:30-12) 

Pediatrics 

Occupational  Medicine/Physical 
Medicine  and  Rehabilitation/Texas 
Orthopaedic  Assn  Joint  Session 
(8-12) 

Plastic,  Ri'constructive  and 
Maxillofacial  Surgeiy  (8-3) 
Transfusion  Medicine  (2-5) 

Specialty  Societies 

Tx  Pediatric  Surgeons  (11-3) 

Tx  Dermatological  Society  (8-5) 


Tx  Orthopaedic  Assn  (1:30-3:30) 

Tx  Society  of  Anesthesiologists 
(8-5) 

House  of  Delegates  Sections 

Hospital  Medical  Staff  (8-12) 
Medical  Student  (2-5) 

Resident  Physician  (2-5) 

Young  Physician  (10:30-12) 

After  6 pm 

Alumni  Events 
Specialty  Society  Functions 


SUNDAY  - MAY  15 


Impairment  Evaluation  Under 
Workers’  Compensation  (8-5) 
(cont.  Monday) 

Tx  Dermatological  Society  (8-12) 


No  general  registration  fee  for 
TMA  members 

For  more  details,  watch  for  the 
ADVANCE  PROGRAM  in 
February! 

REGISTER  TODAY! 


Tex 


TexasMedical 

Association 
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TEXAS  MEDICAL  ASSOCIATION 

401  WEST  15TH  STREET 
AUSTIN,  TEXAS  78701-1680 
FAX  #(512)  370-1635 
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127th  Annual  Session 


REGISIUnON  FORM 


IVlAY  12-15,  1994 

Austin  Convention  Cente 


CompleteVegisVrationVoVm^ollowing’steps^'VhVo^  and  return  by  mail  with  check  or  by  fax  (512)  370-1635  with  credit  card 
information.  Separate  checks/charges  are  required  for  benefit  gala  tickets.  Pick  up  tickets  and  badges  at  the  registration  area  in 
Austin  at  the  Convention  Center. 


IName 


Member  ID# 


(see  label) 


Address 


City 


State Zip. 


Specialty 


Phone# 


Fax# 


Please  check  all  applicable  spaces  below: 

J TMA  Committee  Member 

J 

Speaker 

J 

Intern/Resident/Eellow 

J TMA  Vice  Councilor 

J Chairman 

J 

Scienfific  Exhibitor 

J 

J TMA  Board  Member 

J TMA  Trustee 

J 

Past  President 

J Chairman 

J AMA  Member 

J 

HMSS  Representative 

J 

TMA  Delegate 

_1  TMA  Council  Member 

J AMA  Delegate 

J 

1 bXHAC 

J 

_J  Chairman 

J AMA  Alternate  Delegate 

J 

1 tXKAL  JUU  Club 

J MSS  Executive 
Council 

J MSS  Chapter 
Officer 

MSS  Chairman 
J RPS  Executive  Council 


J RPS  Chairman 

□ RPS  Councilor 
3 YPS  Chairman 

Ll  YPS  Governing  Boa 

□ CMS  Officer 


Fee  Quantity  Subtotal 

Registration  Fees 

^ MEMBER  0 0 


NONMEMBER 


Speaker 

TMA  Member's  Family 

waived 

0 

(attach  names) 

County  Medical  Society  Staff 

waived 

0 

and  Family  (attach  names) 

waived 

0 

Physician 

$100 

Intern,  Resident,  Fellow 

$10 

Medical  Student 

$10 

Allied  Health  Personnel 

$10 

Approved  Visitor 
Nonmember's  family  over 

$50 

age  21  (attach  names) 

Wednesday,  May  11 

Golf  Tournament 

$10 

12:30  p.m.,  Austin  Countn/  Club 

$95 

Average  Score  or  Handicap  

Thursday,  May  12 

Basic  Cardiac  Life  Support 

for  Physicians  $ 50  

8a.m.-noon,  Radisson  Hotel 
Must  register  prior  to  April  26. 

Advanced  Cardiac  Life  Support 

Provider  Course  $225  

1-5  p.m.,  Radisson  Hotel 
Continued  Friday  & Saturday. 

Must  register  prior  to  April  26. 

Enclose  copy  of  front  & back 
of  BCLS  Course  C card. 

Saturday,  May  14 

Town  Lake  Fun  Run  0 0 

7 a.m.,  Four  Seasons 


Q TOTAL  FEES  (Steps  1-7)  = 

□ Enclosed  is  my  check  for  $ 

Charge  to  my  □ Visa  □Mastercard  Amounts, 

Acct.  No Exp.  Date 

Name  on  Card 

Signature 

No  refunds  given  after  April  29. 


$ 

_ payable  to  TMA. 


TMA/TMAA  Benefit  Gala  for  Shots  Across  Texas 

with  Rick  Trevino,  Friday,  May  13,  8 p.m.-midnight,  Hyatt 
Regency  Pick  up  tickets  by  5 p.m.  Thursday,  May  12. 

Seating  is  limited. 


$75  each  x (#) 


Benefit  Gala  Ticket  Total 


□ Enclosed  is  my  check  for  $ payable  to  Shot 

Across  Texas/HERF-TMA.  $25  per  ticket  is  tax  deductible. 

Charge  to  my  □ Visa  □ Mastercard  Amounts 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

No  refunds  given  after  April  29. 


Return  form,  registration  fees  and  benefit  gala  ticket  paymer 
to  TMA  Annual  Session,  401  West  1 5th  Street,  Austin,  TX 
78701-1680  OR  FAX  (512)  370-1635  with  credit  card  informa 


Advance  Copy  of  Final  Program 
with  Presentation  Summaries 
and  Complete  Details 
(available  mid-April)  $ 7 


J Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  c 
tact  you  to  discuss  your  needs.  We  cannot  assure  the  availability  of  disabil 
assistance  without  prior  notification  of  need. 


©Medical  Student  Sponsorships: 

Help  make  it  possible  for  a medical  

student  to  participate  by  donating  $75,  $50  or  $25. 

Funds  will  be  used  to  defray  travel  and  housing  costs  for 
medical  students  through  the  Medical  Student  Section. 


Questions?  Call  TMA  Annual  Session  Department, 
(800)  880-1300,  Ext.  1451  or  1453. 
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Housing  Form 


Annual  Session 

INTERLINK  FOR  PATIENT  CARE 


Deadline  for 
Reservation 


April  13 


PARTICIPATING  HOTELS  AND  AUSTIN  CONVENTION  CENTER 


{P  The  Driskill  Hotel 

Sixth  and  Brazos  Street 
$80  Single  $90  Double 

9 Embassy  Suites  Hotel 

Austin  Downrtowii/TowTi  Lake 
300  S.  Congress  Avenue 
$110  Single  or  Double 
One  Bedroom  Suites 

g)  *Four  Seasons  Hotel  - Austin 

98  San  Jacinto  Boulevard 
$105  Smgle  $105  Double 
Scientific  Program  Participants; 
General  Housing 

3 Gnest  Quarters  Suite  Hotel 

303  W.  15th  Street 
$89  Single  or  Double 
I One  Bedroom  Suites 

3 Holiday  Inn  Anstin  - 
Town  Lake 

! 20  N.  IH  35 

$69  Single  $74  Double 

^ *Hyatt  Regency  Austin 
on  Town  Lake 

208  Barton  Springs  Road 
$99  Single  or  Double 
Delegate  Housing;  Board, 

I Council,  Committee  Meetings 


O *Marriott  at  the  Capitol 

701  E.  lltb  Street 
$99  Single  or  Double 
Scientific  Program  Participants 
General  Housing 

0 *Omni  Austin  Hotel 

700  San  Jacinto  Boulevard 
$88  Single  $96  Double 
Texas  Medical  Association 
Alliance  Headquarters; 

General  Housing 

O Radisson  Hotel  on 
Town  Lake 

1 1 1 E.  First  Street 
$75  Single  $85  Double 

Sheraton  Austin  Hotel 

500  N.  IH-35 

$86  Single  $92  Double 

0 Austin  Convention  Center 

500  E.  First  Street 


The  above  room  rates  do  not 
include  13%  hotel  occupancy  tax. 

* Headquarters  Hotels 


MAKE  YOUR  RESERVATIONS  NOW! 


- Requests  will  be  processed  on  a first-come,  first-served 
basis  by  the  Housing  Bureau  of  the  Austin  Convention  & 

1 Visitors  Bureau.  Send  your  request  to  the  Bureau. 

. Hotels  will  not  accept  reservations  directly. 

t Complete  this  Official  Housing  Request  Form 
and  return  to: 

TMA  Housing  Bureau 
I 201  E.  Second  Street 
: Austin,  Texas  78701 
j or  Fax  to  (512)  404-4385 

! Do  NOT  send  housing  form  to  Texas  Medical  Association, 
i This  will  delay  your  request. 

List  three  hotels  in  order  of  preference. 


CONFIRMATIONS 


>-  Reservation  confirmation  will  be  sent  from  the 
hotel. 


ROOM  DEPOSITS 


5^  Reservations  will  be  held  until  6 pm  unless  special 
arrangements  are  made  with  hotel.  The  hotel  may 
request  a deposit. 


CANCELLATIONS,  CHANGES,  & CORRECTIONS 


>-  All  cancellations,  changes  or  corrections  prior  to 
April  13  should  be  made  directly  with  the  Housing 
Bureau  in  writing.  After  April  13,  please  contact 
the  assigned  hotel  directly. 

>-  Check  your  hotel  confirmation  regarding  cancella- 
tion policy.  Policy  may  vary  from  hotel  to  hotel. 


Mail  to: 


RESERVATION  CUT-OFF  DATE 
APRIL  13,  1994 


TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 
MAY  12-15, 1994 

OFFICIAL  HOUSING  REQUEST  FORM 


ACVB  HOUSING  BUREAU 
201  E.  2ND  STREET 
AUSTIN,  TEXAS  78701 


or  FAX  to:  (512)  404-4385 


•PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

•COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  PROCESSING. 

•SHOULD  MORE  THAN  TWO  (2)  ROOMS  BE  NEEDED,  FORM  MAY  BE  DUPLICATED,  OR  SUPPLEMENTAL 
ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 

•ALL  CONFIRMATIONS  WILL  BE  SENT  TO  THE  FIRST  INDIVIDUAL  INDICATED  IN  EACH  ROOM  REQUESTED. 

PARTI 

NAME  OF  PERSON  REQUESTING  ROOMS 
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(First  Name) 

(Last  Name) 

(M.  initial) 

(Name  of  Company  or  Firm) 

(Street  Address  or  P.O.  Box  Number) 

(Area  Code)  Phone  # 

FAX# 

(City) 

(State) 

(Zip) 

(Major  Credit  Card  and  Number  to  Guarantee  for  Late  Arrival)  (Expiration  Date) 


PART  II 

INSTRUCTIONS:  Select  THREE  Hotels  of  your  choice.  No  request  will  be  processed  without  THREE  choices. 


(First  Choice) 


(Second  Choice) 


(Third  Choice) 


PART  III 

INSTRUCTIONS:  1.  Print  or  type  names  of  all  persons  occupying  each  room. 

2.  Select  type  of  room  desired  with  arrival  and  departure  dates.  Note:  Room  type  requested  Is  not  guaranteed. 
Rooms  with  two  beds  are  limited,  therefore,  priority  will  be  given  to  rooms  with  3 or  more  occupants. 

3.  Supplemental  list  for  additional  rooms  must  use  same  format. 

4.  Print  or  type  last  name  first. 


O CHECK  HERE 
IF  HANDICAPPED 
SERVICES  ARE 
REQUIRED 


ROOM  1 

OCCUPANT'S  NAME/S  (PRINT  LAST  NAME  FIRST) 

CHECK  ONE 

SINGLE  (1  RM-1  PER-1  BED) 

DOUBLE  (1  RM-  2 PPL-1  BED) 

DBUDBL  (1  RM-2  PPL-2  BEDS) 
TRIPLE  (1  RM-  3 PPL-  2 BEDS) 
QUAD  (1  RM-  4 PPL-  2 BEDS) 

ARRIVAL  DATE: 

1. 

DEPARTURE  DATE: 

2. 

3. 

SUITE  (N/A  @ CONE.  RATE) 

ARRIVAL  TIME: 

NON  .SMOKING  SMOKING 

4. 

ROOM  2 

OCCUPANT'S  NAME/S  fPRINT  LAST  NAME  FIRST) 

CHECK  ONE 

SINGLE  (1  RM-  1 PER-  1 BED) 
DOUBLE  (1  RM-  2 PPL-  1 BED) 
DBUDBL  (1  RM-  2PPL-  2 BEDS) 
TRIPLE  ( 1 RM-  3 PPL-  2 BEDS) 
QUAD  ( 1 RM-  4 PPL-  2 BEDS) 

ARRIVAL  DATE: 

1. 

DEPARTURE  DATE: 

2 

3. 

SUITE  ( N/A  @ CONF.  RATE) 

ARRIVAL  TIME: 

NON  SMOKING  SMOKING 

4. 

DEPOSIT  INFORMATION: 

1 . Some  hotels  require  a first  night  deposit  if  a credit  card  number  is  not  provided.  DO  NOT  send  the  deposit  to  the  housing  bureau  with  your 
request.  Wait  for  confirmation  from  hotel  before  forwarding  deposit  to  hotel  assigned. 

2.  Reservations  at  hotels  not  requiring  a deposit  will  be  held  only  until  6:00  p.m.  unless  a credit  card  number  is  received. 

3.  You  will  be  charged  for  the  first  night  if  you  do  not  arrive  on  your  confirmed  arrival  date  and  credit  card  or  deposit  is  in  place.  Please  check 
all  information  carefully  and  make  corrections  or  cancellations  as  necessary. 
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The  prognosis  of  adults  with  acute  lym- 
phocytic leukemia  has  improved  over 
the  last  two  decades.  With  modern  in- 
tensive chemotherapy  regimens  similar 
to  those  of  pediatric  acute  lymphocytic 
leukemia,  the  complete  response  rate  is 
75%  to  85%,  with  a long-term,  dis- 
ease-free survival  rate  of  20%  to  35%- 
We  review  the  clinical,  laboratory,  and 
prognostic  features  of  adult  acute  lym- 
phocytic leukemia  and  discuss  the  residts 
of  therapy. 


From  the  Department  of  Hematology, 

The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Houston,  Tex.  Send  reprint 
requests  to  Dr  Kantarjian,  Leukemia  Section, 
Box  61,  Department  of  Hematology,  M.D. 
Anderson  Cancer  Center,  1515  Holcombe 
Blvd,  Houston,  TX  77030. 


Acute  lymphocytic  leukemia  in  adults: 
an  update 


H.  Alejandro  Preti,  MD 
Hagop  M.  Kantarjian,  MD 


CONSIDERABLE  PROGRESS 
has  been  made  in  the  treat- 
ment of  acute  lymphocytic 
leukemia  (ALL)  over  the  past  two 
decades.  More  than  90%  of  children 
with  ALL  achieve  complete  remis- 
sion (CR),  and  close  to  50%  to  70% 
are  free  of  disease  ar  5 years.  Adults 
with  ALL  can  achieve  CR  rates  of 
70%  to  85%,  but  durable  responses 
are  seen  in  only  20%  to  35%  of  the 
cases.  Several  prognostic  features 
have  identified  subsets  of  patients 
with  different  outcomes.  Subsequent 
stratification  of  adults  with  ALL  has 
allowed  the  introduction  of  more  in- 
tensive therapeutic  strategies  for 
high-risk  patients. 

In  this  review  of  ALL,  we  shall 
update  information  regarding  inci- 
dence and  etiology,  diagnosis  and 
classification,  prognostic  factors, 
therapy,  and  future  directions. 

INCIDENCE  AND  ETIOLOGY 

Leukemia  strikes  many  more  adults 
(25,300)  than  children  (2500)  each 
year.  According  to  the  National  Can- 
cer Institute  Surveillance  Epidemiol- 
ogy and  End  Results  program,  the 
adjusted  incidence  of  lymphocytic 
leukemias  calculated  for  the  US  pop- 
ulation in  1993  would  be  12,600 
new  cases,  half  of  which  are  acute. 
Acute  leukemia  is  the  leading  cause 
of  death  in  cancer  patients  younger 
than  35  years  old.  Acute  lymphocytic 
leukemia  (ALL)  accounts  for  approx- 
imately 20%  of  the  acute  leukemias 
occurring  in  patients  older  than  15 
years,  whereas  it  accounts  for  almost 
90%  of  the  acute  leukemias  in  those 
younger  than  15  years  (1). 

The  cause  of  adult  ALL  is  un- 


known. Factors  that  may  play  an  eti- 
ologic  role  include  ionizing  radia- 
tion and  retroviruses.  Chemical  ex- 
posure to  agents  such  as  benzene 
and  chemotherapy  is  not  related  to 
an  increased  incidence  of  the  dis- 
ease. Both  types  of  acute  leukemia 
are  increased  in  patients  affected  by 
Down  syndrome.  Bloom  syndrome, 
and  Fanconi’s  anemia,  and  in  those 
with  inheritable  genetic  disorders 
characterized  by  increased  chromo- 
somal breakage.  In  most  cases,  the 
leukemia  results  probably  from  the 
interaction  of  several  factors,  both 
hereditary  and  environmental,  as 
part  of  a multistep  process  (2). 

An  example  of  this  process  is  the 
two-step  model  of  leukemogenesis 
proposed  by  Greaves  (3).  In  the  first 
step,  a single  premalignant  lymphoid 
clone  is  generated  from  spontaneous 
mutations  occurring  during  genetic 
recombination  in  lymphoid  progeni- 
tor cells.  Expansion  of  this  clone  into 
clinically  overt  ALL  (the  second  step) 
derives  from  a second  genetic  event 
and  is  influenced  by  one  or  more  ex- 
ternal agents,  which  may  vary  among 
different  populations.  A delay  in  ex- 
posure to  common  childhood  infec- 
tions is  postulated  to  be  a possible 
promoter  of  this  second  event.  This 
allows  additional  time  for  the  prema- 
lignant clone  to  proliferate  or  for  the 
absolute  number  of  premalignant 
clones  to  expand.  As  a consequence, 
the  target  population  at  risk  for  devel- 
oping overt  malignancy  is  increased. 
This  hypothesis  is  supported  by  such 
epidemiological  findings  as  the  peak 
in  the  incidence  of  childhood  ALL  at 
3 years  of  age  and  the  predominance 
of  B-cell  ALL  in  children  younger 
than  7 years. 
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Table  I.  Freiic 

h-Aniericaii-British  tl.issificarioii  in  .rdult 

acute  lymph 

ocytic  leukemia. 

Percentages 

FAB 

Cellular 

Complete 

3 -year 

Morphology 

Description 

Patients 

Remission 

Survival 

L, 

Small,  homogeneous,  high  N/C  ratio, 
small  nucleoli 

22 

84 

40 

c 

Larger,  pleomorphic,  low  N/C  ratio, 
prominent  nucleoli 

69 

75 

36 

L3 

Large,  vacuolated,  basophilic  cytoplasm, 
large  vesicular  nucleus,  large  nucleoli 

9 

65 

10 

N/C  = miclear/cytoplasmic. 


In  adults,  human  T-cell  lym- 


photropic  virus  type  I is  a known  vi- 
ral cause  of  human  T-cell  leukemia. 
The  epidemiological  features  of  this 
disease  are  not  fully  characterized. 
Although  rare  in  the  United  States,  it 
is  a significant  disorder  in  Japan 
where  human  T-cell  lymphotropic 
virus  type  I is  endemic  in  certain  ge- 
ographic areas.  The  disease  may  pre- 
sent as  a spectrum  of  disorders  rang- 
ing from  chronic  T-cell  leukemia  to 
subacute  leukemia.  Frequent  mani- 
festations are  fever,  weight  loss,  hy- 
percalcemia, lytic  bone  disease,  and 
skin  involvement  (4).  Although  hu- 
man T-cell  lymphotropic  virus  type  I 
causes  considerably  less  than  1%  of 
leukemias  in  the  United  States,  the 
etiologic  association  suggests  that 
other  viruses  (Epstein-Barr  and  other 
unknown  viruses)  may  be  related  to 
the  development  of  ALL.  The  associ- 
ation of  Burkitt’s  leukemia  with  Ep- 
stein-Barr  virus  and/or  human  im- 
munodeficiency virus  is  of  interest. 
Simple  models  may  not  be  sufficient 
for  studying  viral  leukemogenesis. 

Many  viruses,  mostly  retroviruses, 
cause  leukemia  in  animals.  The  best 
studied  are  those  of  mice,  cats,  and 
cattle.  In  mice,  the  pattern  of 
leukemia  virus  transmission  differs 
between  laboratory  and  wild  popula- 
tions. Laboratory  animals  seem  to 
have  high  levels  of  vertical  transmis- 
sion, with  integration  of  viral  de- 
oxyribonucleic acid  into  the  host 


genome.  Transmission  in  wild  mice  is 
mainly  perinatal  via  infected  mater- 
nal milk.  Wild  mice  show  clustering 
of  infections  by  region  and  by  family. 
These  viruses  do  not  produce  overt 
disease  during  the  acute  infection  but 
persist  in  the  host  and  induce  disease 
months  or  years  later.  This  model  of 
viral  leukemia  — from  infection  to 
persistence  to  disease  — resembles 
the  association  between  hepatitis  B 
virus  and  hepatocellular  carcinoma, 
in  which  various  risk  factors  may  act 
at  different  stages  of  the  process. 

DIAGNOSIS  AND  CLASSIFICATION 

The  diagnosis  and  classification  of 
ALL  has  relied  traditionally  on  mor- 
phological and  cytochemical  features. 
An  easy,  applicable,  and  reproducible 
system  was  formulated  by  the 
French-American-British  (FAB)  Co- 
operative Group  in  1976  and  revised 
in  1985  (5).  This  widely  accepted 
system  has  proved  to  have  indepen- 
dent prognostic  value. 

Three  distinct  FAB  types  are  rec- 
ognized in  ALL;  they  are  designated 
L|,  Lj  and  L3.  The  Lj  subtype 
accounts  for  more  than  80%  of 
childhood  ALL  but  only  20%  of 
adult  ALL  (Table  1).  The  Lj  mor- 
phology predominates  in  adult  ALL, 
accounting  for  60%  to  70%  of  cases. 
The  L3  variant  is  seen  in  less  than 
10%  of  patients  and  is  associated 
with  a poor  prognosis.  Patients  with 


Burkitt’s  leukemia  have  a very  high 
incidence  of  central  nervous  system 
(CNS)  involvement  (particularly  cra- 
nial nerve  affection)  at  the  time  of 
diagnosis  (20%  to  30%)  or  later 
(more  than  60%).  A subset  of  ma- 
ture B-cell  ALL  patients  do  not  have 
the  L3  morphology,  nor  do  they  have 
the  characteristic  Burkitt’s  leukemia 
chromosomal  translocation.  They 
appear  to  have  leukemic  forms  of  B- 
cell  lymphoma  and  often  show  the 
related  translocation  [6q-;  l4q  + ; 
t(l4;18)].  Although  the  prognosis  in 
adult  Burkitt’s  ALL  has  been  poor 
with  the  established  programs,  this 
picture  may  be  changing.  Two  recent 
studies  in  childhood  Burkitt’s  ALL 
have  used  hyperfractionated  cy- 
clophosphamide and  high  doses  of 
methotrexate  and  cytarabine  as  part 
of  a 6-month  intensive  program.  The 
CR  rates  achieved  were  higher  than 
90%,  and  the  long-term,  disease-free 
survival  rates  tripled  (from  20%  to 
more  than  50%)  (6,7). 

Cytochemistry 

For  the  diagnosis  of  ALL  to  be  made 
cytochemically,  stains  for  lysosomal  en- 
zymes such  as  myeloperoxidase  or  the 
Sudan  black  reaction  must  be  negative. 
The  presence  of  3%  or  more  myeloper- 
oxidase-positive blasts  is  diagnostic  of 
acute  myeloblastic  leukemia.  Ninety 
percent  of  patients  have  lymphoblasts 
that  contain  the  enzyme  terminal  de- 
oxynucleotidyl  transferase.  The  period- 
ic acid-Schiff  reaction  may  reveal 
clumpy  positivity  in  ALL.  The  T-cell 
lymphoblasts  may  stain  positive  for 
a-naphthyl  acetate  esterase  (non- 
specific esterase),  but  ALL  lym- 
phoblasts stain  negative  for  chloro- 
acetate  esterase  (specific  esterase). 
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Table  2.  Immunophenotypic  classification  of  acute  lymphocytic  leukemia. 


Im  munophenorype 

Positive  Markers 

Patients,  % 

T-cell  lineage  (15%) 
B-cell  lineage  (85%) 

CDL  CD2,  CD3,  CD4,  CD5,  CD7, 

CDS,  CD38,  transferrin  receptor 

15 

Mature  B-cell 

CD  19,  CD20,  CD22,  surface  Ig, 
surface  K,  or  L clonality 

10 

CALLA-positive 

CD  10 

50-60 

Null-cell 

5-10 

Pre-B 

CD  19,  CD20,  cytoplasmic  Ig 

5-10 

Early  pre-B 

CD  19,  CD20 

5-10 

CALLA  = common  acute 

lymphoblastic  leukemia. 

Table  3-  Cytogenetic  abnormalities  in  adult  acute  lymphocytic  leukemia. 

Immunophenotype 

Cytogenetic  Abnormality 

B-cell  ALL 

t(2;8)(pl2;q24) 

t(8;l4)(q24;q32) 

t(8;22)(q24;qll) 

CALLA-positive  ALL  t(9;22)(q34;ql  1)  (Ph) 

T-cell  ALL  t(l;l4)(p32-34;ql  1) 

t(7;9)(q35;q34) 
t(7;9)(q35;q32) 
t(7:ll)(q35;pl3) 
t(7;ll)(q35)(qll) 
t(8;l4){q24;ql  1) 
t{10;l4)(q24;qll) 
t(ll;14)(pl5;qll) 
t(ll;14)(pl3;qn) 
inv(14)(ql  l;q32) 

Mixed  lineage  leukemia  t(4;l  1 )(q21;q23) 

Pre-BALL  t(l;19)(q23:pl3) 


Immunophenotype 

The  application  of  monoclonal  anti- 
bodies in  the  identification  of  clusters 
of  differentiation  antigens  has  al- 
lowed further  improvement  in  the 
subclassification  of  ALL.  Based  on 
the  detection  of  the  common  acute 
lymphoblastic  leukemia  (CALLA) 
(CD  10),  T-cell,  and  B-cell  antigens, 
the  following  immunophenotypes 
can  be  identified:  T-cell  ALL; 
CALLA-positive  ALL;  mature  B-cell 
ALL;  and  null  cell,  early  pre-B  ALL, 
pre-B  ALL,  and  mixed  lineage  ALL 
(Table  2).  The  L|  and  L2  morpholo- 
gies do  not  have  corresponding  im- 
munophenotypes and  can  bear  T, 
pre-B,  or  null  surface  markers. 

Cytogenetics 

Karyotypic  abnormalities  can  be 
numerical  or  structural.  In  patients 
with  adult  ALL,  numerical  chromoso- 
mal changes  occur  frequently.  Hyper- 
diploid karyotypes  (modal  number 
more  than  50  or  deoxyribonucleic 
acid  more  than  1.16  times  normal)  are 
common  in  childhood  ALL  but  occur 
in  10%  of  the  adult  cases.  Hy- 
podiploidy  and  pseudodiploidy  are 
less  common. 

More  than  25  recurring  structural 
chromosomal  abnormalities  have 
been  detected  in  ALL  (8,9).  These 
are  present  in  more  than  60%  of  all 
cytogenetically  abnormal  cases.  The 
most  common  are  the  following: 
translocation  t(9;22)(q34;ql  1)  or  the 
Philadelphia  (Ph)  chromosome; 
translocation  t(8;l4),  t(2;8),  and 
t(8;22)  or  the  “Burkitt’s  karyotypes”; 
and  “lymphoma  karyotypes”  such  as 
6q-,  I4q+,  and  t(l4;18).  Transloca- 
tion t(4;l  I)(q21,q23),  usually  associ- 
ated with  mixed  lineage  leukemia. 


Others  t(l;l  I)p32;q23) 

del(6)(ql3-l4;q21-27) 

del(7)(qll) 

dic(7;9)pll;qll) 

t(8;12)(p21-22;ql3) 

i(9p) 

del(9)(p  13-22) 

t(9;12)(pll;pl2) 

dic(9;I2)(pll-13;pll-pl2) 

t(12;17{pl2-13;ql2) 

t(l4;22){q32;qll) 

Adapted  from  Berger  (Ref  9). 

CALLA  = common  acute  lymphoblastic  leukemia. 
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Risk  t'lioup 

MDACC 

BF'M 

MSKCC 
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72 

62 

60 
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28 

28 

15 
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38 

\1[')ACC  = M.l').  Anderson  Cancer  Center. 

BFM  = Berlin-l-rankfurt-Munster  cooperative  group. 

MSKCX'  = Memorial  Sloan-Kettering  Cancer  Center. 

Plr+  = I’liiladelphia  positive. 

’Null-cell  ALL  prognosticalK'  important  in  subset  analysis  of  patients  in  whom  immunopheno- 
t\'pic  studies  were  done. 


cind  r(  1 ; 1 9)(q23:pl  3)  are  present  in 
less  than  3%  ok  adult  ALL.  Other 
known  htit  inkrequent  karyotypic  ab- 
normalities are  shown  in  Lable  3. 
Cytogenetic  abnormalities  haye  iden- 
tihed  dikkerent  prognostic  groups 
(10,11). 

PRtK'.NOSl'IC  FACLCRS 

Risk-oriented  treatment  ok  adult 
ALL.  is  possible  with  the  ident- 
ikication  ok  prognostic  kactors  that 
stratify  patients  into  dikkerent  risk- 
groups  ( Lable  4).  Prognostic  kactors 
in  adult  ALd.  are  treatment-related 
and  host-  or  tumor-related. 

Iwo  treatment-dependent  yari- 
ables  are  okten  evaluated;  the  initial 
response  to  a single  agent  and  the 
time  to  achieve  CR  with  induction 


therapy.  In  three  consecutive  Euro- 
pean trials,  the  exposure  to  preindtic- 
tion  prednisone  and  early  response  to 
daunortibicin  were  the  most  predic- 
tive kactor  kor  relapse-kree  survival 
(12-14).  In  several  adult  ALL  stud- 
ies, the  time  to  achieve  CR  was  one 
ok  the  most  significantly  independent 
prognostic  kactors  and  has  been 
defined  in  dikkerent  ways  by  dikkerent 
groups.  Lite  need  ok  more  than  28 
days,  4 to  3 weeks,  or  1 chemothera- 
py course  to  achieve  CR  has  been 
correlated  with  a signihcantlv  worse 
outcome  (13—19). 

While  many  variables  have  been 
associated  with  poor  prognosis  in 
adult  ALL,  only  a kew  have  been  con- 
sistently reproduced  as  independent 
significant  prognostic  kactors  by  mul- 
tivariate analyses.  These  are  age,  im- 
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munophenotype,  karyotype,  and  ini- 
tial white  blood  cell  count  ( Lable  4). 

Age 

Age  is  an  important  prognostic  factor 
in  ALL,  especially  ik  childhood  and 
adult  ALL  are  considered  together. 

1 here  is  a continuous  and  inversely 
proportional  correlation  between  CR 
rate  and  age.  In  adult  ALL,  patients 
older  than  60  years  (20%  to  30%  of 
patients)  have  a low  CR  rate  (30%), 
a high  induction  mortality  (20%  to 
23%),  and  shorter  remission  and  sur- 
vival durations.  This  may  be  due  to 
treatment-related  toxicity  (poor  host 
status)  anci  to  the  association  ok  ad- 
verse biologic  keatures  with  age  (Ph- 
positive  disease  in  23%  ok  patients 
over  age  30  years  versus  10%  ok 
younger  ones). 

hnmunophenotype 

The  immunophenotypes  associated 
with  poor  outcome  with  convention- 
al therapy  are  mature  B-cell  ALL  and 
mixed  lineage  leukemias. 

Fikteen  percent  ok  adult  ALT  are 
ok  T-cell  origin.  I’-cell  ALL  is  the 
leukemic  equivalent  ok  lymphoblastic 
lymphoma.  1 he  presence  ok  a medi- 
astinal mass  may  be  an  adverse  prog- 
nostic finding,  and  consolidation  ra- 
diotherapy in  this  setting  may  be  ok 
benefit.  Pre-T  ALL  (prethymic)  has 
been  proposed  as  a subcategory  with 
adverse  keatures. 

Mature  B-cell  ALT,  FAB  L:;  mor- 
phology, or  Burkitt’s  leukemia  have 
been  associated  with  low  CR  rates 
and  short-lived  remissions  in  chil- 
dren and  adults  when  treated  con- 
ventionally. Incorporatioir  ok  inten- 
sified i n d u c t i o n - c o n s o 1 i d a t i o n 
regimens  with  high  doses  ok  cy- 
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Table  5.  Induction 

therapy  in  adult 

acute  lymphocytic  leukemia. 

Study  (Reference) 

Regimen 

No.  of 

Patients 

Complete 
Remission,  % 

Induction 
Mortality,  % 

MSKCC  (16) 

L2-L17 

199 

82 

10 

Hussein  (19) 

LIO  M 

168 

68 

17 

Hoeizer  (15) 

BFM 

368 

74 

11 

Linker  (18) 

DVPA 

109 

88 

2 

MDACC  (17) 

VAD 

105 

84 

3 

L2-L17  = vincristine,  cyclophosphamide,  doxorubicin,  and  prednisone. 
LIO  M = vincristine,  prednisone,  and  doxorubicin. 

BFM  = prednisone,  vincristine,  daunorubicin,  and  l-asparaginase. 
DVPA  = daunorubicin,  vincristine,  prednisone,  and  I-asparaginase. 
VAD  = vincristine,  doxorubicin,  and  dexamethasone. 


clophosphamide,  methotrexate,  and 
cytarabine  with  shorter  maintenance 
periods  has  improved  prognosis 
(6,7).  Preliminary  data  from  adults 
treated  with  this  approach  at  our  in- 
stitution show  improved  results  com- 
pared with  conventional  therapy. 
The  regimen  is,  however,  toxic  and 
requires  intensive  supportive  care. 

Immunophenotypes  associated 
with  good  outcome  are  the  CALLA- 
positive  and  the  T-cell  ALL.  The 
presence  of  myeloid  markers  in  ALL 
has  been  associated  with  a lower  CR 
rate  but  no  difference  in  long-term 
prognosis. 

Cytogenetics 

Philadelphia  chromosome-positive 
ALL  is  the  subgroup  of  ALL  with  the 
worst  prognosis.  This  entity  occurs 
in  15%  to  30%  of  adult  ALL  but  in 
less  than  5%  of  childhood  ALL.  Sur- 
vival rates  are  0%  to  15%  at  3 to  5 
years  in  adult  ALL.  Other  cytogenet- 
ic abnormalities  with  poor  prognosis 
are  the  Burkitt’s  translocation  (now 
improved),  t(4;ll),  and  t(l;19).  The 
incidence  of  the  latter  two  disorders 
is  low  in  adult  ALL.  A hyperdiploid 
karyotype  (more  than  50  chromo- 
somes), reported  to  be  favorable  in 
childhood  ALL,  has  not  been  associ- 
ated with  a different  prognosis  in 
adult  ALL. 
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Leukocyte  count 

An  elevated  leukocyte  count  has  an 
adverse  influence  on  remission  dura- 
tion. Lower  long-term  survival  rates 
have  been  achieved  in  patients  with  a 
markedly  elevated  leukocyte  count  at 
diagnosis  in  several  studies.  The  lim- 
its were  set  continuously  from  a 
leukocyte  count  ol  10  to  100  x 
10‘^/L.  In  most  series,  the  cutoff  has 
been  25  to  35  x 10‘^/L.  In  our  experi- 
ence, a leukocyte  count  as  low  as  5 x 
10^/L  has  been  associated  with  short- 
er remission  duration.  An  inverse  re- 
lationship exists  between  age  and  ele- 
vation of  the  leukocyte  count.  Series 
in  which  the  patient  median  age  is 
higher  (30  to  45  years  versus  20  to 
25  years)  show  lower  median  leuko- 
cyte ranges. 

Prognostic  models  in  adtdt  ALL 
Three  multivariate  analyses  of  prog- 
nostic lactors  in  adult  ALL  that  di- 
vided patients  into  standard-risk  or 
high-risk  ALL  have  been  reported 
(Table  4).  Standard-risk  ALL  in- 
cludes generally  only  25%  to  35%  of 
patients,  while  high-risk  ALL  consti- 
tutes the  majority  (65%  to  75%). 
The  Berlin-Frankfurt-Munster  trial 
identified  a low-risk  group  with  a 
probability  of  continuous  CR  at  6 
years  of  60%,  compared  with  25%  in 
the  high-risk  group,  based  on  the  fol- 
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lowing  characteristics:  time  to  CR  > 
4 weeks,  older  than  35  years,  and 
leukocyte  count  higher  than  30  x 
10^/L  (15).  At  Memorial  Sloan-Ket- 
tering  Cancer  Center,  the  good  prog- 
nostic group  had  a probability  of 
continuous  remission  of  more  than 
70%,  and  the  poor  prognostic  group 
of  20%  (16).  At  our  institution,  the 
long-term  remission  rates  were  70% 
for  the  low-risk  and  30%  for  the 
high-risk  group  (17). 

TREATMENT 

Traditionally,  the  treatment  of  ALL 
has  been  divided  into  induction  and 
postremission  phases.  The  postremis- 
sion phase  consists  of  consolidation- 
intensification  and  maintenance  phas- 
es. Prophylactic  treatment  is  usually 
given  to  the  CNS. 

The  aim  of  induction  therapy  is 
to  achieve  a morphologic  CR  defined 
as  the  presence  of  less  than  5%  blasts 
in  the  bone  marrow  with  normaliza- 
tion of  peripheral  blood  counts. 
Consolidation-intensification  refers 
to  the  use  of  multiple  alternating  and 
non— cross-resistant  agents  in  stan- 
dard or  high  doses,  with  or  without 
marrow  transplantation  support. 
These  measures  are  aimed  at  elimi- 
nating minimal  residual  disease. 
Maintenance  usually  involves  less  in- 
tensive chemotherapy,  with  6-mer- 
captopurine  and  methotrexate  for  a 
period  from  18  to  36  months. 

Induction 

The  conventional  cytotoxic  drugs 
used  in  this  phase  are  vincristine  and 
prednisone  combined  with  an  anthra- 
cycline  (Table  5).  Complete  remission 
rates  of  70%  to  85%  with  modest 


toxicity  have  been  reported  in  most 
series  with  these  rettimens.  W'hether 
l.-asparaginase  and  standard-dose  C)'- 
clophosphamide  contribute  to  im- 
proving the  results  from  induction 
treatment  is  debatable.  How  to  im- 
prove on  current  induction  regimens 
is  not  clear.  Before  growth  factors  be- 
came available,  attempts  to  intensify 
induction  chemotherapy  increased  in- 
duction mortality  without  improving 
the  duration  of  remission.  Addine  cv- 

C*  * 

tarabine  in  conventional  or  high  doses 
increases  induction  morbidity 
significantly.  The  use  of  new  agents 
like  mitoxantrone  as  part  of  the  in- 
duction therapy  has  given  similar  re- 
mission rates  without  change  in  re- 
mission duration. 

If  the  primary  objective  of  induc- 
tion therapy  is  to  achieve  CR,  it  is 
difficult  to  envision  better  therapy 
than  we  use  currently  (low  toxicity, 
high  CR  rate).  Whether  remission 
duration  is  related  to  “better  induc- 
tion therapy”  remains  to  be  answered. 

Consolidation  and  intensificatioti 
Once  patients  enter  remission,  inten- 
sified therapy  with  alternating 
non-cross-resistant  agents  has  been 
the  focus  of  several  investigational 
programs.  These  have  included  high- 
er doses  of  asparaginase,  high-dose 
cytarabine,  high-dose  methotrexate, 
higher  dose  schedules  of  cyclophos- 
phamide, topoisomerase  II  agents 
such  as  etoposide  or  teniposide,  and 
autologous  bone  marrow  transplanta- 
tion. The  rationale  behind  these 
strategies  is  to  eliminate  minimal 
residual  disease,  prevent  relapse,  and 
prolong  disease-free  survival. 

In  childhood  ALL,  intensive  regi- 
mens in  general  and  regimens  with 


high-dose  methotrexate  or  higher- 
dose  asparaginase  schedules  have  im- 
proved the  prognosis  in  poorer-risk 
categories.  Hyperfractionated  cy- 
clophosphamide with  high-dose 
met  ho  trexate/cy  tarabine  regimens 
have  been  shown  convincingly  to  im- 
prove the  outcome  of  mature  B 
cell/Burkitt’s  ALL.  The  prognosis  of 
L-cell  ALL  has  also  improved  with 
high-dose  asparaginase,  cyclophos- 
phamide, and  cytarabine  programs. 
What  could  be  effective  consolida- 
tion-intensification therapy  for  Ph- 
positive  ALL  remains  to  be  deter- 
mined. Exposure  to  topoisomerase 
Il-reactive  agents  in  childhood  ALL 
has  been  associated  with  increased  in- 
cidence of  secondary  leukemias  in- 
volving chromosome  1 1 at  band 
llq23." 

Maintenance 

In  childhood  ALL,  the  role  of  main- 
tenance therapy  with  6-mercaptop- 
urine  and  methotrexate  is  well  estab- 
lished. In  adults,  the  value  and 
duration  of  6-mercaptopurine  and 
methotrexate  maintenance  have  been 
questioned.  Most  adult  ALL  regi- 
mens contain  6-mercaptopurine  and 
methotrexate  as  part  of  their  mainte- 
nance schedules.  Two  studies  by 
Cancer  and  Leukemia  Group  B and 
Eastern  Cooperative  Oncology 
Group,  which  have  omitted  mainte- 
nance therapy  and  relied  on  multiple 
intensive,  shorter-exposure  consoli- 
dations, have  been  associated  with 
worse  outcome  (20,21).  Maintenance 
therapy  in  adult  ALL  seems  to  be  in- 
dicated and  may  be  improved  by  op- 
timizing the  bioavailability  of  6-mer- 
captopurine  and  methotrexate. 


Central  Jiervoiis  system  prophylaxis 
The  incidence  of  CNS  leukemia 
without  CNS  prophylaxis  is  higher 
than  50%  in  childhood  ALL  and 
35%  to  50%  in  adult  ALL.  This  oc- 
currence decreases  to  5%  to  10% 
with  CNS  prophylaxis.  Eactors  that 
predict  the  development  of  CNS 
leukemia  in  adult  ALL  are  mature  B- 
cell  disease,  elevated  serum  lactic  de- 
hydrogenase level,  and  a high 
leukemic  cell  proliferation  index 
(S+G2M%)  (22). 

Prophylaxis  of  CNS  leukemia  has 
involved  cranial  or  craniospinal 
irradiation  and/or  intrathecal  therapy. 
Intrathecal  therapy  with  methotrex- 
ate, cytarabine,  and  hydrocortisone  in 
various  combinations  has  proven  ef- 
fective for  childhood  and  adult  CNS 
prophylaxis  (23).  This  therapy  has 
been  used  with  or  without  high-dose 
systemic  methotrexate  or  cytarabine 
and  without  irradiation.  Intrathecal 
methotrexate  given  during  induction 
and  at  monthly  intervals  during 
maintenance  is  as  effective  as  com- 
bined intrathecal  methotrexate  and 
cranial  irradiation  (23).  The  inci- 
dence of  CNS  relapse  is  low  (8%) 
when  patients  considered  to  he  at 
high  risk  for  relapse  are  given  in- 
trathecal methotrexate  through  an 
Ommaya  reservoir.  This  method  is 
preferred  over  the  lumbar  puncture 
because  of  ease  of  access  to  cere- 
brospinal fluid  and  because  it  ensures 
higher  and  more  predictable  levels  of 
methotrexate  in  the  cerebrospinal 
fluid.  High-dose  methotrexate  and 
high-dose  cytarabine  may  reduce  fur- 
ther the  incidence  of  CNS  relapse, 
and  the  comparative  effectiveness  of 
these  options  remains  unknown. 
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Uihle  6.  Comparison  of  adult  acute  lymphocytic  leukemia  studies. 
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NA  = not  available  in  report. 


Bone  marrow  transplantation 
rhe  role  of  autologous  bone  marrow 
transplantation  (BMT)  in  adult  ALL 
remains  controversial.  In  several 
studies  comparing  maintenance 
chemotherapy  to  early  or  late  autolo- 
gous BMT,  the  results  of  the  two  ap- 
proaches appear  equivalent.  Purging 
techniques  in  autologous  BMT  do 
not  seem  to  influence  patient  out- 
come. Evidence  suggests  that  residual 
leukemic  cells  escaping  the  condi- 
tioning regimen  play  a major  role  in 
disease  recurrence.  Relapse  after 
transplant  is  still  high,  and  new  ap- 
proaches (purging  and  more  selective 
preparative  regimens)  are  needed  to 
circumvent  this  problem. 

The  role  of  allogeneic  BMT  was 
investigated  by  Horowitz  et  al  (24). 
These  investigators  compared  the 
outcome  of  allogeneic  BMT  in  234 
patients  in  first  remission  to  that  of 
the  Berlin-Frankfurt-Munster 
chemotherapeutic  regimen  in  484 
patients.  The  5-year  disease-free  sur- 
vival rates  were  44%  with  BMT  and 
38%  with  chemotherapy  (P  not  sig- 
nificant). Patients  receiving  the 
Berlin-Frankfurt-Munster  regimen 
had  a high  5-year  cumulative  risk  of 
relapse  (59%)  but  a low  treatment- 
related  mortality  (4%);  those  treated 
with  allogeneic  BMT  had  a low  risk 
of  relapse  (26%)  but  a high  treat- 
ment-related mortality  (39%).  This 
suggests  that  a risk-oriented  ap- 
proach could  be  implemented 
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whereby  patients  with  a predicted 
high  risk  for  systemic  relapse  would 
undergo  allogeneic  BMT  in  first  CR. 

PROGNOSIS  AND  FUTURE 
DIRECTIONS 

The  initial  reports  in  adult  ALL  have 
projected  cure  rates  of  50%  to  60% 
with  intensive  induction-mainte- 
nance-consolidation regimens.  In 
these  studies,  selected  populations  of 
younger  patients  were  treated  and  cer- 
tain high-risk  categories  such  as  Ph- 
positive  and  B-cell  ALL  were  excluded 
(Table  6).  Subsequent  updates  in 
which  less  selected  groups  were  treat- 
ed showed  long-term,  disease-free  sur- 
vival rates  of  20%  to  35%. 

Wliile  adult  ALL  prognosis  has  im- 
proved, investigational  approaches 
should  be  designed  to  enhance  the 
current  cure  rates.  These  include  the 
use  of  growth  factors  as  part  of  inten- 
sified induction-consolidation  regi- 
mens, the  development  of  increased 
dose-intensity  programs,  the  judicious 
use  of  allogeneic  BMT  in  patients  at 
high  risk  for  systemic  relapse,  improv- 
ing autologous  BMT  therapy  (condi- 
tioning regimens  and  marrow  purg- 
ing), and  the  discovery  of  new 
effective  anti-ALL  drugs.  Because 
adult  ALL  is  a rare  disorder,  accelerat- 
ing the  discoveries  that  may  have  an 
impact  on  prognosis  requires  the  refer- 
ral and  entry  of  these  patients  into  in- 
vestigational protocols  rather  than 
treatment  with  conventional  strategies. 
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Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photographs, 
with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  author’s  name,  and  title  of 
article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOU.SLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check 
before  publication.  After  the  article  is  sent  to  the  printer,  only  minimal  re- 
vision may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  Section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed 
articles  automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the  ex- 
ecutive editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  executive  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association, 
40 1 W 1 5th  St,  Austin,  TX  7870 1 . 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinolog)’-Allerg\'*Nutrition*Siress) 

Established  in  1984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatnient  outlined  & published  in  International  Rhinoiogy  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  wc  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine.  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-rclax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwv.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston.  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue.  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  ol  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks,  R.R  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 

Suite  403,  West  Houston  Doctors  Center.  I212I  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential.  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas.  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6410  Fannin,  Suite  470,  Houston,  Texas  77030 
(713)  797-2732  FAX:  (713)  793-571 1 

The  University  Center  for  Pain  Medicine  is  a multidisciplinary  center  which  offers 
comprehensive  treatment  options  for  acute,  subacute,  chronic  pain,  and  cancer  pain 
patients.  The  Pain  Center  utilizes  such  services  as  physical  therapy,  occupational  therapy, 
biofeedback,  relaxation,  and  psychological  counseling  in  conjunction  with  nerve  blockade 
and  ablation  techniques  to  treat  the  various  components  of  the  patient’s  pain  syndrome. 

Gordon  Irving,  MD 
Medical  Director 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the  treatment  of 
patients  with  chronic  pain.  The  therapeutical  modalities  include  noninvasive  techniques 
(such  as  psychological  counseling,  biofeedback,  relaxation,  physical  therapy,  etc.)  and 
invasive  techniques  (such  as  nerve  blocks,  neurolytic  procedures,  cryoneurolysis,  radio- 
frequency lesioning,  implantation  ol  epidural  dorsal  column  stimulators  and  of  intrathecal 
opioid  delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Vladimir  Redko,  MD  Michael  T.  McCann,  MD 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306.  Dallas.  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may  occur  in  all  spe- 
cialty fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofeed- 
back. stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomaces  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 
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KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building.  Suite  812,  Harry  Hines  Blvd., 

Dallas,  Texas  7S23S;  214  631-7488 

Medical  Cirv  Dallas,  Suite  C'260,  7777  Forest  Lane,  Dallas,  Texas 
^5230:  214'661-4707 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  &C  Hand 

Landry  Towers.  41 1 North  Washington.  Suite  7000.  Dallas.  Texas  75246:  (214)  823-7090 

Medical  Ciry  Dallas  11,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD.  Deceased 
Joe  Ellis  Wheeler.  MD 
George  E Cravens,  MD 

1319  Summit  Avenue,  Fore  Worth.  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  C'ltanek.  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  oF  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth.  Texas  76104;  817  332-6200 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthcopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
WZ.  Burkhead,  Jr.,  MD 
A Professional  Association 

2909  Lemmon  Ave..  Dallas.  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD.  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  1.  Mackey.  MD,  PA 
Stephen  L.  Brotherton.  MD 
Joseph  C.  Milne,  ML9 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

lohn  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart.  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MFi)  Kurt  W Rathjen,  MD 

Phillip  E.  Hansen,  ML9 

Orthopedic  Surgery 

Landrv  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  Citv  Dallas  II,  7777  Forest  Lane.  Suite  Bl  16 
Dallas,  Texas  75230;  214  661-7010 

ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  & Di.seases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MO 

8345  Walnut  Hill  Lane,  .Suite  105,  ITillas  75231;  214  360-4361 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett.  MD 
Daniel  E.  Cooper.  MD 
Paul  C.  Peters,  Jr.,  MD 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1  153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton.  El  Paso.  Texas  79902;  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1330  N.  Beckley.  Suite  103,  Dallas,  Texas  75203 
Office:  214-942-2007  Fax;  214-942-8742 


62 


TEXAS  MEDICINE  ★ JANUARY  I994 


Texas  Physicians’  Directory 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

S‘)2{)  l-orCNt  Park  Road.  Suite  600.  I')allas,  TX  7523^.  2U-33O-7S00 


Samuel  M.  Bicrncr.  M13 
C'harles  B.  C'ook.  MO 
Kenneth  Driggs.  MD 
Kevin  Gill.  MO 
Phillip  M.Gtaehl.  MD 
Joseph  G.  lacko.  MD 
I . r.  lohnson,  MD,  FAC^S 
Richard  E.  Jones.  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomerv,  MD 
c:harlcsE.  Ncaglelll.  MD 
lames  I..  Ough,  MD 
Scott  O.  Paschal.  MD 
R.  Craig  Saunders,  ML3 
Marvin  E,  Van  Hal,  MD 


2001  N.  Mac’Xrthur  Boulevard,  <^340,  Irving.  EX  75061.  2Ht-254-8000 

Robert  E.  Bavless.  MD  Mark  S.  Greenberg.  MD 

Charles  E.  Cook.  MD  .Marvin  E.  Van  Hal.  .MD 

Bruce  M.  Faust,  MI')  George  Ci.  Susat,  MD 

4333  N.  josey,  Pla/a  I-Suitc  102.  Carrollton.  I'X  75010,  2I4'492'1334 


Craig  W.  Goodhart.  MD  Glenn  S.  Wheelcss.  MD 

Phillip  M.  Graehl.  MD 

9 Medical  Parkway.  Plaza  IV-Suite  308,  Farmers  Branch.  TX  75234.  2 14-24 1 -54^*6 


Craig  W.  Goodhart,  MD  Cilenn  S.  Wheeless,  MD 

Phillip  M,  Graehl.  MD 

3500  130,  Bldg  C #101.  Mesquite.  TX  7S150.  214-682-1307 

Charles  Mitchell.  MD  E.  T.  Johnson.  MD 


1010  N Belt  Line  Road,  Suite  101 , Mesquite,  I X 75 1 49.  214-288-4429 
Cary  Tanamachi.  ML9  Terry  M,  Sobey,  MD 

1305  Airport  Freeway.  Suite  121.  Bedford,  TX  76201 . 817-545-2596 


R.  Craig  Saunders.  MD 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomatc  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  (dinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Urology 


MICROSURGICAL  VASECTOMY  REVERSAL 
WITH  MONEYBACK  GUARANTEE 

Donjld  R,  Pohl,  MD 
Diplomatc  American  Board  of  Urology 
11811  N.  Freeway,  Suite  61 0 
Houston,  TX  77060 
Telephone:  (713)  REVERSE 


DIRE’CTORV  RATES  & DATA:  Space  is  avaiLible  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot- 
son.  TEXAS  MEDICINE.  401  West  15th,  Austin.  Texas  78701 . Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Pediatric  Ophthalmology 


Advertising  Directory 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420.  Fort  Worth,  Fexas  76104.7304 
(817)  336-0000,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomatc  American  Board  of  Physical  Medicine  &:  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and  outpatients  and  for 


children  and  adults.  Specialized  programs  are: 

Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Brain  Injurv'  (The  Challenge  Program) 
Outpatient  Services 

Accredited  by:  Joint  Commission  on  Accreditation 
Accreditation  of  Rehabilitation  Facilities 


Pediatric  (Inpatienc/Day  Hospital) 

Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 
of  Healthcare  Organizations.  Commission  on 
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Opportunities  Available 


336-8600  or  write  Emergency  Medicine  Consultants,  PA, 
1525  Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


Anesthesiology 

Anesthesiology  Residency  positions  available  in  busy, 
academically  oriented  department.  Must  have  completed 
clinical  base  year  requirements  for  CA-1  positions  to  start 
July  1.  1994.  Unexpected  openings  available  at  this  time 
for  CA-2  level.  Delightful  community  within  driving  dis- 
tance of  skiing,  etc.  Contact  Edward  Wilson,  M.D.,  Resi- 
dency Program  Coordinator,  or  Gabor  Racz,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Anesthesiology, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
Texas,  79430.  (806)  743-2981,  Fax  (806)  743-2984.  Texas 
Tech  University  and  Texas  Tech  University  HSC  are  equal 
opportunity/affirmative  action  employers. 


Cardiology 

Two  board  certified  cardiologists  arc  seeking  board 
certified/board  eligible  cardiologist  for  invasive/non-inva- 
sive  practice  in  southwest  Houston.  Please  call  (713)  491- 
3335  or  send  CV  to  Lillian  O Neil,  1111  Hwy  6,  Suite 
18,  Sugar  Land,  TX  77478. 

Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians; 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 


8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 


If  you’re  drawn  to  the  adventure  ol  the  wild  west,  we  can 
help  you  get  there.  Emergency  Medicine  practice  opportu- 
nities available  in  the  Panhandle  of  Texas.  Volumes  range 
from  2,000  to  45,000  with  remuneration  competitively 
set.  For  more  information,  contact  Cheryl  Grimm  at  1- 
800-745-5402  or  send/fax  CV  to  Coastal  Emergency  Ser- 
vices of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite  500,  Dept. 
SJA,  Dallas,  TX  75234.  FAX:  214-484-4395. 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call  817- 


Opportunity  is 
Knocking  For 
Emergency 
Medicine  & 
Primary  Care 
Physicians 


Coastal  is  a group  of  career  emergency  medicine 
specialists  who  combine  high  standards  in 
physician  staffing  with  expertise  in  emergency 
department  management.  We  offer  outstanding 
opportunities  for  qualified  physicians  with 
lucrative  remuneration  and  flexible  scheduling. 


Call  today  or  send  your  CV  for  Opportunities 
in; 

O Dallas  O East  Texas 

O Gulf  Coast  Area  O Hill  Country 
O Houston  O Rio  Grande  Valley 


^COASTAL  EMERGENCY  SERVICES.  P.A. 

3010  LBJ  Freeway,  Suite  500,  LB43 
Dallas,  Texas  75234-2709 
Phone:  1-800-745-4502 
Fax:  214-484-4395 
Attn:  Lori  S.  Clav,  AVP 
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Peaceful,  tree-lined  roads  lead  to  Emergency  Medicine 
i practice  opportunities  in  East  Texas.  Whether  you  re  look- 
I ing  for  a new,  state-of-the-art  ED  with  8,000  annual  visits 
or  a faster  paced  suburban  hospital  with  14,000  visits  per 
year,  we  can  help  you  find  the  place  that  suits  you  and 
your  family.  Remuneration  ranges  from  $91,000  to 
$121,000.  For  more  details,  contact  Cheryl  Grimm  at  1- 
800-745-5402  or  send/fax  CV  to  Coastal  Emergency  Ser- 
vices of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite  500,  Dept. 
SJA.  Dallas,  TX  75234.  FAX:  214-484-4395. 


^ Colorado  Springs,  Colorado  ^ 

Progressive,  growth  oriented  physician-owned 
freestanding  urgent/occupational  medical  network 
located  at  the  base  of  Pikes  Peak  in  Colorful 


Colorado  Springs,  CO.  is  seeking  full  and  part-time 
BC/BE  MED’s  to  come  enjoy  the  good  life.  Four 
days  per  week  - NO  NIGHTS/HOSPITAL. 
Excellent  salary  plus  bonus.  Outstanding  benefits 
package,  including:  Malpractice  insurance,  CME 
benefits,  vacation,  and  health  benefits  plan.  Please 
send  CV  to  Robert  S.  Hamilton,  MD,  4520 
Northpark  Dr.,  Colorado  Springs,  CO  80918  or  call 
Susie  Pearce 


719/527-2959,  or  719/594-0046. 


San  Angelo  — Outstanding  opportunity  in  minor 
emergency/fimily  practice  clinics.  Guaranteed  $100,000 
for  4-day  week,  13  hr  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 


San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work 
in  the  emergency  departments  of  a prestigious  four  hospi- 
tal system.  This  system  consists  of  four  Level  II  full-service 
community  hospitals  with  an  excellent  medical  and  nurs- 
ing staff,  double  and  triple  coverage,  and  dictation  system. 
Total  ED  volume  of  95,000  annually.  Fee-for-service 
remuneration  of  $155,000-$205,000  per  year.  Physicians 
must  be  Board  Certified  or  residency  trained  in  Emer- 
gency Medicine  or  a primary  care  specialty.  Please  send 
CV  to  Tom  Tidwell,  Emergency  Physicians  Affiliates, 
8700  Crownhill,  Suite  #600-A,  San  Antonio,  Texas 
78209-1130  or  call  (210)  822-9860  for  more  information. 

Texas,  Conroe;  Emergency  Medicine  opportunity  avail- 
able for  Board  Certified  Primary  Care  or  Emergency  physi- 
cian just  45  minutes  north  of  Houston  and  l'/2  hours 
north  of  the  Gulf  of  Mexico.  36,000  annual  ED  visits. 
Remuneration  starting  at  $85  per  hour.  For  further  details, 
call  Victoria  Spillane  at  1-800-745-5402  or  send  your  CV 
to  Coastal  Emergency  Services,  P.A.,  3010  LBJ  Freeway, 
Suite  500.  LB  #43,  Dept.  SJA,  Dallas,  TX  75234-2709. 


Family/General  Practice 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc.,  a feder- 
ally funded  community  health  center,  located  at  3 10 
W.  Oaldawn,  Pleasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  2 1 0-569-2527. 


Family  Practice  doctor  needed  for  county  seat  commu- 
nity of  Spearman,  Texas.  Pheasant  capital  of  Texas.  Mod- 
ern facilities  with  28  bed  hospital  and  84  bed  nursing 
home  attached.  For  complete  information  concerning  this 
opportunity,  call  jerry  Lewis  ot  The  Lewis  Group  at  1- 
800-666-1377. 


Chief  of  Staff  needed  to  supervise  the 
medical  operation  of  a university  health 
center  in  conjunction  with  the  practice  of 
medicine.  Requirements:  Graduation  from 
an  accredited  medical  school,  Texas 
license,  Board  certification  in  Family 
Practice  or  Internal  Medicine,  and  five  or 
more  years  experience  in  a primary  care 
practice.  Excellent  benefits. 

Contact  Sheila  Meyer,  Director,  University  of 
North  Texas  Student  Hesilth  Center,  P.O.  Box  5158, 
Denton,  TX  70203,  817-565-2786. 

Equal  Opportunity/Affirmative  Action  Employer. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  afFili- 
ate  of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
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cure,  and  research.  Send  C.\'.,  cover  letter,  and  3 letters  ol 
reference  to  D.  Clitlord  Burross.  MD.  Wichita  Falls  Fam- 
ily Practice  Residency  Prt^gram.  13BI  I bird  St..  'X'iehita 
Falls,  TX  76301.  An  F.qual  Opportunity  Hmployer. 


HOUSTON/DALLAS 

PHYSICIANS 

IMMEDIATE  POSITIONS 

for  BC/BE  physicians  (Int. 
Med.,  F.P.,  Peds)  now  available 
in  our  large  managed  care 
practice.  We  are  a rapidly 
expanding  network  of  health 
care  centers  throughout  the 
greater  Houston /Dallas  areas. 
Our  starting  salaries  average 
$135K-$150K  for  full-time  sta- 
tus. Enjoy  flexible  hours  and 
great  health  benefits.  A nice 
place  to  work.  All  residents 
are  welcome. 

Call  Joni  Taylor  at  1-800-633- 
2373,  ext.  283  or  fax  your  CV 
to  1-800-635-8906  to  arrange 

an  immediate  local  interview. 


i DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


BE/BC  FP  doctor  needed  for  ambulatory  care  clinic  near 
Austin.  No  night  or  hospital  call.  Part-time  or  full-time. 
For  further  information,  call  Jerry  Lewis,  The  Lewis 
Group,  (800)  666-1377. 


TEXAS  —Modern  minor  emergency/ambulatory 
care  centers  seekino  well-rounded  practitioner  for 
expansion  in  Central  Texas.  Generous  modified  fee- 
for-service  income  packaoe  with  superior  professional 
liability  insurance  included  Must  have  good  experience 
in  family  medicine.  Industrial  medicine  experience  help- 
ful. Send  CV  or  call  Keith  D.  Williams,  MD,  3305  North 
Third,  Ste.  304,  Abilene,  TX  79603,  (915)676-3023. 


San  Antonio  — Managed  Care  organization  seeking  FPs 
for  ambulatory  and  urgent  care  settings.  Competitive 
salaries  plus  benefits.  For  details,  contact  Practice  Dynam- 
ics, 11222  Richmond,  Suite  125,  Houston,  TX  77082; 
(800)  933-09 1 1 or  (7 1 3)  53 1 -09 1 1 . 


CORRECTIONAL 

HEALTHCARE 


M 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 

Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
RO.  Box  99  Personnel  Office 
Huntsville,  TX  77342 





Austin.  TX — Needed:  F/P  or  G/P  Physician 
for  full  or  part-time  to  staff  a free  standing 
primary/urgent  care/occupational  medicine 
facility.  Remuneration  commensurate  with 
experience.  Send  CV  to  Austin  MediCenter, 
c/o  Matthew  Vail,  MD,  Medical  Director, 
6343  Cameron  Road,  Austin,  TX  78723 
or  call  467-2052, 


Family  Practice/Texas  — Do  you  want  quality  of  life,  low 
cost  of  living,  and  a yearly  average  temperature  of  65”? 
Come  live  in  a community  with  no  state  income  tax.  great 
weather,  and  a richness  of  pride  and  heritage.  Enjoy  metro 
amenities,  $130,000  net  + benefits,  no  hassles,  no  stress, 
and  no  OB  required!  This  is  a solid,  hassle-free  opportunity 
with  unlimited  income  potential  in  a 100.000-f  population 
community.  Please  contact  David  Gillan,  Harris  Kovacs 
Alderman  at  (800)  677-7987,  ext.  3-392.  or  fax  C.V.  to 
(800)  440-2676.  Your  inquiry  will  be  kept  confidential. 
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Family/General  Practice 

Where  Family 
Practice  Physicians 
come  for  special 
treatment. 

As  one  of  the  nation’s  oldest  and  largest  managed 
health  care  companies,  CIGNA  Healthcare  under- 
stands what  it  takes  to  help  physicians  make  the 
most  of  their  time.  Office  management,  staffing  and 
a host  of  other  time-consuming  administrative  duties  which  often  interfere  with 
patient  care,  are  handled  efficiently  by  a team  of  CIGNA  administrative 
professionals.  Physicians  find  that  the  CIGNA  environment  enables  them  to 
have  more  personal  time,  too.  Since  we  handle  administration,  claims,  billing 
and  more,  it  allows  our  physicians  time  for  family  and  triends. 

We  are  currently  seeking  Family  Practice  Physicians  for 

Dallas  Houston 

CIGNA  Healthcare  offers  a highly  competitive  compensation  and  benefits 
package,  paid  malpractice  insurance,  CME,  401 K and  more.  To  learn  about 
becoming  a CIGNA  Healthcare  physician,  call  or  send  your  CV  to:  CIGNA 
Healthcare  of  TX,  Inc.,  Physician  Recruitment,  600  E.  Las  Colinas  Blvd., 
Suite  1100,  Irving,  TX  75039,  (214)  401-5302.  EOE. 


CIGNA  Healthcare 

A Business  of  Caring. 


AUSTIN  AREA  OUTPATIENT  CLINIC 

Enjoy  a country  practice  with  down-to-earth,  loyal 
patients  in  a practice  with  strictly  controlled  hours. 
Two  well-established  family  practitioners  located 
25  minutes  from  UT,  are  seeking  a third  physician 
for  outpatient  practice.  Part-time  available,  20  hours 
per  week.  Salary  guarantee  offered,  leading  to  a 
partnership  in  two  years  if  desired.  For  details, 
please  send  CV  or  call: 

SETON  MEDICAL  CENTER 

Physician  Recruiter  • 1201 W.  38th  Street  • Austin,  Texas  78705 
(512)323-1000, Ext.7946  Fax:(512)323-1972 


FAMILY  PRACTICE  PHYSICIANS 

Well-established  family  practice  clinic, 
located  in  the  Texas  Medical  Center  for  23 
years,  has  need  for  additional  physicians. 
Experience  should  include:  minor  surgery, 
hypertension,  cardiovascular  disease,  meta- 
bolic disorders,  orthopedics,  gynecology, 
and  sigmoidoscopy.  Knowledge  of  x-ray 
interpretations  needed. 

This  5,623  sq.  ft.  state-of-the-art  clinic  is 
completely  staffed  and  has  a diverse 
I patient  flow.  Interested  individuals  should 
reply  in  confidence  to: 

! Clinic  Administrator,  ^i^421 

P.O.  Box  25914 
Houston,  TX  77265-5914 


Internal  Medicine 

Internist:  Fort  Worth,  Texas 

BE/BC— 12  MD  Group — Downtown  location — 
No  Management  Headaches — No  up  front 
cash — Guaranteed  salary  & benefits,  plus  bonus 
! incentive  for  1st  2 years — Leon  Schroeder, 
Administrator,  The  Fort  Worth  Clinic,  P.A., 
i 1221  West  Lancaster  Avenue,  Fort  Worth,  TX 
76102,  817-336-7191,  Fax  817-332-8076. 

Houston  — Private  practice  multispecialty  group  needs 
internist  to  meet  continued  growth.  For  details,  contact 
Practice  Dynamics,  11222  Richmond,  Suite  125,  Hous- 
ton. TX  77082;  (800)  933-0911  or  (713)  531-0911. 


VACANCY  EXISTS  — At  the  VA  Medical 
Center  in  Marlin,  Texas,  for  a board  certified/board 
eligible  Internist  interested  in  noninvasive 
Cardiology.  The  Medical  Center  is  a 184-bed  facili- 
ty affiliated  with  Texas  A&M  College  of  Medicine. 
Marlin  is  located  in  central  Texas  between  Dallas 
and  Austin.  Salary  range  $66,609-$86,589;  plus 
$9,000-$34,000  Special  Pay.  40-hour  week.  Send 
CV  to  lone  Barker,  Personnel  Management 
Specialist,  Thomas  T.  Connally  VA  Medical 
Center,  1016  Ward  Street,  Marlin,  TX  76661,  or 
call  1 800-827-2004.  Equal  Oppominity  Employer. 
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Look  for  exciting  news-Comii^  socxi 
from  The  TEX^  Specialists! 


CARDIOLOGY 


NORTHEAST  TEXAS 

Major  cardiology  group  seeks  BE/BC  associate  for 
practice  in  NE  Texas  community.  Referral  area  of 
200.000.  Modern  medical  facilities  in  town  with  more 
than  100  physicians.  Progressive,  family-oriented 
community  with  strong  diversified  economy,  excellent 
schools.  Many  social  and  recreational  opportunities. 
Full  back  up  and  call  coverage;  generous 
compensation  and  benefits  to  high  caliber  physician. 
Contact:  Vicki  Truitt. 


DERMATOLOGY 


NORTHEAST  TEXAS 

Within  30-minutes  of  Dallas/Fort  Worth  Metroplex, 
this  16  year-old  dermatology  practice  averages  30  to 
50  patients  per  day  and  90  new  patients  per  month. 
Located  in  a 3,300  sq.  ft.,  nine  year-old  medical 
building  designed  to  accommodate  two 
dermatologists.  Current  physician  plans  early 
[retirement  and  offers  pracfice  for  sale.  Building 
available  for  sale  or  lease. 

Confact:  Barry  Strittmatter. 


[EMERGENCY  MEDICINE 


FORT  WORTH  ,,  \ 

Listen  to  this!  Ten  or  elevenJf^our'^hifts  per  month 
with  salary  andj::eiTrptetey^\tg5ts  Trackage  worth  at 
ileast  $122rOtf-10Al\py\;WTO  have  multiple  positions 
[and  an  irnmedi^-fl^d.  Call  today. 

Contact:  VtcRTTruitt. 


progressive,  northeast  Texas  town  of  27,000.  Family 
oriented  community  with  strong,  diversified  economy, 
excellenf  schools.  Many  social  and  recreafional 
opporfunities.  Modern,  200-bed  hospifal.  Easy 
access  fo  Dallas/Forf  Worfh.  Compefitive  incentive 
package  to  qualified  physician.  Contact:  Vicki  Truitt, 

EAST  TEXAS 

A financially  sound,  48-bed  hospifal  seeks  board 
certified  (or  eligible  pursuing  cerfification)  family 
physician  fo  establish  a solo  practice.  Call  sharing 
and  coverage  is  available  from  ofher  family 
physicians  in  the  community.  This  beautiful  rural 
community  is  a recreational  mecca:  hunting,  fishing, 
water  sports,  camping,  etc.  Competitive  incentive 
package  to  qualified  physician. 

Contacf:  Barry  Sfrittmatter. 

FORT  WORTH 

Hassle-free  practice!  Large  family  practice  group 
seeks  Spanish-speaking  physicians  for  office  based 
practice  in  community  clinic.  Forty-hour  work  week; 
no  evenings  or  weekend  call.  Excellent  salary  and 
generous  benefits.  Call  for  details.  Contact:  Vicki  Truitt. 

PANHANDLE 

Texas  community  of  8,000  (service  area  20,000) 
seeks  addifional  BC  FP  for  solo  practice  (with  or 
without  OB).  Shared  call  with  two  well-trained  BC 
FPs.  New  hospital,  sound  economy,  good  schools. 
Excellent  quality  of  life.  Abundanf  outdoor 
recreational  opportunities  available.  Generous 
incentive  package  including  income  guarantee, 
relocation,  office  space  and  more.  Contacf:  Jim  Truitt. 


ORTHOPEDIC  SURGpR  Y , ; 


NORT  It  CENTRAL  TEXAS 

Near  Dallas  - Excellent  private  practice  opportunity  in 
smaller  community  with  easy  access  to  amenities  of 
major  Metropolitan  area.  Well-equipped  93-bed 
hospital  affiliated  with  premier  health  care  system. 
Practice  options  include  solo  with  call  coverage  or 
single  specialty  group.  Outstanding  income  potential: 
quality  life  sfyle.  Incentive  package. 

Contact:  Jim  Truitt. 


OTOLARYNGOLOGY 


NORTH  EAST  TEXAS 

ENT  needed  for  communify  of  27,000  (referral  area 
200,000).  Pretfy  fown;  good  schools;  lofs  of  social 
and  recreafional  amenities.  Good  hospitals;  share 
call  with  recently  trained,  BC  ENT.  Competitive 
incentive  package  offered  to  qualified  physician. 
Contact:  Vicki  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 
American-trained,  BC  pediatricians  seek  compatible 
associate  for  single-specialty  practice.  Fourway, 
shared  call.  Ultra-modern  hospital  with  new.  Level  II 
nursery  and  designated  pediatric  unit.  Generous 
income  and  benefits;  provider  network.  Attractive 
area  with  easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediatricians 
seek  fourth  associate  for  group  pracfice  in  attractive 
community  of  27,000  (referral  area  of  200,000). 
Progressive,  family  oriented  community  with  strong, 
diversified  economy;  excellent  schools.  Social  and 
recreational  opportunities  abound.  Modern  hospital 
with  Level  II  nursery  and  designated  pediatric  care 
unit.  Shared  call;  excellent  income  and  benefits;  early 
partnership:  provider  network.  Contact.  Vicki  Truitt. 


FAMILY  PRACTICE 


! NORTH  CENTRAL  TEXAS 
Popular  location,  recreational  paradise!  Need  two 
more  FPs  to  offer  full  range  of  family' rbedicine  in  town 
of  21,000;  easy  accegs-tb^^UpTSs/F^t  Worth.  OB 
optional.  UltraiK!^nA2CTj[J^dHibspital.  Excellent 
referral  bsfe  ai^^afckap 'Shared  call.  Generous 
incentive  packager^his  opportunity  has  it  all! 

Contact:  VicIoTruitt. 

NORTH  CENTRAL  TEXAS 
Family  physicians  needed.  Practice  with  established 
primary  care  group,  or  independently  with  shared  call. 
No  OB.  Interest  in  pediatrics  a plus.  Attractive,  well- 
equipped,  56-bed  hospital.  Competitive  incentive 
package.  Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 
Additional  family  physicians  needed  for  community  of 
14,000  in  strategic  location  (within  one  hour  of 
Dailas/Fort  Worth).  Modern,  88-bed  hospital;  OB 
loptional.  Four-way  call  sharing  Incentive  package, 
nice  opportunity!  Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified,  recently  trained  family  physicians 
jare  seeking  additional  family  physician  for  associate 
ipractice  (or  solo  sharing  call)  in  small  university  town 
within  one  hour  of  D/FW  Metroplex.  No  OB.  Great 
life  style  among  sophisticated  population  without  the 
hassles  of,  but  access  to,  a large  city.  Lots  of 
recreational  and  social  amenities.  Generous 
mcentive  package  from  community  hospital  to 
qualified  doctor.  Contact:  Barry  Strittmatter. 

NORTHEAST  TEXAS 

Recently  trained,  board  certified  family  physician 
seeks  compatible  associate  for  practice  in 


INTERNAL  MEDICINE 


NORTH  CENTRAL  TEXAS 
Fifth  internist  needed  to  accommodate  heavy  patient 
demand  in  popular  community  of  -2’L000  (primary 
service  area  of  95,000-r)j^p^^^^ess\o  Dallas/Fort 
Worth.  Routine,  fiye-Wayic^^^^pgr'extraordinary, 
200-bed  hospifaT-^Silivea^tw^services:  outstanding 
backup  from  o^^r''specialties.  Pretty  area; 
recreationaK-ofiportunities  abound.  Nice  place  to 
practice;  generous  incentive  package. 

Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Uniquely  outstanding  opportunity  with  dynamic  group 
of  four  medical  and  four  radiation  oncologists  who 
seek  fifth  medical  oncologist  for  group  practice. 
Salary,  plus  bonus  and  excellent  benefits.  Practice 
with  a top-notch  group  and  enjoy  a life  style  in  a city 
offering  an  abundance  of  amenities.  Call  for  more 
specific  details.  Contact:  Jim  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTH  CENTRAL  TEXAS 
Don't  compromise  quality  of  practice  or  quality  of  life. 
If  you’ve  wanted  a small  town  environment  for  your 
family,  but  didn't  want  to  risk  giving  up  good  call 
coverage  or  hospital  support  of  obstetrical  services, 
there  is  a community  of  14,  000  (within  45  minutes  of 
Dallas/Fort  Worth  Metroplex)  that's  looking  for  you! 
High  quality  support  services,  including  call  coverage 
from  recently-trained  OB/GYN.  Strategic,  accessible 
north  central  Texas.  Many  attractive  features; 
compefitive  incentive  package.  Call  for  details. 
Contact:  Vicki  Truitt. 


Please  call  for  additional  listings. 


DALLAS/FORT  WORTH  METROPLEX 
BC  physician  seeks  associate  in  the  heart  of  the 
Dallas/Fort  Worth  growth  area.  Extremely  desirable 
location;  affluent  patient  base.  Undemanding,  three- 
way  shared  call  coverage:  competitive  incentive 
package.  Call  for  more  details.  Contact:  Vicki  Truitt. 


Physician  Search  & Placement 

Medical  Practice  Establishment, 
Appraisal,  Brokerage  & 
Management  Consulting 


Physician 
Resource 
Network. 


1342  Johnson  Road 
Keller,  Texas  76248-4205 

1-800-525-6055  / (817)431-9679 
Metro  (817)  379-5727 
FAX  (817)  431-2317 


Endorsed  by  the  Texas  Medical  Association 
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Locum  Tenens 


PHY^CIANS 

Inlimited 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


5040  Post  Oak  BKcl,  Suite  500 
Htviistim*  Texas  770^6 
715-247-W25  • I -800-227-05 16 


nm  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 

ISSUE  DEADLINE 

March  1994 February  1, 1994 

April  1994 March  1, 1994 

May  1994 April  1,1994 

June  1994 May  2,1994 

July  1994 June  1, 1994 


"I’m  practicing  medicine  the  way 
I think  it  should  be  practiced, 
sans  the  paperwork  and 
administrative  ov'erload.  ’ 

Owen  Brodie,  MD,  joined 
CompHealth’s  locum  tenens 
medical  staLL  in  1989,  after  21 
years  in  private  practice. 

Since  then  he’s  worked  in 
temporary  assignments  in 
state  facilities,  filled  in  for 
attending  physicians,  covered 
for  private  practitioners 
across  the  country. 

A pilot.  A historian.  A 
board-certified  psychiatrist. 

Southern  to  a fault. 

Owen  Brodie  knows... 


It  s a great  way  to 
practice  medicine 

CompHeallh 


Locum  Ten 

E N S 

1-800-453-3030 

Salt  Lake  CiU'  ■ .Atlanta  ■ Grand  Rapids.  Mich. 

CLASSIFIED  ADVERTISING  CATEGORIES 

Hematology 

Internal  Medicine 
Locum  Tenens 
Neonatology 

Neurology 

Neurosurgery 

Occup.  Medicine 
Ob/Gyn 

Oncology 

Ophthalmology 

Ortho/Ortho  Surg. 

Otolaryngology 

Pathology 

Pediatrics 

Phys.  Med./Rehab 
Plastic  Surgery 
Psychiatry 

Radiology 

Rheumatology 

Urology 

Entertainment 

Medical  Equip. 

Office  Space 

Practices 

Property 

Travel 

Vacation  Homes 

Cont.  Education 

Business  & Financial 
Services 

Aller.  & Immune. 
Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 
Endocrinology 

Famlly/Gen  Pract 
Gastroenterology 
Geriatrics 

68 


TEXAS  MEDICINE  ★ JANUARY  1994 


Classified  Directory 


Locum  Tenens 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 . Chicago 

2.  Denver 

3.  Oakiand 

4.  Ventura 

5.  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atianta 

10.  Service 


Since  1979,  we've  approached  the 
locum  tenens  assignment  of  physicians 
quite  differently  from  the  competition.  Our 
nationwide  netw'ork  of  offices  offers 
assignments  free  from  any  hassles  to 
qualified  physicians  , we  do  the  homework 
- we  investigate  assignment  locations, 
interv  iew  personnel  with  whom  you'll  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  you  a “true  picture”  of  where  you're 
going  and  w'hat  to  expect. 

And  to  accompany  you  on  your  journey, 
we  provide  malpractice  insurance  on  an 
“occurrence"  basis. 


FOR  MORE  Information  Call:  1 -800-53  M 1 22 

Inf  ^Im. 

P HYSICIANS 

©Copyright  1993,  Interim  Services,  Inc. 

An  H&R  BLOCK©  Company 


Ob/Gyn 


OB/GYN 


For  a beautiful  "Norman  Rockwellesque" 
community  within  75  miles  of  D/FW. 
Hills,  lakes,  trees,  friendly  people, 
relaxed  life  style,  and  good  money. 


For  this  or  other  opportunities 
throughout  Texas: 


Call  or  Fax  C.V.  to  Mark  Bennett 
^(915)550-9096  Fax  (915)  362-321 


OB/GYN—  Join  rwo  board-cercific“(J  obstetricians  in  multi- 
specialty  group.  Equal  partnership  in  one  year.  Stable,  pro- 
gressive hospital  with  Level  II  nursery,  LDRP's.  Salary  guar- 
antee plus  productivity  incentive,  full  benefits.  Other  Texans 
have  relocated  to  this  community  of  25.000  in  Kansas 
horse/cattle  country.  Excellent  public  schools,  affordable 
homes  ranging  from  new  subdivisions  to  renovated  Victori- 
ans to  ranch  estates.  Call  Barb  Inselman,  1-800-533-0525. 
10983  Granada  #202,  Overland  Park,  KS  6621 1. 

Pediatrics 

Physician  needed  to  become  the  second  member  of  the 
Division  of  Adolescent  Medicine  at  The  University  of 
Texas-Houston  Medical  School.  Fellowship  training  and 
previous  academic  experience  preferred.  The  University  of 
Texas  is  an  Equal  Opportunity  Employer.  Women  and 
minorities  are  encouraged  to  apply.  Contact  Dr.  Will 
Risser,  Department  of  Pediatrics,  UT  Medical  School,  PO 
Box  20708,  Houston.  TX  77225-0708.  (713)  792-5330 
ext  3046. 

Ambulatory  clinics  near  Austin  looking  for  part- 
time/full-time  pediatricians.  No  hospital  or  night  calls.  For 
further  information,  contact  jerry  Lewis  1-800-666-1377. 

Pediatrics/Texas  — 100,000+  population  in  low  crime, 
safe  environment.  Community  has  an  abundance  of 
amenities  including  tremendous  educational  programs, 
four  universities,  preferred  shopping,  fishing,  and  golf. 
160-bed  hospital  with  four  OBs  and  a Neonatologist, 
building  a four  physician  group.  $150,000  take  home  + 
benefits  (two  years  in  a row!).  No  capitated  fees,  security, 
great  reimbursement.  If  you  are  looking  for  less  hassles  and 
less  stress,  this  is  THE  opportunity!  Please  contact  David 
Gillan,  Harris  Kovacs  Alderman,  800-677-7987,  ext  3- 
393,  or  fax  C.V.  to  800-440-2676.  Your  inquiry  will  be 
kept  confidential. 


Radiology 


K‘etD  A, 

Secoist)  opiMiow? 


its  iiME  For  R.iR 

800  523-9955 


RADIOLOGY 


Ijxiim  Tenens  • Permanent  Rr'cruitment  Spi’nallsl 


Urology 

ABILENE  — Any  BE/BC  urologist  interested  in  practicing 
in  West  Texas  is  invited  to  contact  1'.  Harrop  Miller,  M.D. 
at  6250  Regional  Plaza,  Suite  1000,  Abilene,  Tx.  79606. 


Other  Opportunities 

Opportunities  for  BC/BE  pediatrician  and  family 
physician  with  a primary  care  group  in  Austin.  Salary 
guarantee,  bonus  incentives,  and  complete  benefit  package 
including  malpractice.  Contact  Jean  Wiley,  PCA  Medical 
Group  of  Texas.  8303  MoPac,  Suite  137,  Austin.  TX 
78759.  (512)  338-6141;  Fax  (512)  338-6137. 
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Other  Opportunities 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 
$100,000 
$100,000 
$ 50,000 
$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modem  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


NO  NIGHT  CALL 
NO  EMERGENCY  ROOM  VISITS 
NO  HOSPITAL  ROUNDS 

La  Fe  Clinic,  a stable  and  growing  20  year  old  Community  Health  Center  located  in  El 
Paso,  Texas  is  recruiting  for  Pediatrics,  Family  Practice  and  Internists.  We  provide 
primary  health  care  services  for  a rewarding  and  ^preciative  patient  population.  We 
are  one  of  a few  community  health  clinics  in  the  United  States  to  be  accredited  by 
the  JCAHO.  Our  work  day  is  8:00  am.  - 5:00  p.m.,  Monday  - Friday.  Saturdays  from 
9:00  am.  - 1:00  p.m.  on  a rotating  basis.  You  can  have  a healthy  lifestyle  and  a pre- 
dictable calendar  year. 

If  you  are  interested  in  working  with  our  clinic. 

Please  contact:  Jose  L.  Rodriguez,  M.D.,  Medical  Director  at  (915)  5454550 

or  Salvador  Halcorta,  Executive  Director  at  (915)  534-7979. 


Physician  for  Nationwide  Travel  — Health  research 
organization  seeks  physician  for  National  Health  &C  Nutri- 
tion Examination  Survey  sponsored  by  the  US  Public 
Health  Service.  Individual  will  be  part  of  a large  medical 
team  conducting  health  examinations  in  government 
mobile  exam  centers  traveling  to  5 areas  of  the  US  through 
mid-October  1994.  Must  be  licensed  in  one  state.  FULL- 
TIME CONTINUOUS  TRAVEL  REQUIRED.  Com- 
petitive salary,  paid  malpractice,  per  diem,  car,  two  weeks 
paid  vacation,  holidays,  and  health,  life,  dental,  disability 
insurance  offered.  Call  Beverly  Geline,  (800)  937-8281, 
ext.  8248.  WESTAT,  INC,  Rockville.  Md.  EOE. 
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Other  Opportunities 


Dissatisfied  with 
your  practice? 


We’re  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic. 

You  don’t  need  to  answer  every  ad 
or  contact  numerous  recruiters. 
We  can  place  you  anywhere- 
lOOO’s  of  communities- 
every  size,  every  state! 


In  Texas: 

45+  cities 
Houston 
Corpus  Christi 
San  Antonio 
Dallas 
Beaumont 


Nationwide: 

750  cities 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  • References 

The  Curare  Group,  Inc. 

fflB'tir  (800)880-2028 

-C!/  Fax:(812)331-0659 


Medical  Equipment 

Two  404  gyn  exam  tables,  mobile  cryomedics  colpo- 
scope  with  light  source,  insufflator,  Wallach  cryosurgery 
unit.  Ritter  Speedclave  7,  Gomco  suction  pump,  Birtcher 
Hyfrecator  plus.  Midmark  blood  drawing  chair,  assorted 
small  gyn  instruments.  Make  offer.  Will  deliver.  Call  (817) 
773-0588. 

Practices 

For  Sale:  \'ery  busy  Medical  Clinic  in  Fort  Worth.  Mix  of 
Family  Practice,  Occupational  and  Emergency  Medicine. 
12.000+  clinic  visits  per  year.  Negotiable  terms.  Respond 
c/o  Texas  Medicine,  Ad  Box  817,  401  W.  15th  Street, 
Austin,  TX.  78701. 


HOUSTON  AREA 

Well  established  Internal  Medicine  practice 
available.  Physician  retiring.  Collections  in 
excess  of  270KA'r  with  doctor  presently  work- 
ing less  than  one-half  time.  Very  well  equipped 
1875  sq.  ft.  Medical  Building  with  X-ray  and 
Laboratory.  Building,  equipment  and  practice 
all  for  $275K.  ALL  OFFERS  CONSIDERED. 
GREAT  POTENTIAL. 

Respond:  Physician 
P.O.  Box  24244 
Houston,  Texas  77229-4244 


Continuing  Education 

2nd  Annual  Symposium  on  Perinatal  Medicine  and 
Nursing,  April  23-29,  1994,  South  Shore  Harbour 
Resort.  League  City,  Tex.  Presented  by  The  University  of 
Texas  Medical  Branch  at  Galveston.  Department  of 
Obstetrics  and  Gynecology,  (409)  772-6720.  CME  credit 
available. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234  & Associates 


B r o n s t e i n 


Business  and  Financial  Services 


REDUCED 

**AIRFARES**HOTELS 

Save  up  to  50%  on  all  your  Business 
and  Personal  trips  through  membership 
in  The  Business  Express  Travel 
Network! ! Airfare  is  200%  Guaranteed!! 

For  free  information,  call 

(214)  492-1309  Ext  1123# 
(Press  Pound  Key)  or  24  Hour  FAX 
(214)  394-4185. 

R.B.  Davis  Medical,  Inc. 

P.O.  Box  29308  - M 
Dallas,  Texas  75229 


Claim  Denials  cutting  into  your  income? 

Don’t  have  time  to  review  insurance  statements? 
We  can  help.  With  our  insurance  expertise,  we 
can  assist  you  in  increasing  cash  flow  through 
claim  appeals.  You  are  billed  only  on  additional 
income  generated. 

Medical  Office  Assistance  Group 
1-800-440-7623  or  214-412-1694 


Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  courte- 
ous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Adventure 


BEEIXI  IIXI  AIMY  GOOD 
DDGFIGHTG  LATELY? 


This  is  no  video  game!  You  will  fly  front  seat 
in  an  Air  Force  T-34. 

No  pilot  experience  needed.  With  a combat  pilot  behind  you, 
you'll  fly  an  air  combat  mission.  You  get  combat  flight  training, 
flight  gear,  a combat  mission,  debriefing,  and  a 4 camera. 
VHS  tape  of  your  dogfights  is  yours  to  keep 

TEXAS  AIR  ACES 

“Where  can  be  TOP  GUN  for  a day' ' 

1-800-544-ACES 


Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  u.scd  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 


5 to  9'  inches  $85/inch 

lO  to  I 9 inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  natural  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copv  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson.  Classified  Manager.  FEXAS 
MEDICINE.  401  West  15th,  Austin,  Texas  78701 . 
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Back  Talk 


Question: 


I’ve  initiated  a rural  health  clin- 
ic, and  I’ve  also  employed  a physi- 
cian assistant  so  that,  hopefully,  my 
patients  can  have  easier  access  to 
care.  I’m  concerned  about  what  re- 
form will  do  to  reimbursement,  es- 
pecially in  rural  areas.” 

Joe  Mendoza,  Jr,  MD,  42, 

solo  family  practice,  Seymour 

^ ^ I may  not  be  able  to  afford  to  be 
an  orthopedic  surgeon.  Orthopedic 
surgery  is  so  specialized,  and  we  are 
really  caught  in  the  middle  of  the  po- 
litical process.” 

Howard  Moore,  MD,  47, 

orthopedic  surgery,  group  practice,  Dallas 


I took  a break  from  private 
practice  to  have  a baby,  and  because 
of  the  changes  going  on,  I may  not  return.  One  reason  I 
went  into  medicine  is  I wanted  to  be  my  own  boss,  and 
that’s  becoming  increasingly  impossible.” 

Nina  Jo  Muse,  MD,  39, 

child  psychiatry,  on  hiatus  from  solo  practice,  Austin 

I am  trying  to  spend  more  time  discussing  this  with 
my  patients  to  let  them  know  the  concerns  of  the  practicing 
physician  so  they  may  be  more  on  our  side  when  it  comes  to 
influencing  health-care  legislation.  I have  not  made  any 
changes  in  my  practice  patterns.” 

William  N.  Elkins,  Jr,  MD,  51, 

internal  medicine,  group  practice,  Dallas 

I’m  71  now  and  getting  about  ready  to  retire,  so  it’s 
probably  not  going  to  affect  me  in  the  least.” 

Meredith  N.  Jensen,  MD,  71, 

general  surgery,  solo  practice,  Abilene 


What  changes 
have  you  made 
or  do  you  plan  to 
make  in  your 
medical  career 
as  a result  of 
health-system 
reform? 


I’m  much  less  apt  to  go  into  a 
solo  practice  and  more  likely  to 
choose  a practice  opportunity  where 
I stay  out  of  the  office  management 
part.  I’m  also  more  likely  to  go  into 
some  type  of  managed  care  plan.” 

David  A.  Valdez,  MD,  30, 

family  practice  resident.  Corpus  Christi 

^ ^ Here  in  our  clinic,  it  looks  like  we 
may  be  going  into  some  sort  of  a health 
maintenance  organization  before  it  s 
over.  We’d  like  to  keep  it  as  it  is,  but 
I’m  not  sure  how  that’s  going  to  work.” 

Frank  Cadenhead,  MD,  70, 

family  practice  with  his  son,  Wayne 
Cadenhead,  MD,  Haskell 


My  career  change  now  is  primar- 
ily to  do  with  my  running  for  a seat  in 
the  Texas  Legislature,  which  is  going  to  cut  deeply  into  my 
time  in  the  practice.  Anesthesiologists  are  so  specialized, 
many  would  find  it  impractical  to  go  back  and  do  primary 
care.  However,  we  are  expanding  our  practice  to  do  things 
we  hadn’t  done  in  the  past  — primarily  chronic  pain  man- 
agement. Despite  the  uncertainty,  my  group  is  expanding.” 

Kyle  Janek,  MD,  35, 

anesthesiology,  group  practice,  Houston 


CC 


It’s  too  soon  to  say  what  I’ll  do.  I’m  waiting  for  the 

If  it’s  bad,  I will  have  to  do 


governments  next  move, 
something.  But  medicine  is  what  I do,  and  money  isnt  so 
important  to  me,  anyway,  as  long  as  I don’t  go  hungry. 

Anh  My  Do,  52, 

solo  family  practice,  Dumas 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk.  401  W 1 5th  St.  Austin.  TX  78701.  or  fax  them  to 
(512)  370-1632. 
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The  Texas  Medical  Association  has  endorsed  Autoflex  Leasing  for  its 
integrity,  superior  service  record  and  flexible  leasing  plans . Volume 
buying  power  gives  Autoflex  the  edge  over  other  companies  and  brings 
all  the  benifits  to  you. 

Call  now  for  more  information  about  our  many  programs  specially 
created  for  TMA  members  and  enjoy  the  rewards  of  an  experienced 
company  ready  to  deliver  your  new  car. 

Call  1:800^634-1234  or  214^234'1234. 
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Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

GROUP  Plus 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidmce  of 
insurability  required. 


created  and  endorsed 
by  the  Texas  Medical 
Association. 


I 


TexasMedical 

Association 


2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 

3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


5.  TMA  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


Texas  Medical  Association 

Insurance  Trust 

401  w.  15ih  Street,  Austin,  TX  78701 


6. 


P.O.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
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Gender  Bender 

How  come  men  don't  go  to  the  doctor? 

Why  is  research  on  womens  health  behind  the  curve? 
Could  the  answers  have  anything  to  do  with  sugar  and 
spice  and  everything  nice,  or  snips  and  snails  and  puppy 
dog  tails?  Researchers  are  exploring  how  society’s 
preconceptions  about  the  sexes  ajfeet  the  practice 
of  medicine. 


Profile 

Philip  Alexander,  MD 

Classical  musician,  artist,  and  jewelry  maker, 
this  renaissance  physician  is  a work  in  progress. 
BY  BETH  GRADDY 


LEFT:  Kimberly  Yonkers,  MD,  an 
assistant  professor  of psychiatry  atid 
ohstetricslgynecolo^  at  The  University 
of  Texas  Southwestern  Medical  Center 
at  Dallas,  is  researching  the  metabo- 
lism of  progesterone  in  skin  fiberblasts 
before  it  passes  into  the  liver. 


Cover  illustration  ^^GRKG  CLARKt 


Law 

TMA  takes  aim 

against  deselection 14 

It’s  a Dear  John  letter  from  a betrothed  you  never  courted,  but  it  still  hurts. 

Physicians  who’ve  been  dropped  without  cause  are  challenging  the  deselection 
policies  of  some  managed  care  plans. 

BY  BETH  GRADDY 


Q&A:  Legislature  enacts  new  laws  against  fraud 
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Medical  Economics  ^ 

Medical  meccas 26 

When  the  sultan  of  Brunei  needs  medical  care,  he  doesn't  go  to  Vienna,  Boston, 
or  the  Mayo.  He  comes  to  Texas.  The  state’s  big  three  medical  centers  are 
achieving  world  prominence,  in  part  because  of  careful  marketing. 

BY  MARK  RICHARDSON 

Legislative  Affairs 

Musical  robes 

Justice  Lloyd  Doggetts  surprise  bid  for  the  US 
Congress  set  into  motion  a series  of  shifts 
in  the  Texas  Supreme  Court  race.  As  the 
dust  settles,  it  looks  like  good  and  bad  news  for 
organized  medicine. 

BY  KEN  ORTOLON 


Alliance  member  enters  appeals  court  race 


Public  Health 

“Urn,  er,  uh,  yeah  . . . 
whatever” 40 

Teenagers  have  many  fine  qualities,  we’re  sure,  but  polished  communication 
skills  aren’t  among  them.  Experts  share  their  secrets  on  how  to  successfully 
treat  adolescent  patients  who  are  less  than  candid  about  what  ails  them. 

BY  LAURA  J.  ALBRECHT 


The  Journal 49 

A physician’s  perspective  on  the  advantages  of  home  medical  care: 
the  other  side  of  case  management 

BY  JACQUELINE  S.  HART,  MD,  AND  KATHERINE  L.  REDDING,  RN-C,  CRNO 
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Focused  by  a collimator  helmet, 
narrow  beams  of  ionizing  gamma 
•'adiation  are  crossjired  through 
a target  within  the  cranium  to 
necrose,  thrombose,  or  inactivate 
abnormal  tissue. 


amma  Knife  radiosurgery 
doesn't  require  the  procedures 
of  conventional  craniotomy. 
Such  as  shaving  the  head.  Incising  and 
retracting  the  scalp.  Opening  the  skull. 
It’s  a less  invasive  form  of  neurosurgery 
that’s  appropriate  for  many  patients. 

Over  the  past  25  years,  this  unique 
treatment  modality  has  proven  effec- 
tive for  a variety  of  brain  disorders, 
including  AVMs,  meningiomas,  meta- 
static tumors,  and  acoustic  neuromas. 
It  requires  no  incision.  Only  local 
anesthetic.  And  most  patients  go  home 
the  next  day. 


The  advantages’  Less  risk  of  infec- 
tion or  bleeding.  Shorter  recovery.  Less 
costly  hospitalization.  No  hair  loss. 
Those  are  headaches  some  patients  can 
easily  do  without 
Physicians  at  Presbyterian  Hospital 
of  Dallas  have  used  the  gamma  knife 
successfully  for  more  than  three  years. 
It  represents  the  advanced  ejqjertise  in 
neurosdences  available  at  Presbyterian 
today.  For  more  information  or  patient 
referrals,  please  call  1-800-800-4PHD. 

Presbyterian 
Hospital  of  Dallas 

A Member  of  Presbylenan  Healthcare  System 
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Stauffer  Austin  Hate! 

Heaith-System  Reform: 
Influencing  the  Outcome 


Physician  involvement  is  critical  during  (he  reform 
process  to  shape  an  acceptable  outcome.  Find  out  the  latest 
developments  at  TMA’s  Winter  Leadership  Conference. 

Conference  Highlights: 

Keynote  speaker  Nancy  W.  Dickey,  MD,  Richmond, 
American  Medical  Association  Board  of  Trustees  member. 


Author  and  photojournalist  Dewitt  Jones,  whose 
work  has  appeared  in  National  Geographic  for  20  years. 

■ ■ ■ 

Health-system  reform  update  with  medical 
and  legislative  experts. 

■ ■ ■ 

Alternoon  session  on  managed  care,  free  registration 
for  TMA  members  and  complimentary  luncheon 
from  Texas  Medical  Association  Insurance  Trust. 


Editor’s  Mote 


WHEN  82%  OF  YOUR  READERS 
are  male,  you  think  a long  time 
before  assigning  a cover  story 
about  gender  issues.  And  you  lecture 
the  writer  about  how  physicians  won’t 
read  the  story  if  it’s  just  about  “wom- 
en’s stuff” 

Actually,  the  genesis  for  “Gender 
Bender,”  p 31,  was  an  off-the-cuff 
comment  from  a physician  a couple 
of  years  ago.  “Young  men  never  go  to 
the  doctor,”  he  said. 

I was  curious  about  that.  And 
about  how  men  of  all  ages  differ  from 
women  in  their  interaction  with 
physicians.  I also  wondered  about 
how  the  increasing  numbers  of 
women  in  medical  school  and  the 
increasing  levels  of  research  on 
women  are  affecting  the  profession. 
Beth  Graddy’s  well-researched  article 
addresses  all  these  issues. 

But  in  case  the  story  is  still  not  to 
your  liking,  this  edition  of  Texas 
Medicine  packs  in  much  more.  TMA’s 
campaign  against  “deselection,”  the  all- 
too-common  practice  of  terminating 
physicians  from  insurance  networks 
without  cause,  is  featured  on  p 14.  And 
“Musical  robes,”  p 36,  looks  at  the 
upcoming  Texas  Supreme  Court  races. 

Don’t  forget  to  let  us  know  what 
you  think  of  this  issue  of  Texas 
Medicine.  Our  toll-free  24-hour  com- 
ment line  is  (800)  880-1475. 


Ft. 

lx 


TexasMedical 

Association 


PHYSICIANS  CASING  FOR  TEXANS 


KATHRYN  TROMBATORE, 
Executive  Editor 


6 


TEXAS  MEDICINE  ★ FEBRUARY  I994 


Letters 


Breast  implant  controversy 
deserves  more  study 

I WAS  AGHAST  WHEN  1 REAH 
the  letter  to  the  editor  by  Dr 
Robert  Lewy  in  the  December 
1993  issue  ot  Texas  Medicine.  1 was 
aghast  that  Texas  Medicine  would 
honor  such  unscientific  gibberish  by 
printing  it.  I know  letters  do  not 
“necessarily  reflect  the  policies  of  the 
Texas  Medical  Association,”  but  the 
editorial  staff  is  indeed  responsible 
for  screening  letters  and  eliminating 
letters  that  are  more  than  “opinion” 
and  purport  to  validate  medical  or 
scientific  information. 

Shame  on  the  staff  of  Texas  Medi- 
cine and  shame  on  Dr  Lewy.  His 
comments  are  the  epitome  of  junk 
science.  And  he  tries  to  dissuade  us 
from  realizing  this  fact  by  saying  “I  j 
have  intentionally  not  mentioned 
any  patient  symptomatology”  — as  if 
that  makes  it  OK  that  he  beleaguers 
us  with  a litany  of  nonspecific  radio- 
logic and  serologic  data  that  has  vir- 
tually no  diagnostic  meaning  in  the 
absence  of  correlative  patient  medical 
histories  or  physical  findings.  And  as 
any  keen  clinician  knows,  even  in  the 
face  of  bona  fide  symptomatology, 
radiologic  and  serologic  laboratory 


Express  your  point  of  view  in  Texas  Medicine 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine. 
TMA.  401  I5th  St.  Austin.  TX  78^01:  fax  (512)  370- 
1362.  Please  type  letters  you  submit  for  publication,  and  keep 
the  length  to  400  words  or  less.  If  necessary,  you  may  include 
a few  references,  preferably  less  than  five.  Letters  are  pub- 
lished at  the  discretion  of  the  managing  editor  and  editorial 
advisors,  and  are  subject  to  editing  and  abridgment.  Letters 
represent  the  opinions  of  the  authors  and  do  not  necessarily 
refiect  the  policies  of  the  Texas  Medical  Association. 


information  are  merely  supportive 
data,  not  diagnostic. 

T)  say  that  the  information  he  pre- 
sented necessarily  implies  that  silicone 
implants  are  “potentially  quite  harm- 
ful” is  absolutely  ridiculous.  Such  com- 
ments defy  all  tenets  of  the  scientific 
process,  clinical  medicine,  epidemiolo- 
gy, and  plain  of  common  sense. 

The  controversy  regarding  the  pos- 
sible association  between  silicone 
breast  implants  and  disease  is  neither 
settled  nor  answered,  but  deserves  le- 
gitimate scientific  and  appropriate 
epidemiologic  study.  We  doctors  need 
to  protect  our  patients  from  the  per- 
petration of  junk  science  in  the  mean- 
time. We  need  to  holci  the  time-hon- 
ored standard  of  the  scientific  process 
in  evaluating  disease  processes  up  to 
trigger-happy  doctors  and  plaintiffs’ 
attorneys  who  seem  to  have  found  a 
haven  in  the  emotionally  charged  are- 
na of  “silicone  implant  disease.” 

I have  intentionally  not  men- 
tioned any  of  the  controlled  studies 
in  the  rheumatic  disease  fields  that 
have  not  shown  an  association  be- 
tween silicone  breast  implants  and 
rheumatic  disease  . . . because  I’m 
outraged  by  this  letter  and  am  reluc- 
tant to  edify  my  colleagues  in  my 
current  frame  of  mind. 

Dr  Lewy,  a positive  bone  scan 
does  not  rheumatoid  arthritis  make! 

Carolyn  Ann  Smith,  MD,  MPH 

Diagnostic  Clinic  of  Houston 
Clinical  Assistant  Professor  of  Medicine 
The  University  of  Texas  Healtlt  Science 
Center  at  Hotiston 
6448  Fannin  St 
Houston.  TX  77030 


Dr  Lev^y  responds 

IN  H E R I,  E T 1'  E R , CAROLYN 
Ann  Smith,  MD,  refers  to  feeling 
“aghast”  and  “outraged,”  to  my  data 
as  “gibberish”  and  “junk  science,” 
and  to  my  concerns  regarding  all  these 
abnormal  tests  as  “ridiculous.”  Anyone 
who  disagrees  with  her  preconceptions 
is  “trigger-happy.”  When  1 mention  1 
do  not  want  to  present  patient  symp- 
tomatology (to  let  the  data  speak  for 
themselves  — the  symptoms  are  quite 
bad  enough),  she  feels  1 am  “dissuad- 
ing us  from  realizing”  some  issue.  She 
calls  for  medical  histories  and  physical 
findings,  then  states  that  these  too  are 
merely  supportive.  1 did  not  accuse  Dr 
Rohrich  of  any  insincerity  in  his  views, 
but  should  do  so  with  Dr  Smith. 

She  knows  very  well  I did  not 
state  that  my  patients  have  rheuma- 
toid arthritis  based  on  a bone  scan, 
do  paraphrase  David  Kessler’s  re- 
sponse to  recent  committee  recom- 
mendations suggesting  deregulating 
breast  implants  in  a recent  issue  of 
Jj\MA,  she  ignores  several  key  recent 
publications  (1-5). 

Our  series  now  includes  632  pa- 
tients with  abnormal  bone  scans  in 
44.56%,  abnormal  brain  MRls  in 
34.29%,  and  myelin  antibodies  in 
most  (86.20%  IgG,  38.46%  IgM, 
82.10%  IgA).  The  group  now  tallies 
5,464  implant-years.  Is  this  “trigger- 
happy”?  Controlled  studies  require 
surgical  measures  that  are  unlikely  to 
be  done  (randomized  explanation?).  1 
think  we  know  that  one  third  of  nor- 
mal 44-year-old  women  don’t  have 
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abnormal  brain  MRIs,  or  44% 
arthritis  on  bone  scans. 

We  are  working  on  the  statistics, 
but  the  “plain  oF  common  sense”  is 
on  the  side  of  the  concerned  physi- 
cian and  patient,  not  the  apologist 
or  sophist. 

Robert  Ira  Lewy,  MD 

Clinical  Associate  Professor  of  Medicine 
Baylor  College  of  Medicine  and  The  University 
of  Texas  Health  Science  Center  at  Houston 
7580  Tannin  St,  Suite  220 
Houston,  TX  77054 

References 
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Communicating  with 
disabled  patients 


The  American  Hospital 
Association’s  “Patient’s  Bill  of 
Rights”  states  that  a “patient  has 
the  right  to  receive  from  his/her 
physician  information  necessary  to  give 
informed  consent  prior  to  the  start  of 
any  procedure  and/or  treatment.” 

Physicians  must  be  aware  of  how  to 
ensure  comparable  benefits  to  patients 
with  disabilities.  According  to  the 
Americans  With  Disabilities  Act  (ADA), 
all  patients  must  have  equal  access  to 
communicating  with  their  physicians. 
In  order  for  patients  with  disabilities  to 
be  active  participants  in  the  treatment 
process,  physicians  are  required  to  en- 
sure that  patients  have  whatever  adap- 
tive aids  might  be  necessary  for  them  to 
understand  the  treatment  plans. 

For  example,  if  a patient  has  a vi- 
sion impairment,  written  materials 
could  be  provided  in  braille  or  on  au- 
diotape. For  some  patients,  large- 
print  materials  might  be  sufficient.  If 
a patient  has  difficulty  speaking,  writ- 
ten materials  should  be  provided  with 
an  opportunity  for  the  patient  to 
write  down  questions  (if  he/she  is 
able  to  write),  or  tbe  patient  and 
physician  could  communicate  by  typ- 
ing messages  on  a computer  terminal 
in  the  office. 

For  people  who  have  difficulty 
speaking  or  who  are  hearing  im- 
paired, a TDD  (telecommunications 
device  for  the  deaf)  may  be  used.  A 
TDD  is  an  inexpensive  piece  of 
equipment  (under  $300)  that  can  be 


used  to  call  or  receive  calls  through 
another  TDD  (sometimes  also  re- 
ferred to  as  a TTY  — a teletype- 
writer). Relay  Texas  is  a statewide  ser- 
vice that  allows  hearing  and 
nonhearing  people  to  communicate 
with  each  other  by  telephone.  Hear- 
ing people  can  telephone  a TDD 
user  free  of  charge  by  calling  (800) 
RELAY  W (Voice). 

A physician  must  have  a sign-lan- 
guage interpreter  present  if  a patient  is 
hearing  impaired  and  cannot  otherwise 
fully  understand  the  complexity  of  the 
situation,  ot  the  content  or  ramifica- 
tions of  a discussion.  However,  if  the 
patient  is  just  making  an  appointment 
or  getting  a flu  shot,  for  example,  hand- 
written  communication  would  be 
sufficient.  If  a patient’s  hearing  is  not 
severely  impaired,  a reasonable  accom- 
modation could  be  an  assistive  listening 
device,  such  as  a battery-powered  or 
electric  voice  amplifier  headphone. 

It  is  the  patient’s  responsibility  to  in- 
form the  physician  and  his/her  staff 
about  which  type  of  accommodation 
would  best  meet  the  patient’s  needs, 
and  the  physician  and  patient  need  to 
negotiate  with  each  other  as  to  how 
they  can  communicate  most  effectively. 

If  you  need  help  understanding 
or  complying  with  ADA,  call  Linda 
lohnstone  at  REACH  of  Dallas,  (214) 
630-4796,  or  Scott  Haynes  at  REACH 
of  Fort  Worth,  (817)  870-9082. 

Dale  Pfefferkorn,  MSSW 

REACH  of  Dallas  Resource  Center  on 
Independent  Living 
7625  Xing  George,  Suite  210 
Dallas,  1X75235 
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Discover  The  Elegance  Of  A Hybrid 


At  first  glance,  it's 
the  beauty  of  the  hybrid  Lily 

that  catches  the  eye.  The 
vibrant  color.  The  delicately 
shaped  petals.  But  study  it 
more  closely,  and  its  elegance 
becomes  apparent-a  gentle 
blend  of  softness  and  strength. 

At  first  glance,  it's  the 
enhanced  performance  of 
Vaseretic®  that  catches  the 
eye.  But  study  Vaseretic® 
more  closely,  and  its  elegance 
becomes  apparent.  The  way 
its  one-tablet,  once-a-day 


dosage  minimizes  multiple 
medications.  Minimizes  the 
number  of  insurance 
copayments.  And  minimizes 
potassium  supplementation. 

A hybrid  blending  of 
tolerability  and  power  that's 
available  for  the  right  patient. 
Vaseretic®  is  indicated  for  the 
treatment  of  hypertension  in 
patients  for  whom  combination 
therapy  is  appropriate. 

And  an  elegant  discovery  for 
your  pracfice. 


v 

VASERETIC  10-25 

w Enalapril  Maleate-Hydrochlorothiazide 


Vaseretic^  is  contraindicated  in  patients  who  are  hypersensitive  to  any  component  of  this  product  or  to  other  sulfonamide- 
derived  drugs  and  in  patients  with  a history  cSt  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Dosage  must  be  individualized;  the  fixed  combination  is  not  for  initial  therapy. 

Evaluation  or  the  hypertensive  patient  should  always  include  assessment  of  renal  function. 

Eor  a Brief  Summary  of  Prescribing  Information,  see  adjacent  pages. 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second  and  third  trimester^  ACE  inhibitors  can  cause 
injury  and  even  death  to  the  developing  fetus.  When  pregnancy  is  detected,  Vaseretic  (Enalapril  Maleate- 
Hvdrochlorothiazide)  should  be  discontinued  as  soon  as  possible.  See  WARNINGS,  Fetnl/Neoimlal  Morbidity  nm1  Mortality. 


TABLETS 

VASERETIC' 

(ENALAPRILMALEATE-HYDROCHLOROTHIAZIDE) 

USE  IN  PREGNANCY;  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  preOTana'  is  detected,  VASERETIC 
(Enalapril  Nlaleate-Hvdrochlorothiazide)  should  be  discontinued  as  s(x>n 
as  possible.  See  WARNINGS,  Fctal/Nfomlal  Morhuiity  tvui  Mortality. 

CONTRAINDICATIONS;  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  anv  component  of  this  product  and  in  patients 
with  a historv  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  enzyme  inhibitor  Because  of  the  hydrcKhloro- 
thiazide  component,  this  product  is  contraindicated  in  patients  with 
anuria  or  hvpersensitivitv  to  other  sulfonamide-derived  drugs. 
WARNINGS:  Ccncral:  ^nalopnl  Maleatc;  Hyixitcnsion  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  pahents  but  is  a possi- 
ble consequence  of  enalapnl  use  in  severely  salt/\  olume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VA$ERET1C  In  patients  recei\'ing  enalapnl  alone,  the  incidence  of  s\m- 
cope  IS  0.5  percent  The  overall  incidence  of  syncope  may  be  reduced  bv 
proper  titration  of  the  individual  components.  (See  PRECAUTIONS, 
Drug  Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  w'lth  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarely 
with  acute  renal  failure  and/or  death.  Because  of  the  potential  fall  in 
blood  pressure  In  these  patients,  therapy  should  be  started  under  very 
close  medical  supervision  Such  patients  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapnl 
and/or  diurehc  is  increased,  Similar  considerahons  may  apply  to  patients 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascu- 
lar accident 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  posi- 
hon  and,  if  necessary',  receive  an  intravenous  infusion  of  normal  saline.  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blocxi  pressure 
has  increased  after  volume  expansion. 

Angioetleimi:  Angioedema  of  the  face,  extremihes,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  pahents  treated  witn  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  This  may  occur  at  any  time 
during  treatment  In  such  cases  VASERETIC  should  be  promptly  discontin- 
ued and  appropriate  therapy  and  monitoring  should  be  pro\  ided  until 
complete  and  sustained  resoluhon  of  sigas  anci  symptoms  has  occurred.  In 
instances  where  swelling  has  been  confined  to  the  face  and  lips  the  condi- 
tion has  generally  resolved  without  treatment,  although  anhhistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with 
lar\'ngeal  edema  may  be  fatal  VVhere  there  is  involvement  of  the  tongue, 
glottis  or  larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy, 
e.g.,  subcutaneous  epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  and/or 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  pro- 
vided. (See  ADVERSE  REACTIONS.) 

Patients  w’lth  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS). 

Neiitropenia/Agranulocyfosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequent- 
ly in  patients  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapnl  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranuIcK'ytosis  in  which  a causal  relationship  to  enalapnl  cannot  be 
excluded.  Periodic  monitoring  of  white  blood  cell  counts  in  patients  with 
collagen  vascular  disease  and  renal  disease  should  be  considered. 
Hyiirochlorotliinzule.  Thiazides  should  be  used  with  caution  m severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  or  progressive  liver  disease,  since  minor  alterations  of 
fluid  and  electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  hileracfions,  Enalapnl  Maleatc  and  Hydrochlorothiazide). 
Pregnancy:  Enalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/dav  of  enalapril  (150  times  the  maximum 
human  dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  '/i  times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapnl  (50  times  the  maximum  human  dose)  in  combi- 
nation with  10  mg/kg/dav  of  hydrochlorothiazide  (2  '/;  times  the  maxi- 
mum human  dose).  At  these  doses,  fetotoxicitv'  expressed  as  a decrease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  cKcurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  cnalapnl-hvdrcxhJorothiazide  in  mice. 

When  used  in  pregnancy  dunng  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus  WTien 
pregnancy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as 
possible.  (See  Enalapnl  Maleatc,  FetaIfNeonatal  Morbidity  and  Mortality, 
below.) 

Enalapril  Maleatc;  Fetal/Neonatal  Morbidity  and  Mortality.  ACE  inhibitors 
can  cause  fetal  and  neonatal  morbiditv'  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  reported  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  Inhibitors  should  be  discon- 
tinued as  soon  as  possible. 

The  use  of  ACE  inhibitors  dunng  the  second  and  third  trimesters  of 
pregnancy  has  been  associated  with  fetal  and  neonatal  injury,  including 
hypotension,  neonatal  skull  hypoplasia,  anuna,  reversible  or  irreversible 
renal  failure,  and  death  Oligonydramnios  has  also  been  reported,  pre- 
sumably resulting  from  decrease  fetal  renal  function,  oligohydramnios 
in  this  setfing  has  been  associated  with  fetal  limb  contracture^  aaniofa- 
cial  deformation,  and  hypoplastic  lung  development.  Prematurity, 
Intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 


been  reported,  although  it  is  not  clear  whether  these  occurrences  were 
due  to  the  ACE-inhibitor  exposure 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester. 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
tinue the  use  of  VASERETIC  as  soon  as  possible 

Rarely  (probably  less  often  than  once  in  ever\-  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  will  be  founcf.  In  these  rare  cases,  the 
mothers  should  be  appnsed  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniotic  environment 

If  oligohydramnios  is  observed,  VASERETIC'  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy  Patients  and  physi- 
cians should  be  aware,  how'ever,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustained  irrex  ersible  injury. 

Infants  with  histories  of  in  ulero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hvpotension,  oliguria,  and  hyperkalemia  If  oliguna 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapnl,  wnich  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  by  peritoneal  dialysis  w’lth  some  clinical  benefit,  and 
theoretically  may  be  remo\’ed  by  exchange  transfusion,  although  there  is 
no  expenence  with  the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in 
rats),  and  50  times  (in  rabnits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide.  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide  Hydrochlorothiazide  given  in  a tw'o-litter 
study  In  rats  at  doses  of  4 - 5. 6 mg/kg/dav  (approximately  1 - 2 times  the 
usual  daily  human  dose)  did  not  impair  fertilitv'  or  produce  birth  abnor- 
malities in  the  offspring.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood. 

Noriferrtfogtviic  Effects:  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleatc;  Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. 
In  patients  with  severe  congestive  heart  failure  whose  renal  function  may 
depend  on  the  activity  of  the  remn-angiotensin-aldosterone  system,  treat- 
ment w'ith  angiotensin  converting  enzyme  inhibitors,  including  enalapnl, 
may  be  assoaated  with  oliguria  and/or  progressive  azotemia  and  rarely 
with  acute  renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine were  obserx  ed  in  20  percent  of  patients.  These  increases  were  almost 
always  reversible  upon  discontinuation  of  enalapnl  and/or  diuretic  ther- 
apy. In  such  patients  renal  function  should  be  monitored  during  the  first 
few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  olood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapnl  has  been  given  concomitantly  with  a diuretic.  This  is  more  likely 
to  occur  in  patients  with  pre-existing  renal  impairment.  Dosage  reduction 
of  enalapnl  and/or  discontinuation  of  the  diuretic  mav  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-Hux  membranes  (e.g.,  AN  69*)  and  treated 
concomitantly  w’ith  an  ACE  inhibitor.  In  these  patients  consideration 
should  be  gix  en  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  orantihvperteasive  agent 

Hyperkalemia:  Hevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clini- 
cal trials  treated  with  enalapril  alone.  In  most  cases  these  were  isolated 
values  which  resolved  despite  continued  therapy,  although  hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0.28  percent  of  hvpertensive 
patients.  Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
patients  treated  with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diuretics,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves 
after  discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differential  diagnosis  of  cough. 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalaprif  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  refease.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  patients  receiving  thiazide  therapy  should  be  obsen  ed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Warning  signs  or  symptoms  of  fluid  and  elec- 

* Registered  trademark  of  Hospal  Ltd. 


trolyte  imbalance,  inespective  of  cause,  include  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia, 
and  gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensitize  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e.g., 
increased  ventncuUr  irritability).  Because  enalapril  reduces  the  produc- 
tion of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diuretic-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium) 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather;  appropnate  therapv  is  water  restriction,  rather  than  administra- 
tion of  salt  except  In  rare  instances  when  the  hyponatremia  is  life-threal- 
enmg.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of 
choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  required  Hyperglycemia  may  occur  with  thi- 
azide diuretics.  Thus  latent  diabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapv 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient 

It  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diuretic  therapv 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  function. 

Increases  in  chwesterol  and  triglyceride  levels  may  be  associated  with 
thiazide  diuretic  therapv 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  at  any  time  during  treatment  with  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  Patients  should  be  so 
advised  ancf  told  to  report  immediately  any  signs  or  symptoms  suggest- 
ing angii->edema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficult)' 
in  swallow'ing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hi/poftvis/tiii  Patients  should  be  cautioned  to  report  lightheadedness 
especially  during  the  first  few  days  of  therapy.  If  actual  syncope  occurs, 
the  patients  should  be  told  to  discontinue  the  drug  until  they  nave  con- 
sulted with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehy- 
dration mav  lead  to  an  excessive  fall  in  bltxid  pressure  because  of  reduc- 
tion in  fluid  volume.  Other  causes  of  x olume  depletion  such  as  vomiting 
or  diarrhea  may  also  lead  to  a fall  in  bkxxi  pressure;  patients  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  shoufd  be  told  not  to  use  salt  substitutes  contain- 
ing potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication 
of  infection  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about 
the  consequences  or  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  tnmester.  These  patients  should  oe  asked  to 
report  pregnancies  to  their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drug  Interactions;  Enalapnl  Maleatc;  Hypotension— Patients  on  Diuretic 
Therafry;  Patients  on  diuretics  and  especially  those  in  whom  diuretic  ther- 
apv was  recently  instituted,  mav  occasionally  experience  an  excessive 
reduction  of  bkxxi  pressure  after  irutiation  of  therapy  with  enalapril.  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  discontinuing  the  diuretic  or  increasing  the  salt  intake  prior  to  initi- 
ation of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic, 
provide  medical  superx  ision  for  at  least  two  hours  and  until  blood  pres- 
sure has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Releasi’:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihvpertensive  agents  that  cause  renin  release  (e.g., 
diuretics). 

Other  Cardiovascular  Agents:  Enalapnl  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blocking agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interactions. 

Agciifs  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  cliuretics  (e.g.,  spironolac- 
tone, triamterene,  or  amiloride),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
potassium.  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
because  of  demonstrated  hv'pokalemia  they  should  be  used  with  caution 
and  W'ith  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithi- 
um concomitantly  with  drugs  which  cause  elimination  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxiaty  have  been  reported  in 
patients  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  discontinuation  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium 

Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics — potentiation  of  orthostatic  hypoten- 
sion may  occur 

Antit/iabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the 
antidiabetic  drug  may  be  required. 

Other  antihypertensive  drugs-— additive  effect  or  potentiation. 
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Oi(>/(^fvnJ»uiit’  (int/  rt’SiMS— Absorption  ot 

Indrochlorolhui/idt*  is  impaired  m the  presence  ot  anionic 
evchange  resins.  Single  doses  ot  either  cholestyramine  or 
coliNtipol  ri*sins  bind  tlie  hvdriK'hlorotlna/ide  and  reduce  its 
absorption  from  the  gastn,>lntt^hnal  tract  bv  up  to  H5  and  43 
pi'ra*nt.  respectively 

C()rfiiiis/m>ids.  ACTH— intensifiett  ekvtrolyte  deplehon,  partic- 
ularly hyjH^kalemia 

Pressor  iiHii/ies  fe.,^’.-  Morepiuep/iriuet— possible  decreased 
response  to  pressor  amint's  but  not  sutticient  to  preclude  their 
use. 

Skt'li'lnl  »iusc/e  re/rt.v/iiifs,  NO»de;v/i}ri:iMy  /Hboeoninue) 
pi^ssiblo  mcreasevi  responsiveness  to  the  mux'le  relaxant 

I i//nuiri— should  not  generally  be  given  with  diuretics. 
Duiretic  agents  reduce  the  renal  clearance  ot  lithium  and  add  a 
high  risk  ot  lithium  toxicity.  Reter  to  the  package  insert  tor 
litnium  preparations  before  use  of  such  preparations  with 
\ASbRKTlC 

iVoM-s/em;d(i/  AHti-niflufforiu/on/  Drugs—  In  some  patienN,  the 
administrahon  of  a non-steroidal  anti-inflammatory  agent  can 
reduce  the  diuretic,  natriurehc,  and  antihvperteasive  effects  of 
loop,  potassium-sparing  and  thiazide  diuretics.  Therefore, 
when  VASERETIC  and  non-steroidal  anti-inflammalorv 
agents  are  used  concomitantly,  the  patient  should  be  observed 
closely  to  determine  if  the  desired  effect  of  the  diuretic  is 
obtaimxi 

Gfrc/HOgeut’Sis.  Mufagem’sis.  /ui/iiijniie/if  of  Fortiliti/:  Enalapnl  in 
combination  with  hydrochlorothiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Enalapnl-hydrochlorothiazide  did  not  produce 
DNA  single  strand  breads  in  an  ih  vitro  alkaline  elution  assay 
in  rat  hepatcxrytes  or  chromosomal  aberrations  in  an  in  viw 
mouse  bone  marrow  assay. 

Enolnftril  Miilt'utc:  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapnl  was  administered  for  106  weeks  to  rats 
at  doses  up  to  % mg/kg/day  {150  times*  the  maximum  daily 
human  dose).  Enalapril  has  also  been  administered  for  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg  day,  respectively,  (150  and  300  times*  the  maximum 
daily  dose  for  humans)  and  showed  no  evidence  of  carcimv 
genicitx' 

Neither  enalapnl  maleate  nor  the  achve  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapril  was  also  negative  in  the  follow- 
ing genotoxicitv  studies:  rec-assay,  reverse  mutation  assay 
with  £.  coli.  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  miaonucleus  test  with  mice,  as  well  as  in 
an  m nnv  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/day  of 
enalapnl. 

HxfdrochloTOlhiazide.  Two-year  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hydrtKhlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/day)  or  in  male  and  female 
rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  however,  found  equivocal  evidence  for  hepatocarcino- 
gerucitv  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames 
mutagenicity  assay  of  Salnionelb  tt/f’hmiununi  strains  TA  98, 
TA  lOO,  TA'1535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  Ovary  (CHO)  test  for  chromosomal  aberrations,  or  in 
VIVO  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophiln  sex-linked  recessive  lethal  trait  gene  Posihve  test 
results  were  obtained  only  in  the  iii  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicity)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrcKhlorothiazide  from  43  to  1300  mg/mL,  and  in  the 
Asperg///us  nidulans  non-disjunchon  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respectively,  pnor  to  conception  and  throughout  ges- 
tation. 

PrcgHrtijtv,  Pregnnnq/  Cotegorie<  C (first  tnmester)  tind  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnuncy, 
Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality. 

Nursing  Mothers:  Enalapril  and  enalaprilat  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  senous  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
hon  drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  w'lth  enalapril  or  hydrochlorothiazide 

The  most  frequent  clinical  adverse  expenences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occumi^in  greater  than  two  percent  of  patients  treated 
with  VASERCTIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2,4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2,1  percent). 

Clinical  adverse  expenences  occurring  in  0.5  to  2.0  percent 
of  patients  In  controlled  trials  included:  Body  As  A VJhole: 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular: 


* Based  on  patient  weight  of  50  kg. 


Orthostatic  hypotension,  palpitation,  tachycardia,  Diycshw 
Vomiting,  dyspepsia,  constipation,  tlalulence,  dry  mouth; 
Nt’n'(iu.'</rsi/c/iwfric,  Insomnia,  nervousness,  pari*sthesia,  som- 
nolence, vertigo;  $kin:  I’ruritus,  rash;  Other:  Dyspnea,  gout, 
back  pain,  arthralgia,  diaphoresis,  decreased  libiuo.  tinnitus, 
urinary  tract  inhxrtion 

Angioedema  has  been  reported  in  patients 
receiving  VASI'RETIC  (0.6  percent).  Angioedema  assiKiated 
with  laryngeal  txlema  may  bo  fatal.  If  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  occurs,  treat- 
ment with  VASHRETiC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately,  (See  WARNINGS ) 

Hi/pe/ciJSiOM  In  clinical  trials,  adverse  effects  relating  to 
hypotension  iKCurred  as  follows:  hypotension  (0.9  percent), 
orthostatic  hypotension  (1.5  percent),  other  orthostatic  effects 
(2.3  percent)  In  addition  syncope  occurred  in  1.3  percent  of 
patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinici^  iMlwatory  Test  Findings:  Serum  Electroli/tes:  See  PRE- 
CAUTIONS 

Crcn/anuc,  BIwd  Urea  Nitrogen  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatirune, 
reversible  upon  discontinuation  of  therapy,  were  observed  in 
about  0,6  percent  of  patients  with  essentiaf  hypertension  treat- 
ed with  VASERETIC  More  marked  increases  have  been 
reported  in  other  enalapril  experience  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  artery  stenosis.  (See  PRE- 
CAUTIONS.) 

Scriiuj  Uric  Acid,  Glucose,  Magnesium,  and  Calcium:  See  PRE- 
CAUTIONS. 

Hemoglobm  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hemaUKnt  (mean  decreases  of  approximately  0,3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia 

Liver  Function  Tests:  Rarely,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  seventy. 

Enalapril  Maleate — Enalapril  has  been  evaluated  for  safety  in 
more  than  10,000  patients  In  clinical  trials  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC.  However,  since  enalapril  has  been  marketed,  the 
following  adverse  reactions  have  been  reported:  Body  As  A 
\Nhole:  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients);  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARN- 
INGS, Hi/pufcusiuii);  pulmonary  embolism  and  infarction;  pul- 
monary edema;  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atnal  fibnllation;  hypotension;  angina 
pectons;  Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis 
(hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth. 
Hematologic:  Rare  cases  of  neutroperua,  thromboa'topema  and 
bone  marrow  depression.  Hemolyhc  anemia,  incluaing  cases 
of  hemolysis  in  patients  with  G-6-PD  deficiency,  has  been 
reported;  a causal  relationship  to  enalapnl  has  not  been  estab- 
lished. Nervous  System/Psychiatric:  Depression,  confusion,  atax- 
ia, peripheral  neuropathy  (e  g , paresthesia,  dysesthesia); 
Urogenital.  Renal  failure,  oliguria,  renal  dysfunction  (see  PRE- 
CAUTIONS), flank  pain,  gynecomastia.  Respiratory: 
Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis, 
rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respira- 
tory infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal 
necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythe- 
ma multiforme,  urticaria,  pemphigus,  alopecia,  flushing,  pho- 
tosensitivity; Special  Senses:  Blurred  vision,  taste  alterahon, 
anosmia,  conjunctivitis,  dry  eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  erythrocyte 
sedimentation  rate,  arthralgia/arthritis,  myalgia/myositis, 
fever,  serositis,  vasculitis,  leuW'ytosis,  eosinophilia,  photosen- 
sitivity, rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality. 

Hydrochlorothiazide— Body  as  a Miole:  Weakness;  Digestive- 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic. 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocvtopenia.  Hypersensitivity:  Purpura,  photosensi- 
tivity', urticana,  necrotizing  angiitis  (vasculitis  ana  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions.  Musculoskeletal: 
Muscle  spasm;  Nm'oi/s  System/Psychiatric:  Restlessness;  Renal: 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS);  Skin:  Eri'thema  multiforme  including  Stevens- 
Johnson  syndrome,  ex/oliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Pharma 
Representati:>e  or  see  Prescribing  Information. 
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REFORM 

WATCH 


Your  Toll-Free  TMA  Link 
to  Health-System  Reform 


(800)  880-7033 


l^re  you  concerned 
about  how  health -system 
reform  might  affect  your 
patients  and  your  practice? 
Then  keep  informed  of  the 
latest  news  on  the  reform 
debate  by  calling 
ReformWatch,  “Your  Toll- 
Free  TMA  Link  to  Health- 
System  Reform”,  at  (800) 
880-7033.  ReformWatch, 
sponsored  by  Texas 
Medical  Association,  will 
feature  weekly  newscasts 
updated  at  5 p.m.  each 
Friday.  The  newscasts  will 
carry  breaking  news  about 
congressional  action, 
implementation  of  state- 
level  reforms,  TMA  and 
AMA  lobbying  activities 
and  much  more. 


Tex 


TexasMedical 

Association 


People 


NEWSMAKERS 


During  its  annual  meeting,  the  Texas 
Society  of  Psychiatric  Physicians  pre- 
sented Distinguished  Service  Awards 

to  Irwin  Kraft,  MD,  Houston,  and 
Perry  C.  Talkington,  MD,  Dali  as. 
Betsy  Comstock,  MD,  Houston,  re- 
ceived the  society’s  Award  for  Psychi- 
atric Excellence,  and  Pete  C.  Palaso- 
ta,  MD,  Abilene,  and  Agnes  V. 
Whitley,  MD,  Dallas,  received  Spe- 
cial Service  Awards. 

Nephrologists  Neil  A.  Kurtzman, 
MD,  Lubbock,  and  Alan  R.  Hull, 

MD,  Dallas,  were  reelected  president 
and  vice  president  of  The  National 
Kidney  Foundation,  Inc. 

The  American  College  of  Emergency 
Physicians  elected  Dighton  C. 
Packard,  MD,  Dallas,  vice  president 
of  its  board  of  directors. 

Family  physician  Marion  P.  Primomo, 

MD,  received  the  St  Luke  Patron  of 
Physicians  Award  from  the  Catholic 
Physicians’  Guild  of  San  Antonio  for 
dedicated  service  to  health  care  in 
San  Antonio. 

The  American  Academy  of  Envi- 
ronmental Medicine  presented  its 
1993  Herbert  J.  Rinkel  Award  to 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  office  of  or  honors 
from,  a national  or  state  organization;  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
Items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine.  4()I  W 15th  St,  Austin.  TX 
78701;  fax  (512)  370N632. 


Dighton  C.  Packard,  MD  Lawrence  A.  Stone,  MD 


Dallas  physician  William  J.  Rea,  i 
MD,  for  his  efforts  in  promoting  the 
practice  and  understanding  of  envi- 
ronmental medicine. 

The  American  Academy  of  Child 
and  Adolescent  Psychiatry  elected 

Lawrence  A.  Stone,  MD,  San  Antonio, 
to  serve  as  president-elect  during  1994. 

Cited  for  his  volunteer  work  with  His- 
panic youth  and  his  volunteer  service  to 
residents  of  Cotija,  Mexico,  Gonzalo 
Venegas,  MD,  a Dallas  obstetrician/gy- 
necologist, was  named  a recipient  of  the 
Hispanic  Salute  1993  award  sponsored 
by  the  Ford  Motor  Company. 


DEATHS 


William  Axelrod,  MD,  75;  Houston; 
Tulane  University  School  of  Medi- 
cine, 1942;  died  November  8,  1993. 

Katharine  Powell  Bennett,  MD,  74; 

Dallas;  Baylor  College  of  Medicine- 
Dallas,  1943;  died  October  21,  1993. 

Samuel  F.  Brown,  MD,  49; 

Texarkana;  Univeristy  of  Arkansas 


School  of  Medicine,  1970;  died  Oc- 
tober 30,  1993. 

Cooper  M.  Conner,  MD,  83;  Fort 
Worth;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1936; 
died  November  8,  1993. 

Salmon  R.  Halpern,  MD,  86;  Dallas; 
University  of  Colorado  Medical  Cen- 
ter, 1937;  died  November  3,  1993. 

Andrew  N.  Heinrichs,  MD,  69;  Fort 

Worth;  St  Louis  University  School  of 
Medicine,  1947;  died  November  7, 
1993. 

Edmund  P.  Jones,  MD,  78;  El  Paso; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1943;  died  No- 
vember 13,  1993. 

Frank  Joe  Little,  MD,  76;  Sherman; 
Baylor  College  of  Medicine-Dallas, 
1943;  died  September  5,  1993. 

MacField  McDaniel,  MD,  78;  Pampa; 
Baylor  College  of  Medicine-Dallas, 
1942;  died  November  7,  1993. 

Louis  H.  Paradies,  MD,  67;  Dallas; 
Northwestern  University  Medical 
School,  1953;  died  October  21, 
1993. 

John  M.  Tyler,  MD,  63;  Austin;  Uni- 
versity of  Oklahoma  School  of  Medi- 
cine, 1955;  died  October  27,  1993. 
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Cultural  exchange 


Dr  Freeman,  at  right, 
presented  a lecture  slide 
set  on  OB/GYN  ultra- 
sound to  physician 
chiefs  of  staff  at  the 
Maternity  and 
Children ’s  Hospital, 
Ulan  Bator,  Mongolia. 


MAHLON  V.R.  Freeman,  MD,  MedScD,  observed  “absolutely 
first-rate”  genetics  research,  as  well  as  some  very  diflerent  attitudes 
toward  medical  care,  during  a recent  2-week  visit  to  the  People’s  Re- 
public of  China  and  the  Republic  of  Mongolia. 

President  of  North  Texas  Genetic  Services  in  Denton,  Dt  Freeman  was 
chosen  to  serve  on  an  international  medical  genetics  delegation  of  educators 
and  health-care  providers  from  12  countries  who  made  the  trip,  which  was 
arranged  by  the  American  Society  of  Human  Genetics  and  the  Ghinese 
Medical  Association. 

Dr  Freeman  said  one  difference  from  US  medicine  that  he  noticed  dur- 
ing the  visit  was  that  doctors  provide  very  little  information  to  patients. 
“The  physician-patient  relationship  is  almost  nonexistent,”  he  said. 

The  delegation  presented  lectures  in  Beijing,  Shanghai,  and  Ulan  Bator, 
and  met  with  physicians  and  scientists  at  numerous  institutions  and  hospi- 
tals. While  in  Mongolia,  Dr  Freeman  demonstrated  the  use  of  diagnostic 
ultrasound  in  the  evaluation  of  possible  genetic  diseases. 

During^  a visit  to  a 400-bed  hospital  in  Mongolia,  Dr  Freeman  discov- 
ered that  only  two  or  three  of  the  staff  physicians  owned  cars.  “The  others 
couldn’t  afford  them,”  he  said.  “In  Mongolia,  tour  guides  and  bus  drivers 
make  more  money  than  doctors.” 

In  the  Republic  of  Ghina,  Dr  Freeman  and  others  in  the  delegation 
were  surprised  to  learn  that  only  government  employees  have  government- 
sponsored  health  insurance.  Most  Chinese  people  pay  for  health  care 
through  private  means. 
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TMA  takes  aim  against 
deselection 

Practice  threatens  patients  choiee,  physicians'  rights 

By  Beth  Graddy,  Assistant  editor 


n early  September,  Houston  family 
physician  Robert  Maidenberg, 
MD,  learned  that  he  had  been  de- 
selected from  Aetna  Life  Insurance 
Company’s  preferred  provider  network. 

The  news  that  Dr  Maidenberg  had  been  termi- 
nated irom  the  network  came  in  a letter  stating 
that  deselection  was  in  accordance  with  the  “with- 
out  cause”  clause  in  his  contract.  Paradoxically,  > 
the  letter  also  advised  him  that  Aetna  had  ' 

made  the  decision  after  applying  a “plan 
that  provides  guidance  on  economic, 
quality,  and  accessibility  considerations.” 

In  90  days,  Dr  Maidenberg  would  lose 
1 10  lamilies  he  had  treated  lor  years,  and  it 
all  came  down  to  “reasonable  business  con- 
siderations” that  were  not  based  on  “a  judg- 
ment ol  the  quality  ol  care”  provided,  ac- 
cording to  Aetna’s  letter. 

“I  was  shocked,”  Dr  Maidenberg  said.  “It 
takes  years  to  build  up  that  confidence  between  doctor 
and  patient,  and  then  they  come  along  and  say  to  the 
patient,  ‘Just  go  find  anothet  doctor,’  as  though  they 
were  saying,  ‘Just  go  find  another  gas  station.’” 

Dr  Maidenberg,  who  has  participated  in  Aetna’s  health 
plans  lor  nearly  8 years,  soon  learned  he  wasn’t  alone  in  his 
predicament.  Aetna  had  deselected  37  Houston  physicians. 

All  the  deselected  physicians  are  primary  care 
providers;  on  November  24,  five  of  them,  including  Dr 
Maidenberg,  became  plaintifls.  Dr  Maidenberg;  Peter 
Benjamin,  MD;  Reginald  Chelvam,  MD;  Harold 
Fields,  MD;  and  Jesus  Portela,  MD,  had  joined  the 
Texas  Medical  Association  and  the  Harris  County  Med- 
ical Society  (HCMS)  in  filing  suit  against  Aetna  in  state 
district  court  in  Harris  County  challenging  the  deselec- 
tion decision. 

On  December  22,  TMA  and  HCMS  joined  28  physi- 
cians in  filing  a nearly  identical  suit  against  Prudential  In- 
surance Company  ol  America,  which  had  deselected  38 
Houfon  physicians. 


Deselecting  by  the  numbers 

Despite  Aetna’s  caveat  about  business  considerations,  it 
did  appear  that  the  deselections  were,  just  as  the  insurers 
said,  “without  cause.”  In  lact,  the  terminations  struck 
many  of  those  involved  as  almost  capricious. 

“We  had  some  conversations  with  Aetna  to  determine 
what  their  rationale  was,  and  what  they  provided  didn’t  seem 
to  make  any  sense,”  said  Greg  Bernica,  HCMS  executive  vice 
president.  “It  seemed  arbitrary.” 

Decisions  to  deselect  were  made  based  on  what  Aetna 
called  cost-to-expected  ratios,  which  divide  the  actual 

cost  of  a physician  (in  terms  of  patient  care)  by  his  ex- 
pected cost.  For  example,  if  a physician  who  is  expect- 
ed to  cost  the  plan  $1,000  per  patient  actually  costs 
$1,700  per  patient,  his  cost-to-expected  ratio  is 
$1,700  divided  by  $1,000,  or  1.7. 

II  a physician’s  value  to  a plan  is  to  be  mea- 
sured by  decimal  points,  then  Mr  Bernica  be- 
ieves  the  numbers  should  at  least  reflect  an 
accurate  picture.  Yet  TMA  and  HCMS  dis- 
covered that  in  calculating  cost-to-expect- 
ed  ratios,  Aetna  sometimes  apparently 
relied  on  distorted  information. 

For  instance,  one  deselected  physi- 
cian had  a poor  ratio  because  half  his  pa- 
tients had  been  hospitalized.  As  it  turned 
out,  he  had  only  two  patients  in  Aetna’s 
data  bank,  and  one  had  been  hospitalized. 

“We  told  Aetna  another  doctor  they  de- 
selected had  been  named  their  ‘Doctor  of 
the  Quarter’  in  July,  and  their  jaws 
dropped,”  said  Donald  P.  Wilcox,  JD,  TMA  general  counsel. 

Aetna  eventually  allowed  those  two  physicians  and  five 
others  back  into  the  network. 

“All  those  doctors  would  still  be  out  if  we  hadn’t 
pushed,”  Mr  Wilcox  said.  “We  told  Aetna,  ‘We’d  like  to 
work  with  you  on  your  deselection  process,  and  if  you  de- 
lay the  termination  date  we’ll  have  time  to  do  it.’  They 
said  no,  and  that’s  when  they  left  us  no  choice  but  to  file 
suit  and  seek  a temporary  injunction  halting  the  deselec- 
tion process.” 

With  the  filing  of  the  suit,  Aetna  agreed  to  a temporary 
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injunction  pushing  back  the  dese- 
lection date  from  November  30 


to  December  22  while  negotia- 
tions continued.  At  press  time, 
Aetna  had  agreed  to  delay  the 
deselections  further,  until  Janu- 
ary 21,  in  order  to  continue  talks. 

Plaintiffs  in  the  suit  against  Pru- 
dential sought  a similar  injunction. 
On  December  28,  the  day  the  Pru- 
dential case  was  scheduled  for  a hear- 
ing in  state  court.  Prudential  filed  a 
motion  removing  the  case  to  federal 
court.  Federal  Judge  Lynn  Houghes, 
in  a hearing  on  that  same  day,  re- 
fused to  grant  a preliminary  injunc- 
tion halting  the  deselection  but  of- 
fered to  set  an  early  date  for  a trial  on 
the  merits. 

Struggle  for  patients’  choice 

It  is  the  arbitrariness  of  the  deselec- 
tion process  — not  the  practice  of 
deselection  itself  — that  the  suits 
challenge,  according  to  Mark  Her- 
bert, JD,  who  represents  the  plain- 
tiffs in  both  suits. 


regulations  could  even  al- 
low for  the  network 
to  deselect  physicians 
as  part  of  downsizing 
based  on  changing 
demographics.” 

But  the  plaintiffs  seek  to  establish 
and  preserve  three  things:  a due 
process  review  mechanism  for  physi- 
cians; contractual  provisions  between 
physician  and  insurer  that  comply 
with  the  regulations;  and  freedom  of 
choice  for  patients. 

For  TMA,  the  legal  action  repre- 
sents the  latest  move  in  what  has 


Batory,  director  of  TMA’s  health- 
care delivery  department. 

In  the  1980s,  when  it  became 
clear  from  market  forces  that  the 
face  of  medicine  would  wear  the 
features  of  managed  care,  FMA  be- 
gan pushing  for  laws  requiring 
plans  to  accept  any  willing  and 
qualified  provider. 

Part  of  that  was  a successful 
TMA  initiative  in  1985  and 
1986  involving  a suit  against  the 
State  Board  of  Insurance  (now  the 
Texas  Department  of  Insurance)  and 
Commercial  State  Life  Insurance 
Company.  The  suit  challenged  a 
steering  mechanism  approved  by  the 
insurance  board  whereby  Commer- 
cial State  would  reimburse  hospital- 
ization costs  only  if  the  injured  pa- 
tients went  to  a Humana  hospital. 
Favorable  preferred  provider  organi- 
zation (PPO)  rules  were  adopted  by 
the  insurance  board.  While  those 
rules  did  not  reach  the  “any  willing 
provider”  point,  they  did  outline  a 
requirement  of  due  process  for  physi- 


It  is  the  arbitrariness  of  the  deselection  process  — not  the  practice  of 
deselection  itself  — that  the  suits  challenge. 


“Under  our  current  regulations, 
there  is  a right  to  deselect  — if  they 
go  about  it  correctly,”  Mr  Herbert  ex- 
plained, adding  several  more  caveats: 
“If  a physician  is  overutilizing  medical 
resources,  if  a physician  is  not  practic- 
ing quality  medicine,  if  a physician  is 
not  accessible,  then  he  can  be  dese- 
lected. Given  a broader  reading,  the 


been  a lengthy  struggle  to  preserve 
patients’  freedom  of  choice  by  ensur- 
ing physicians’  accessibility  to  net- 
works. In  that  context,  long  before 
deselection  became  a problem,  selec- 
tion was  an  issue. 

“Deselection  is  the  flip  side  of 
not  being  able  to  get  into  the  net- 
work in  the  first  place,”  said  Karen 


cians  who  had  been  denied  entry 
into  a network  or  who  were  being 
considered  for  deselection. 

As  defined  in  the  rules,  due 
process  includes  a mechanism  for  re- 
view of  selection  decisions  by  a panel 
of  at  least  three  physicians  selected 
from  a list  of  physicians  provided  by 
the  participating  physicians  in  the 
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Lawsuits  could  lead  to  test  case 


plan.  Aside  from  the  obvious  ones, 
having  physicians  review  selection 
decisions  has  certain  advantages  for 
those  seeking  due  process. 

“Those  physicians  have  to  fol- 
low the  code  of  ethics  of  the  med- 
ical profession,”  said  Mr  Herbert, 
a director  of  the  Houston  firm 
Sullins,  Johnston,  Rohrbach, 
Magers  & Herbert.  “That  means, 
at  least,  a list  of  specific  complaints 
against  the  physician;  a disclosure 
of  the  evidence  or  information 
against  the  physician;  an  opportu- 
nity to  rebut  evidence  against  the 
physician;  an  opportunity  for  the 
physician  to  present  evidence;  and 
an  oral  hearing.” 

That’s  the  positive  aspect  of  the 
PPO  rules.  Negative  aspects  include 
the  fact  that  TDl  applies  its  rules 
only  to  those  plans  over  which  it  has 
determined  it  has  regulatory  authori- 
ty — fully  insured  group  and  indi- 
vidual indemnity  policies.  Fully  in- 
sured plans  make  up  about  15%  of 
the  market. 

“The  non-HMO  insured  health 
benefit  plans  are  covered  by  Texas 
PPO  rules,”  Mr  Wilcox  said.  “They 
do  not  cover  self-funded  plans.” 

Those  self-funded  plans  — 85% 
of  the  market  — are  subject  to  the 
Employee  Retirement  Income  Secu- 
rity Act  of  1974  (ERISA).  Because 
ERISA  is  federal  law,  it  can  preempt 
state  law  where  conflict  exists. 

“In  essence,”  Ms  Batory  said,  “the 
self-funded  managed  care  market  is 
unregulated  except  by  federal  law, 
which  is  quite  difficult  for  a state  law 
to  affect.” 

i6 


There  are  a lot  of  “ifs”  involved,  but  suits  such  as  the  ones  filed  against 
Aetna  Life  Insurance  Company  and  Prudential  Insurance  Company 
of  America  seeking  to  halt  wrongful  deselection  have  the  potential  to 
set  significant  precedent  on  the  issue  of  due  process  for  physicians  deselected 
from  managed  care  networks. 

The  progression  of  these  cases  rests  on  two  things:  a determination  of 
whether  federal  or  state  law  applies,  and  then  a decision  by  the  court  with 
jurisdiction  on  whether  physicians  have  a legal  right  to  due  process  in  selec- 
tion decisions. 

If  the  defendant  insurance  companies  allege  that  a federal  law  preempts 
the  pertinent  Texas  law,  cases  such  as  these  could  be  removed  from  state 
court  to  federal  court,  explains  Mark  Herbert,  JD,  who  represents  the 
plaintiffs  in  the  Aetna  suit.  Motions  to  remove  a case  from  state  court  to 
federal  court  must  be  filed  within  30  days  of  service.  Aetna  has  not  taken 
this  route,  so  that  case  will  remain  in  state  court. 

If  the  federal  trial  court  agreed  with  the  plaintiff  physicians  that  state 
law  applies,  then  the  case  would  be  remanded  to  state  court  for  a decision 
on  whether  physicians  should  receive  due  process,  Mr  Herbert  says.  He  be- 
lieves that,  applying  Texas  law  correctly,  the  state  court  would  rule  in  favor 
of  the  plaintiff  physicians. 

However,  if  the  federal  trial  court  agreed  with  the  defendant  insurance 
companies  on  the  jurisdictional  question,  the  state  regulations  could  be 
held  to  be  preempted.  The  dissatisfied  parties  could  appeal  to  the  Fifth  Cir- 
cuit Court  of  Appeals,  Mr  Herbert  says. 

If  the  appeals  court  agreed  with  the  physicians  that  the  case  belongs  in 
state  jurisdiction,  the  case  would  probably  end  with  a remand  to  state 
court,  where  the  physicians  would  likely  win,  Mr  Herbert  says.  He  draws 
his  conclusion  that  an  appellate  decision  for  the  physicians  would  end  the 
progression  upward  based  on  a similar  situation  that  occurred  in  the 
Fourth  Circuit  Court  of  Appeals. 

In  a case  involving  a Virginia  hospital’s  attempt  to  have  a state  law  en- 
forced against  Aetna  Life  Insurance  Company,  the  appeals  court  found  in 
favor  of  the  hospital,  reversing  a lower  court  decision  favoring  Aetna.  Al- 
though Aetna  appealed  to  the  US  Supreme  Court,  the  highest  court  re- 
fused to  hear  the  case,  allowing  the  Fourth  Circuit  Court’s  decision  to 
stand. 

With  a different  ruling,  the  case  could  move  upward,  Mr  Herbert  says. 
If  the  Fifth  Circuit  Court  of  Appeals  decided  in  favor  of  the  insurance 
company,  in  disagreement  with  the  Fourth  Circuit  decision,  the  US 
Supreme  Court  might  hear  the  case  in  order  to  resolve  the  conflict. 

At  that  point,  one  of  the  lawsuits  brought  by  Texas  physicians  could  be- 
come a landmark  case. 
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“The  point  is,  if  a doctor  has  to  worry  about  whether  he’s  going  to  be 
deselected  if  he  spends  Aetna’s  money  or  Prudential’s  money,  then  it’s  a 
terrible  conflict  of  interest  he’s  presented  with.’’ 


As  tor  the  15%  1151  does  regu- 
late, the  state  hasn’t  exactly  been  vigi- 
lant in  enforcing  its  own  rules. 

‘Without  cause'  clause 

If  TDI  were  more  vigilant,  companies 
such  as  Aetna  might  not  be  able  to 
wield  the  “without  cause”  clauses  so  ca- 
sually — or  at  all.  The  “without  cause” 
provision  — found  in  most  managed 
care  contracts  — directly  contradicts 
the  PPO  rules,  Mr  Herbert  says. 

According  to  the  rules,  all  terms 
and  conditions  in  the  contract  be- 
tween the  physician  and  the  insurer 
must  be  based  solely  on  economic, 
quality,  or  accessibility  considera- 
tions, Mr  Herbert  explains.  “Our  po- 
sition is  that  ‘without  cause’  termina- 
tion provisions  violate  that  regulation 
because  they’re  based  on  nothing,” 
Mr  Herbert  said. 

While  some  physicians  prefer  hav- 
ing the  equivalent  of  a work-at-will 
agreement  with  their  networks,  “with- 
out cause”  provisions  are  a great  deal 
more  disadvantageous  to  providers 
than  they  are  to  third-party  payors. 

“A  managed  care  organization 
does  not  suffer  catastrophic  financial 
loss  when  an  individual  physician 
terminates  his  or  her  participation, 
but  a physician  who  is  involuntarily 
terminated  may  lose  a primary 
source  of  income  if  many  of  his  or 
her  patients  are  in  the  plan,”  Bernard 
D.  Hirsh,  JD,  former  general  counsel 
to  the  American  Medical  Associa- 
tion, wrote  in  the  December  issue  of 
Texas  Medicine  (“Caution  required 
when  contracting  with  managed  care 
organizations,”  pp  40—42).  More  im- 


portantly, patients  are  denied  access 
to  their  chosen  physicians. 

Forced  choice: 
patients  or  pocketbooks 

Dr  Maidenberg,  who  also  has  been 
deselected  by  Prudential,  stands  to 
lose  about  25%  of  his  practice  if  he 
can’t  halt  the  two  companies’  actions 
against  him,  Ms  Batory  says. 

The  implications  of  such  financial 
loss  reach  deeper  than  one  physician’s 
pocketbook  — or  even  dozens  of 
physicians’  pocketbooks  — into  the 
delicate  area  of  treatment  decisions. 

“The  point  is,  if  a doctor  has  to 
worry  about  whether  he’s  going  to  be 
deselected  if  he  spends  Aetna’s  money 
or  Prudential’s  money,  then  it’s  a ter- 
rible conflict  of  interest  he’s  presented 
with,”  Dr  Maidenberg  said.  “Imagine 
a doctor  standing  there  with  a patien- 
t’s chart,  thinking,  ‘I  want  to  order 
this  test.  It’s  medically  necessary, 
but  . . . .’  There  may  be  doctors  who 
say  to  themselves,  ‘Look  at  what  hap- 
pened to  those  other  doctors.’” 

But  as  Mr  Herbert  points  out, 
physicians  aren’t  solely  concerned 
with  money  when  faced  with  selec- 
tion and  deselection  decisions.  Of- 
ten, it  isn’t  even  their  first  concern. 

“What  I have  found  from  talking 
with  physicians  is  that  most  physicians 
join  these  networks  because  of  existing 
patients,”  Mr  Herbert  said.  “Their  pa- 
tients’ employers  change  plans,  and  in 
order  to  treat  their  existing  patients, 
they  become  part  of  that  plan.” 

Dr  Maidenberg  describes  his  situ- 
ation in  terms  of  a loss  of  important 
personal  relationships.  “It  isn’t  like 


just  losing  patients.  It’s  like  losing 
family,”  he  said.  “There’s  been  a lot 
of  water  under  these  bridges.” 

Physicians  aren’t  the  only  ones 
who  feel  that  way.  Patients,  who  have 
no  real  financial  incentive  in  the  mat- 
ter but  who  stand  to  lose  their  free- 
dom to  choose,  have  expressed  dismay 
at  the  deselection  of  their  physicians. 

Jeff  Bartlett,  who  as  vice  president 
of  the  Communication  Workers  of 
America  Local  No.  6222  represents  the 
people  who  work  for  Southwestern 
Bell  and  AT&T  in  Houston,  said  he  is 
“outraged  both  personally  and  profes- 
sionally by  Prudential’s  action.”  As  a 
result  of  deselections  by  Prudential,  so 
far  at  least  10%  of  the  union  members 
stand  to  lose  their  physicians. 

“The  first  one  we  were  hit  with 
was  Dr  [James  T]  Fontenot,”  said  Mr 
Bartlett,  who  handles  health  benefits 
issues  for  the  local.  “He  had  over  700 
Southwestern  Bell  people.”  Mr 
Bartlett  told  of  another  deselected 
doctor  who  wrote  his  patients  a letter 
saying  just  bring  in  the  copavment, 
the  $15,  and  he  would  treat  them. 

Mr  Bartlett  says  that  he’s  received 
at  least  a dozen  letters  complaining 
about  the  deselection  of  his  own 
physician  from  the  network. 

“One  of  the  complaints  was  that 
she  was  the  only  woman  internist  in 
the  area,  and  a lot  of  women  want  a 
woman  doctor,”  Mr  Bartlett  said. 

Dr  Maidenberg  also  has  received 
letters  from  patients  expressing  dis- 
may at  the  deselections.  “I’ve  got  a 
lot  of  nice  letters  here,”  Dr  Maiden- 
berg said,  “and  it’s  just  like  a eulogy 
before  you  die.” 
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Legislature 
enacts  new 
laws  against 
fraud 

By  Hugh  M.  Barton,  JD 

TMA  assistant  general  counsel 


TO  COMBAT  HEALTH-CARE 
fraud  and  abuse,  the  Texas 
Legislature  in  1993  enacted 
two  potentially  far-reaching 
statutes.  Senate  Bill  208  created  the 
new  criminal  offense  of  “insurance 
claim  fraud”  in  the  penal  code  (1). 
Senate  Bill  211  amended  the  “illegal 
remuneration,”  or  anti-kickback, 
statute  (2). 

Q:  What  is  insurance  claim  fraud? 

A:  The  primary  definition  uses  the 
common-law  idea  of  fraud  and  adds 
insurance  companies  as  the  intended 
victim:  A person  commits  an  offense 
if,  with  the  intent  to  defraud  an  in- 
surance company,  he  or  she  prepares 
or  presents  to  an  insurer  a statement 
that  either: 

• Contains  false  or  misleading  in- 
formation about  something  “ma- 
terial” to  the  claim,  or 
• Conceals  or  fails  to  disclose  a ma- 
terial fact  affecting  the  right  to 
payment  of  the  amount  to  which 


the  person  is  entitled. 

Q:  What  would  be  “material”  to  an 
insurance  claim? 

A:  Six  areas  are  considered  material: 

• Whether  the  claimed  services  were 
provided, 

• The  date  the  claimed  services  were 
provided, 

• The  medical  record  of  services 
provided, 

• The  condition  treated  or  diagnosis 
made, 

• The  identities  of  the  provider  and 
the  patient,  and 

• Whether  health-care  services  were 
medically  necessary  under  profes- 
sionally accepted  standards. 

Q:  Does  the  last  definition  of  “materi- 
al” mean  a physician  can  be  indicted 
for  rendering  care  that  is  later  deter- 
mined not  “medically  necessary”? 

A:  The  statute  seems  to  suggest  this 
possibility,  and  the  so-called  “clinical 
crime”  has  been  the  subject  of  much 
discussion.  For  example,  an  internist 
in  New  York  was  sentenced  to  a year 
in  jail  after  having  been  convicted  of 
recklessly  endangering  the  life  of  a 
patient  (3). 

However,  it  must  be  pointed  out 
that  the  law  fails  to  define  two  key 
terms:  “medically  necessary”  and 
“professionally  accepted  standards.’ 
It’s  difficult  to  say  what  quality  or 
quantity  of  medical  treatment  the 
legislature  considers  criminally 
deficient  (4).  Furthermore,  most  pro- 
fessional standards  in  medicine  are  set 
by  private  organizations,  and  the  leg- 


islature cannot  delegate  public  func- 
tions to  private  groups  (5). 

Q:  Why  is  the  medical  record  “mate- 
rial” to  an  insurance  claim? 

A:  The  definition  of  “statement”  (to 
an  insurer)  includes  not  only  the  in- 
surance claim  itself,  but  a diagnosis, 
prescription,  medical  record,  x-ray, 
test  result,  or  other  evidence  of  loss, 
injury,  or  expense.  In  other  words, 
any  document  falsified  to  justify  or 
support  payment  of  an  insurance 
claim  is  considered  part  of  the  com- 
mission of  the  crime. 

Q:  Is  this  law  aimed  only  at  health- 
care providers? 

A:  No.  It  applies  to  anyone  who  files 
a false  insurance  claim  with  any  type 
of  insurance  company,  licensed  or 
otherwise.  This  can  also  be  seen  in 
the  definition  of  “statement,”  which 
includes  a proof  of  loss,  bill  of  lading, 
invoice,  account,  estimate  of  property 
damages,  or  bill  for  services. 

Q:  Does  the  statute  define  some  oth- 
er kind  of  fraud  besides  the  “primary 
definition”  of  insurance  fraud? 

A:  Yes,  and  it  is  aimed  directly  at 
health-care  fraud.  Under  this  defini- 
tion, a person  commits  an  offense  if, 
with  the  intent  to  defraud  an  insur- 
ance company,  he  or  she  solicits,  of- 
fers, pays,  or  receives  a “benefit”  in 
connection  with  the  furnishing  of 
health-care  goods  or  services  for 
' which  payment  is  sought  under  an 
insurance  policy.  Although  the 
statute  does  not  specifically  say  so,  it 
seems  to  set  out  an  offense  of  paying 
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or  receiving  “kickbacks,”  which  is 
unlawful  under  other  Fexas  laws  (6). 

Q:  What  penalties  apply  to  insurance 
claim  fraud? 

A:  For  health-care  providers,  the 
penalties  are  quite  serious  and  de- 
pend on  the  amount  of  the  claim: 

• If  the  claim  is  less  than  $20,000, 
the  offense  is  a third-degree  felony. 

• If  the  claim  is  $20,000  to 
$100,000,  the  offense  is  a second- 
degree  felony. 

•If  the  claim  is  more  than 
$100,000,  the  offense  is  a first-de- 
gree felony. 

The  offense  is  also  a first-degree 
felony  if  the  claim  is  less  than 
$100,000  but  the  commission  of  the 
offense  placed  a patient  at  risk  of 
death  or  serious  bodily  injury. 

Q:  Can  I be  guilty  of  insurance  claim 
fraud  if  I don’t  actually  prepare  an  in- 
surance claim  form  myself,  but  have 
either  my  office  personnel  or  a billing 
service  prepare  and  file  forms? 

A:  Yes,  for  two  reasons.  First,  the  law 
applies  to  a person  who  either  pre- 
sents a claim  for  payment  to  an  in- 
surer or  causes  such  a claim  to  be  pre- 
pared. A physician  who  delegates  to 
office  staff  the  preparation  of  insur- 
ance claims  forms  would  be  consid- 
ered to  have  “caused”  the  preparation 
of  the  claims.  Second,  the  statute 
uses  the  term  “health-care  practition- 
er,” which  specifically  includes  an 
officer,  employee,  or  agent  of  an  or- 
ganization that  renders  health  care  or 


mental  health  services. 

Q:  Regarding  the  anti-kickback  law, 
did  the  legislature  add  any  specific 
kinds  of  acts  that  constitute  illegal  re- 
muneration? 

A:  Yes.  The  legislature  criminalized 
certain  acts  that  apply  to  inpatient 
mental  health  and  chemical  depen- 
dency treatment  facilities.  Specifical- 
ly, it  is  a criminal  offense  for  a person 
to  refer  or  accept  a referral  of  a per- 
son to  an  inpatient  mental  health  or 
chemical  dependency  treatment  facil- 
ity if: 

• The  person  accepting  the  referral 
also  accepts  payment  before  the 
patient  has  been  discharged  for 
outpatient  services  to  be  provided 
by  the  referring  person  after  the 
patient’s  discharge,  and 

• The  referring  person  does  not 
provide  the  outpatient  services  for 
which  payment  was  made  and 
does  not  return  the  payment  to 
the  inpatient  facility. 

In  other  words,  you  may  not  refer  a 
patient  for  inpatient  mental  health  ser- 
vices, be  paid  for  outpatient  services  by 
the  inpatient  facility  while  the  patient 
is  still  there,  and  then  not  perform  the 
outpatient  services  after  discharge  with- 
out returning  the  payment. 

By  implication,  it  would  be  per- 
missible to  be  paid  by  the  inpatient 
facility  for  outpatient  services,  so 
long  as  outpatient  services  are  ulti- 
mately provided,  even  though  that 
payment  would  be  a logical  induce- 
ment to  make  referrals.  As  noted  be- 


low, you  would  also  be  required  to 
disclose  that  payment  at  the  time  of 
the  initial  referral. 

Q:  What  other  acts  are  illegal? 

A:  The  statute  has  another  provision 
called  “notification  of  remuneration.” 
Under  this  provision,  if  someone  ac- 
cepts a payment  for  a patient  referral 
that  is  otherwise  legal  he  or  she  must: 

• Disclose  to  the  patient  his  or  her 
relationship  with  the  person  to 
whom  the  referral  is  made,  and 

• Disclose  to  the  patient  that  he  or 
she  will  receive  remuneration  di- 
rectly or  indirectly  for  the  referral 
of  that  patient. 

As  an  example,  suppose  a physician 
refers  a patient  to  an  imaging  center  in 
which  he  has  an  investment  interest. 
At  the  time  of  referral,  he  should  dis- 
close the  fact  of  his  investment  interest 
to  the  patient  and  that  he  may  receive 
money  indirectly  for  the  referral 
through  a return  on  his  investment. 
This  is  true  if  the  investment  interest  is 
otherwise  permitted  under  federal  safe 
harbor  regulations  (7). 

Q:  H ave  the  penalties  for  illegal  re- 
muneration been  increased? 

A:  That  depends  on  where  one  is  em- 
ployed. Penalties  generally  remain 
misdemeanors  but  have  been  in- 
creased to  third-degree  felonies  if  a 
person  is  employed  by  the  federal, 
state,  or  local  government  at  the  time 
the  offense  occurs. 

In  addition,  civil  penalties  of  up 
to  $ 1 0,000  a day  for  each  act  of  vio- 
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lation  may  be  sought  by  the  Texas  at- 
totney  genetal. 

Q:  Are  there  any  safe  harbors  under 
state  law  as  there  are  under  federal 
law? 

A:  Yes.  The  law  has  been  clarified  to 
state  that  any  practice  permitted  un- 
der the  federal  illegal  remuneration 
statute  or  its  regulations  (the  safe 
harbors)  are  permitted  under  the 
state  illegal  remuneration  law  (7). 

Q:  Is  it  still  legal  to  use  some  form  of 
health-care  marketing  service? 

A:  Yes,  but  there  are  some  significant 
restrictions.  First,  the  legislature 
deleted  the  exception  for  advertising 
and  marketing  of  health-care  services 
and  in  its  place  set  out  a very  restric- 
tive exception  for  “health-care  infor- 
mation services.”  (8) 

Q:  What  are  the  requirements  to 
qualify  as  a “health-care  information 
service”? 

A:  A health-care  information  service: 

• Provides  information  to  con- 
sumets  only  by  telephone  and  at 
the  consumer’s  request, 

• Does  not  attempt  to  lead  con- 
sumers to  select  a particular 
health-care  provider, 

• Id  entifies  for  consumers  all 
health-care  providers  who  fit  the 
consumer’s  criteria  for  selection, 

• Discloses  to  consumers  the  rela- 
tionship between  the  health-cate 
information  service  and  health- 
care providers  participating  in  the 
service. 


• Does  not  provide  diagnostic  or 
counseling  services  and  makes  no 
promises  of  cure  or  guarantees  of 
treatment, 

• Does  not  provide  transportation 
for  consumers  to  or  from  health- 
care providers, 

• Does  not  limit  its  marketing  to 
people  suffering  from  a particular 
illness,  condition,  or  infirmity, 

• Does  not  sell  lists  of  patients, 

• Does  not  limit  itself  to  a particular 
health-care  specialty, 

• Does  not  limit  provider  participa- 
tion other  than  for  specified  rea- 
sons, such  as  failure  to  maintain 
professional  liability  insurance, 

• Has  a customer  service  depart- 
ment fot  complaints  and  monitors 
consumer  satisfaction,  and 

• Charges  fees  to  patticipati ng 
providers  consistent  with  fair  mar- 
ket value  and  not  varying  with  the 
volume  or  value  of  referrals. 
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...a  promise  to 
defend. . . 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL-  when  the  allegations 
are  frivolous,  or  highly  emotional-  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


THE 


Medical  Protective  Company 

FORT  WAYNE,  INDIANA 

‘Frofessional ‘Frotection  ‘E?(c[usivefy  since  1899 


A+  (Superior)  A.M.Best 


AA  (Excellent)  Standard  and  Poor's 


THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  collect:  Cpt.  Cheryl  Carson  (214)  767'1640 
Ltc.  James  Valentine  (210)  826'9892;  Maj.  John  Rich  (713)  963'0815 
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■ ufile 

Philip  Alexander,  MD 

Renaissance  physician  is  a work  in  progress 

B B r r H G R a n m , Assistant  editor 


Philip  Alexander,  MD,  has 
always  been  the  kind  of 
person  who  keeps  himself 
open  to  all  the  possibilities, 
however  they  present  themselves.  It  was 
this  temperament  that  allowed  a trolley 
car  ride  to  determine  his  career  choice  and 
a broken  tooth  to  decide  which  musical 
instrument  he  would  master. 

Dr  Alexander,  who  as  a child  began  playing  first  the 
piano  then  the  clarinet,  recalls  how  he  came  to  play  the 
oboe:  “1  had  this  broken  tooth,  and  with  the  clarinet  you 
have  to  put  your  teeth  on  the  mouthpiece  while  you  play. 
For  a whole  year,  that  sent  chills  down  my  back.  So  I had 
to  find  a double-lip  instrument,  and  the  oboe  was  one.  1 
tried  it  and  loved  it.” 

While  he  was  in  seventh  and  eighth  grades.  Dr  Alexan- 
der’s mother  drove  him  120  miles  round-trip  every  Satur- 
day to  take  lessons  from  a Houston  symphony  oboist. 

“Very  soon,  1 put  on  blinders,”  said  Dr  Alexander,  a 
College  Station  internist.  “1  wanted  to  be  the  very  best 
oboe  player  in  the  world  and  on  school  days  would  prac- 
tice 6 hours  a day.” 

In  the  summers,  he  attended  elite  camps  for  young 
musicians;  after  high  school,  in  lieu  of  a traditional  col- 
lege, he  enrolled  at  the  Curtis  Music  Institute  in  Philadel- 
phia, a music  conservatory. 

“They  offered  no  courses  besides  music,”  Dr  Alexan- 
der said,  “so  if  you  took  nothing  else,  you  graduated  with 
a diploma,  not  a degree.” 

To  augment  his  music  studies.  Dr  Alexander  took 
courses  at  the  University  of  Pennsylvania  and  I’emple 
University  during  the  academic  year  and  attended  Sam 
Houston  State  University  in  Huntsville  near  his  Conroe 
home.  He  minored  in  astronomv  and  religion. 

During  his  last  year  at  the  institute.  Dr  Alexander  be- 
gan to  consider  switching  gears. 

“I  was  about  to  graduate  after  4 years  of  music  school. 


and  you  either  go  out  and  audition  for  orchestra  jobs  or 
do  something  else,”  he  said.  “There  are  a lot  of  people 
graduating  from  these  schools,  and  there  are  not  many  or- 
chestra jobs.” 

Straightening  his  Snoopy  tie,  he  looks  as  pensive  as  a 
man  with  a constant  smile  can  look.  “I  don’t  think  I want- 
ed to  become  a 65-year-old  oboe  player  onlyd  he  said. 

Renaissance  physician 

One  afternoon  he  took  a trolley  ride  to  the  University  of 
Pennsylvania  to  pick  up  the  school’s  undergraduate  catalog. 
While  waiting  for  the  trolley  back  home,  he  sat  on  a bench 
and  perused  the  catalog,  hoping  for  some  career  inspiration. 

“I  read  that  undergraduate  catalog  — accounting  to  zo- 
ology — and  was  sort  of  horrified  that  there  was  nothing 
that  I’d  be  willing  to  just  throw  my  life  into,”  he  explained. 
“And  then  on  the  way  back,  somewhere  along  the  trolley’s 
route,  was  the  University  of  Pennsylvania  School  of  Medi- 
cine. I looked  at  it  and  said,  'I  never  thought  of  that.’” 
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I had  known  how  to  speed-read 
in  medical  school*  I could  have 
played  tennis  and  golf  all  the  time.** 


Dr  Alexander  took  a job  teaching 
music  at  Texas  Tech  University  in 
Lubbock  and  began  applying  to 
medical  schools.  Despite  the  fact  that 
the  schools  discouraged  students 
from  applying  without  first  taking 
prerequisites,  he  figured  it  was  worth 
$10  to  try. 

“I  sent  in  six,  and  the  worst  that 
could  happen  was  I’d  lose  $60,”  he 
said.  “I  started  getting  accepted. 
When  I was  accepted  by  Baylor,  that 
was  enough.” 

Although  he  obviously  graduated, 
getting  into  medical  school  and  suc- 
ceeding there  without  a strong  science 
background  proved  to  be  two  differ- 
ent propositions.  During  an  orienta- 
tion session,  the  dean  asked  how 
many  students  had  taken  histology, 
and  hands  went  up.  The  dean  asked 
how  many  had  taken  biochemistry, 
and  again  hands  went  up. 

“I  heard  all  this  rustling  of  hands, 
and  1 didn’t  raise  a hand  for  any- 
thing,” Dr  Alexander  said.  “I  freely 
admit  that  first  year  — and  particu- 
larly the  first  semester  — was  tough. 
But  I entered  with  the  philosophy 
that  I was  never  going  to  give  up.” 

Pretty  soon,  he  had  begun  to  mas- 
ter the  mysteries  of  the  diagnostic 
challenge,  just  as  he  had  the  oboe.  In 
fact,  at  least  one  colleague  believes 
his  unorthodox  background  has 
served  him  particularly  well. 

“Dr  Alexander’s  well-roundedness 
speaks  toward  having  more  physi- 
cians with  backgrounds  in  the  hu- 
manities as  opposed  to  those  who 
come  from  straight  science  back- 
grounds,” said  James  Rohack,  MD,  a 


College  Station  cardiologist. 

And  medicine  has  suited  Dr 
Alexander  as  much  as  he  has 
suited  medicine. 

“Are  there  drawbacks  and  regula- 
tions and  government  hassles?  Sure,” 
said  Dr  Alexander.  “Are  there  regula- 
tions in  home  building  and  real  estate 
and  selling  cars?  Sure.” 

While  he  can  see  why  some  col- 
leagues are  disillusioned,  he  is  not. 

“I’ve  taught  at  Texas  A&M  Univer- 
sity Health  Science  Center  College  of 
Medicine  since  it  opened,  and  I see 
these  bright-eyed,  eager  medical  stu- 
dents, and  1 guess  we  were  all  lambs 
being  led  to  the  slaughter.  As  it  should 
be,  their  main  concern,  and  ours,  is 
anatomy  and  biology  and  all  that.” 

Artist  and  artisan 

“He  is  a renaissance  physician,”  Dr 
Rohack  said.  “Basically  he  is  a kind, 
compassionate  physician,  yet  he  plays 
with  the  local  symphony  and  is  an 
artist  and  artisan.” 

Over  the  years.  Dr  Alexander  has 
cultivated  such  talents  as  drawing  and 
jewelry  making.  To  the  extent  that  he 
continues  to  find  new  things  to  learn 
and  master,  he  himself  is  a work  in 
progress. 

His  interest  in  jewelry  making  be- 
gan in  the  1970s  when  he  bought  a 
couple  of  old,  unshaped  agate  mar- 
bles and  convinced  someone  to  teach 
him  how  to  make  perfectly  round 
stones,  a rare  ability. 

“I  started  turning  out  spheres,” 
Dr  Alexander  said.  “It’s  all  hand- 
grinding with  diamond  grits  and 
things.  If  you  don’t  do  it  correctly. 


you  make  great  footballs.” 

Eventually,  the  spheres  he  made 
began  to  pile  up. 

“They  just  sort  of  sat  . . .”  he  trails 
off,  laughing.  “Then  I started  making 
jewelry,  and  I discovered  that  wives, 
daughters,  friends,  and  mothers  said, 
‘Oh,  isn’t  that  wonderful.’”  His 
spheres  had  not  elicited  the  same  lev- 
el of  appreciation. 

He  happened  upon  drawing  as  a 
pastime  in  much  the  same  way.  For 
Christmas  1980,  his  wife  gave  him  a 
copy  of  Drawing  on  the  Right  Side  of 
the  Brain  by  Betty  Edwards.  Following 
the  book’s  techniques,  he  learned  to 
sketch  likenesses  of  his  children,  as  well 
as  others.  He  proudly  displays  many  of 
his  sketches  in  his  office  and  occasion- 
ally gives  them  away  as  presents. 

With  all  that  he  does,  including 
running  and  biking  up  to  45  miles  a 
week,  it  seems  a wonder  that  Dr 
Alexander  manages  to  maintain  a 
thriving  practice  as  well  as  to  teach. 
But  he  finds  ways  to  compress  time 
and  keep  himself  going  past  the  point 
where  most  people  stop.  For  instance, 
he  has  learned  speed-reading. 

“If  I had  known  how  to  speed- 
read  in  medical  school,  I could  have 
played  tennis  and  golf  all  the  time,” 
he  said,  adding:  “We’re  all  rushed. 
You  really  can  do  almost  anything 
you  want.  If  I can  get  a little  weekend 
nap.  I’m  pretty  good  for  the  week. 
Diet  Coke  and  I make  it  through.” 

As  for  his  myriad  hobbies  and  in- 
terests, he  said,  “All  of  these  things 
are  great  oases.  Maybe  that’s  why  I 
take  a little  bit  more  cosmic  view  of 
Medicare  regulations.”  ★ 
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Kick  up  your  heels 
for  our  liltle  Texans! 


^KjtJpron  your  jilitziost  western  wear 
anu^ddle  up  lor  the  TMAAI  MAA 
Benefit  (iala  lor  Shots  Aeross  Texas 
on  Friday,  May  13,  during  Annual 
Session  at  the  Hvatt  Begeney  Austin. 
Chefs  will  rustle  u|)  a gourmet  Hill 
(iountrv  dinner  at  B p.m.  Alter  dinner, 
you  ean  kiek  up  your  heels  to  the 
music  of  rising  Texas  star  Hick 
Treyino. 

Proceeds  benefit  the  Shots  Aeross 
Texas  effort  initiated  hy  the  "Pexas 
Department  of  Health  to  ensure  Texas 
children  are  immunized  at  the  appro- 
priate age.  FMA  and  TM.AA  haye 
taken  aetiye  leadership  roles  in  the 
Shots  .Across  Texas  Coalition.  Tickets 
are  $75  per  person. 

Call  (BtlO)  880-1300,  Ext.  1486  to 
reserye  your  tickets  or  watch  for  your 
Adyanee  Program  in  mid-fVhruary. 

Sponsored  by 
Texas  Medical  Association^ 

Texas  Medical  Association 
Alliatice.  and  Health  Education 
and  Research  Foundation 
of  the  Texas  Medical  Association. 


Reserve  your  tickets  now  by  calling  (800)  880-1300,  Ext.  1486. 


PHYSICIANS 


The  Lone 
Star  State  of 
Texas  along 
with  JSA  Healthcare 
Corporation  offer  outstanding  oppor- 
tunities for  physicians  looking  for  a 
medical  career  designed  to  fit  their 
personal  and  professional  require- 
ments. JSA  is  an  organization  known 
nationwide  for  finest  quality  care. 

JSA  contracts  to  provide  ambula- 
tory and  primary  care  services  to 
healthcare  facilities  throughout  the 
G.S.  Our  firm  is  one  of  the  fastest 
growing  private  companies  in  the 
nation  and  is  proud  to  be  the 
recipient  of  JCAHO’s  highest 
accreditation — accredited  with 
commendation. 


Primary  Care  Clinic 

• No  Nights,  No  Call 

• No  Hospital  Responsibility 

• Excellent  Compensation  Package 

• Individualized  Benefit  Plan 

• Paid  Malpractice  Insurance 

• PaidCME 

For  more  information  contact:  Susan 
Bray,  Professional  Recruitment, 
10227  Wincopin  Circle,  Suite  400, 
Columbia,  MD  21044. 

1-800-966-2811 


A\  HEALTHCARE 
CORPORATION 


Equal  Opportunity  Employer 


IT’S  THE  LAW! 

ELIMINATE  TAXES  ON  $250,000  OF  YOUR  INCOME 
(UP  TO  $99,000  at  NEW  RATES) 


Congress  created  the  Federal  Housing  Tax  Credit  program  to  encourage  investment  in 
privateiy-owned  housing  for  the  elderly,  handicapped  and  citizens  of  modest  means. 

♦ 

Section  42  of  the  iRS  Code  authorizes  immediate  doilar-for-doiiar 
reduction  of  your  final  federal  income  taxes  due. 

♦ 

At  the  same  time,  capitaiize  on  astute  investments  in  highiy  undervaiued  real  estate  in 
America's  best  long-term  growth  markets 


WHAT  THE  EXPERTS  SAY: 


"The  lax  credit  is  the  qumtesseii- 
tial  tax  shelter  of  the  I99()s:  You 
can  cut  your  taxes  while  you 
provide  direct  help  for  the  less 
fortunate. " 

PHYSICIAN'S  FINANCIAL  NEWS 

"A  no-brainer  for  anyone  who 
wants  to  pay  less  income  tax. " 
Joseph  J Vizzini,  CPA,  Sentra 
Securities,  Metaire,  LA 


"High  marks  for  low-income 
housing.  Without  cpiestion,  tax 
credits  are  the  ultimate  tax  .shel- 
ter. You  can  use  your  tax  credits 
dollar-for-dollar  to  reduce  your 
actual  tax  hill. " 

THE  25  BEST  TAX  SHELTERS 


"The  low  income  hou.sing  credit 
might  he  the  last  of  the  pure,  old- 
fashioned  tax  shelters  left.  It  lets 
you  take  a tax  write-off  simply  by 
writing  a check  to  a partner.ship. " 

TAX  AVOIDANCE  DIGEST 

"Literally  a gift  to  tax  payers 
from  the  IRS  and  Congress.  " 
ClifTCarper,  Senior  VP,  Kemper 
(tN  Securities,  Newport  Beach,  CA 


Roger  P.  Holland  M.D.,  Ph.D. 

Vice  President,  Physicians'  Tax  Credit  Services 

Member  - TMA,  AAFP,  TAFP,  IMF,  & CMOS 
1812  Wendover  Place,  Tyler,  TX  75703 
903-534-9652  - Recorded  Messages  & Fax-On-Demand 


Medical  Economia 


Medical  meccas 

Texas  largest  cities  market  health  care  to  the  world 

By  Mark  Richardson,  Associate  editor 


Quick,  locate  Brunei  on  a world  map. 

Most  people,  even  those  who  consid- 
er themselves  reasonably  well-traveled, 
have  difficulty  locating  the  tiny  sul- 
tanate (about  the  size  of  Delaware), 
which  clings  tenaciously  to  the  northeast  coast  of 
the  East  Indies  island  of  Borneo. 


Except  for  a stopover  in  1521  by  Ferdinand  Magellan, 
Brunei  has  enjoyed  a long  and  relatively  quiet  history  as  a 
peaceful  island  paradise  on  the  South  China  Sea.  It  is 
ruled  — quite  benevolently  — by  the  Sultan  of  Brunei. 

And  so,  you  may  ask,  what  does  Brunei  have  that  can’t 
be  found  on  any  of  the  other  thousand  or  so  island  na- 
tions in  the  South  Pacific? 

Oil.  And  lots  of  it.  Natural  gas,  too.  So 
much,  in  fact,  that  the  sultan,  known  to 
his  friends  as  Sir  Muda  Hassanal  Bolkiah 
Mu’izzadin  Waddaulah,  is  one  of  the 
wealthiest  people  in  the  world.  He  lives  in 
a $400  million,  1,788-room  palace  on  50 
seaside  acres.  (You  should  see  his  summer 
home.)  The  400,000  citizens  of  Brunei 
similarly  enjoy  one  of  the  highest  per  capi- 
ta incomes  in  the  world,  though  few  of 
them  work. 

So,  when  the  Sultan  of  Brunei  and  his 
family  need  medical  care,  they  demand  — 
and  get  — what  they  believe  to  be  the  best 
in  the  world.  Not  in  Vienna,  London,  or 
Stockholm.  Not  even  Boston,  Cleveland, 
or  the  Mayo  Clinic  in  Minnesota. 

The  sultan  orders  his  private  jet  to  land  in  Texas. 

The  word  is  out 

It  is  not  by  accident  but  by  design  that  Dallas,  Houston, 
and  San  Antonio  are  achieving  world  prominence  as 
health-care  centers.  Each  city,  whether  through  a central 
marketing  agency  or  by  individual  hospitals,  goes  to  great 


lengths  to  market  itself  as  a world- 
class  medical  center. 

And  those  efforts  are  paying  off  in 
increased  income  and  prestige  for 
Texas  physicians  and  hospitals,  says 
Frank  Weaver,  president  of  Dallas 
Medical  Resource. 

“Our  goal  is  to  position  Dallas  as  a 
preeminent  health-care  delivery  desti- 
nation well  into  the  21st  century,”  he 
said.  “We  are  selling  the  value  of 
health  care  to  employers,  physicians,  and  patients  around 
the  country  and  throughout  the  world.” 

Each  of  Texas’  three  major  cities  is  competing  for  the 
world’s  health-care  dollars: 

• Dallas  Medical  Resource  is  a not-for-profit  coalition  of  nine 
Dallas  hospitals,  hundreds  of  physicians, 
and  a variety  of  business  leaders  created  in 
1988  to  market  its  medical  institutions. 
The  coalition  also  contracts  with  large  em- 
ployers such  as  Fina  and  Southland  to  pro- 
vide acute  care  for  employees,  even  if  they 
don’t  live  in  the  Dallas  area. 

Medical  Destination:  San  Antonio 
(MD:SA)  is  a nonprofit  organization  be- 
gun in  October  1993  to  market  the  San 
Antonio  medical  center  to  a 48-county 
region  of  South  Texas,  as  well  as  Mexico 
and  Latin  American  countries. 

Although  the  Texas  Medical  Center  in 
Houston  does  not  have  a central  market- 
ing apparatus,  all  of  the  major  institu- 
tions in  the  center  have  aggressive  mar- 
keting plans  with  links  to  Mexico,  the  Middle  East, 
Europe,  and  the  south  and  southwestern  US. 

According  to  Warren  Whitehead,  a specialist  with  the 
international  affairs  office  of  Methodist  Hospital  in  Hous- 
ton, marketing  medical  services  outside  of  Texas  involves  a 
three-pronged  approach. 

“We  work  with  institutions,  with  physicians,  and  of 


“We  are  selling 
the  value  of 
health  care  to 
employers, 
physicians,  and 
patients  around 
the  country 
and  throughout 
the  world.” 
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**Medical  wildcatting”  is  bringing 
millions  of  dollars  each  year  into  the 
$35  billion  medical  economy  in  Texas. 


course,  with  patients,  to  create  rela- 
tionships that  will  result  in  the  refer- 
ral ot  cases  to  our  hospital,”  he  said, 
adding  that  Methodist  has  links  to 
hospitals  and  physician  groups  in 
Mexico,  Guatemala,  Venezuela,  El 
Salvador,  Turkey,  and  Greece. 

“About  60%  to  70%  of  our  interna- 
tional business  is  with  Latin  America,” 
he  said.  “The  region  is  making  an  eco- 
nomic comeback,  and  a middle  class  is 
developing  that  can  afford  to  seek  med- 
ical care  outside  of  the  country.” 

Attracting  patients  from  Latin 
America  and  from  the  growing  mar- 
kets of  northern  Mexico  is  one  of  the 
prime  goals  of  MD;SA, 
says  executive  director 
Rita  Thompson. 

“Our  marketing 
studies  showed  that 
there  was  a great 
deal  of  demand  for 
medical  services  in 


Mexico,  but  that  many  of  the  potential 
patients  were  concerned  with  the  cul- 
tural barriers  that  might  arise  in  seek- 
ing care  in  another  country,”  she  said. 
“We’ve  set  up  programs  designed  to 
show  those  patients  and  their  physi- 
cians that  San  Antonio  is  a place  where 
they  will  be  comfortable  and  where 
they  will  find  people  who  speak  their 
language  and  understand  their  needs.” 


Medical  wildcatting 

Just  over  a decade  ago,  the  Texas 
economy  was  riding  high  on  oil  and 
gas  revenues.  The  oil  shortages  of  the 
late  1970s  drove  the  price  of  a barrel 
of  oil  to  all-time  highs,  and  the  fer- 
vent pace  of  exploration  in 
the  early  1980s  pumped 
billions  of  dollars  into  the 
state’s  economy. 


The  “wildcatters,”  as  independent 
producers  are  called,  were  rewarded 
richly  for  taking  the  risks  involved  in 
oil  and  gas  exploration.  But  in  1986, 
the  bottom  dropped  out  of  the  price 
of  oil,  plunging  from  up  to  $50  a 
barrel  to  less  than  $15  a barrel  and 
defiating  Texans’  bank  accounts  like 
a three-penny  nail  in  a truck  tire. 

I’he  Texas  oil  industry  has  never 
really  recovered  from  the  bust  of  the 
1980s,  but  according  to  state 
officials,  diversification  has  made  the 
state’s  economy  more  stable. 

However,  the  numbers  show  that 
health  care,  arguably  a much  more 
stable  economic  force,  now  domi- 
nates the  Texas  economy.  State 
officials  say  only  1 in  50  people  are 
still  working  to  discover  or  produce 
oil  in  Texas,  but  1 in  10  — more 
than  740,000  people  — are  em- 
ployed by  government  and  private 
sector  health  care  in  the  state. 

Thus  it  is  seen  with  some  irony 
that  oil-rich  potentates  such  as  the 
Sultan  of  Brunei,  King  Laisal  of  Sau- 
di Arabia,  and  the  Lmir  of  Kuwait 
choose  to  travel  to  Texas  for  their 
medical  care. 

Drawing  patients  into  Texas  med- 
ical centers  from  out-of-state  corpo- 
rations and  through  international  re- 
ferrals is  bringing  millions  of  dollars 
each  year  into  the  more  than  $35  bil- 
lion medical  economy  in  Texas. 

Mr  Weaver  of  Dallas  Medical  Re- 
source calls  this  “medical  wildcatting,” 
or  bringing  in  additional  dollars  from 
outside  the  traditional  market. 

“We  are  using  a new  methodology 
to  bring  patients  into  our  market- 
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**With  world-renowned  physicians  like 
Michael  DeBakey  and  Denton  Cooley, 
we  get  a great  deal  of  attention  internationally. 
It’s  a real  competitive  advantage.” 


place,”  he  said.  “We  are  emphasizing 
the  quality  of  health  care  available, 
and  showing  employers  and  patients 
that  we  can  compete  on  the  basis  of 
cost,  as  well.  We  are  extremely  dedi- 
cated to  bringing  in  new  patients.” 

Mr  Whitehead  of  Houston’s 
Methodist  Hospital  agrees,  but  adds 
that  while  occasional  high-profile  pa- 
tients like  a head  of  state  or  celebrity 
make  for  good  publicity,  they  are  not 
the  target  of  the  marketing  campaign. 

“Many  of  our  international  pa- 
tients are  cash,  and  that  is  a lucrative 
area  that  helps  our  balance  sheet,”  he 
said.  “But  it  is  the  acute-care  cases, 
the  coronary  bypasses  and  so  on,  re- 
ferred to  us  from  doctors  in  other 
countries  that  make  up  the  bulk  of 
our  international  patients.” 

Ms  Thompson  of  MD:SA  says  San 
Antonio’s  tradition  as  a bilingual  city 
and  as  a tourist  destination  should 
help  pull  in  patients  from  Mexico. 

“We’re  going  after  those  people 
who  have  the  economic  ability  to 
travel  outside  the  country,”  she  said. 
“Mexico’s  medicine  has  not  yet  caught 
up  with  that  in  the  United  States.” 

Global  referrals 

Despite  the  presence  of  ample  war 
chests  for  marketing  in  all  three  of 
Texas’  major  medical  markets,  the 
people  charged  with  boosting  the 
number  of  out-of-state  and  interna- 
tional patients  filling  Texas  hospital 
beds  say  building  one-on-one  rela- 
tionships with  referring  physicians 
gets  much  better  results  than  a 
splashy  advertising  campaign. 

“Through  our  affiliation  with 


Baylor  College  of  Medicine,  we  work 
with  many  medical  students  and  resi- 
dents who  return  to  their  native 
countries  to  practice,”  Mr  Whitehead 
said.  “Those  relationships  often  pay 
big  dividends  because  the  physician 
knows  us  and  our  facilities,  and  can 
send  a patient  to  us  knowing  the  type 
of  treatment  they  will  get.” 

Willis  Madree,  MD,  executive  vice 
president  for  clinical  affairs  at  The 
University  of  Texas  Southwestern 
Medical  Center,  says  building  a 
physician  referral  network  is  key  to 
bringing  patients  into  a medical  cen- 
ter from  outside  the  traditional  mar- 
ket boundaries. 

“Our  approach  to  marketing,  per 
se,  is  that  of  developing  our  re- 
sources,” he  said.  “A  medical  school 
hospital’s  first  job  is  to  teach  its  stu- 
dents and  heal  its  patients.  We  do  not 
‘advertise’  in  the  traditional  sense,  but 
we  are  well  aware  of  the  need  for  re- 
ferrals to  our  facility.” 

There  is  little  hard  data  on  the 
amount  of  money  Texas  medical 
centers  bring  into  the  state  from 
beyond  its  borders,  but  it  is  a 
significant,  or  at  least  a potentially 
significant,  percentage. 

Mr  Weaver  says  the  people  who 
formed  his  group  saw  enormous  eco- 
nomic potential  hidden  in  Dallas’s 
medical  center. 

“We  see  ourselves  as  a ‘medical  cen- 
ter without  walls,”’  he  said.  “We  have 
a central  location,  the  second  largest 
airport  in  the  world,  and  an  outstand- 
ing highway  system,  which  makes  us 
one  of  the  most  accessible  medical 
centers  in  the  United  States.” 


He  says  the  city  had  never  really 
looked  at  its  medical  facilities  as  a 
whole  and  analyzed  what  they  had  to 
offer.  Dallas  has  hospitals  that  are 
leaders  in  organ  transplantation, 
burns,  and  digestive  diseases;  contains 
the  world’s  largest  independent  oncol- 
ogy practice;  is  a world  leader  in  med- 
ical research;  and  has  a medical 
school,  UT  Southwestern,  with  more 
Nobel  Prize  winners  on  its  faculty 
than  any  other  US  medical  school. 

“We  call  it  the  ‘halo  effect,”’  he  said. 

Prestige  sells 

It  is  hard  to  quantify,  but  the  levels  of 
prominence  achieved  by  the  individ- 
ual medical  centers  are  seen  as  a pow- 
erful drawing  card  for  each  of  them 
and  for  the  state  as  a whole. 

“A  lot  of  the  reason  for  Houston’s 
popularity  with  patients  from  over- 
seas is  our  reputation,”  said  Mr 
Whitehead.  “With  world-renowned 
physicians  like  Michael  DeBakey  and 
Denton  Cooley,  we  get  a great  deal  of 
attention  internationally.  It’s  a real 
competitive  advantage.” 

San  Antonio  sees  a similar  hook 
for  its  potential  patients  in  Mexico.  It 
offers  toll-free  telephone  numbers  to 
set  up  travel  packages  from  Mexico, 
as  well  as  information  on  San  Anto- 
nio and  the  hospitals. 

“Mexico  is  such  a natural  market 
for  us,”  said  Ms  Thompson.  “The 
Mexican  people  find  San  Antonio  a 
very  comfortable  place  to  come  to.” 

While  there  is  some  competition 
among  the  three  Texas  medical  cen- 
ters for  out-of-state  and  international 
referrals,  other  medical  centers  in  the 
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southwestern  tier  ot  states  are  begin- 
ning to  look  beyond  their  borders 
and  at  Latin  America. 

According  to  The  Wall  Street  Jour- 
nal, hospitals  in  San  Diego,  Calif, 
and  Tucson  and  Phoenix,  Ariz,  are 
stepping  up  efforts  to  lure  patients 
from  Mexico  and  farther  south. 

The  passage  of  the  North  American 
Free  Trade  Agreement  is  expected  to  in- 
crease the  demand  for  American  med- 
ical services,  though  the  days  of  cash- 
up-front  patients  may  be  numbered. 

“NAFTA  will  enhance  our  ability  to 
do  business  with  Mexican  citizens  and 
employers  by  knocking  down  some  of 
the  hurdles  we  now  have  to  jump,”  said 
Mr  Whitehead.  “But  health-care  re- 
form will  have  an  effect  on  that  sector 
of  our  business  as  well.  We  see  man- 
aged care  moving  into  Mexico  as  busi- 
nesses move  south,  which  means  there 
will  be  third-party  payors  on  the  hori- 
zon in  that  market  as  well.” 

But  medical  center  officials  say 
the  future  still  looks  bright  for  selling 
Texas  health  care,  and  some  even  see 
managed  care  as  a growth  opportuni- 
ty. “We  see  it  as  a new  source  of  pa- 
tient revenue,  particularly  among 
those  who  previously  did  not  have 
any  insurance,”  Mr  Weaver  said. 

So  whether  it  is  through  an  overseas 
physician  referral,  a contract  with  an 
industrial  giant  trying  to  cut  medical 
costs,  or  two  emirs  chatting  at  the  bac- 
carat table  in  Monte  Carlo,  the  word  is 
getting  out  across  the  globe  that  Texas 
is  a first-class  medical  destination. 

Just  ask  the  Sultan  of  Brunei,  if 
you  can  find  him.  ★ 
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Euro  Canadian  Trust  Company  Ltd.  is  an  expe- 
rienced, conservatively  managed  Trust  Company  located  in 
Nassau,  Bahamas  and  is  dedicated  to  the  preservation  and  appre- 
ciation of  the  professional  client’s  wealth. 

The  Commonwealth  of  the  Bahamas  is  one  of  the  world’s  most 
desirable  jurisdictions  for  creating  and  administering  the  asset 
protection  trusts  increasingly  required  by  professionals  as  an 
integral  part  of  their  estate  and  financial  planning. 

ECTC  has  committed  the  time  and  resources  necessary  to  fully 
assist  in  the  creation  and  management  of  asset  protection  trusts 
designed  to  protect  its  professional  clients’  wealth  from  those 
unexpected  events  that  may  jeopardize  their  future  security. 

For  a confidential  informative  packet,  please  write  or  contact  by 
facsimile  (809)  325-1926. 

Senior  Trust  Officer 
Euro  Canadian  Trust  Company 
Euro  Canadian  Centre 
P.O.  BoxN-3742 
Nassau,  Bahamas 
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TMLT.  YOUR  PERFORMANCE  TRUST  FOR  FIFTEEN  YEARS. 


\ \ear  to  Olohrato!  Created  in  l*)7*)  l>v  Pexas  Medical  .Association  and  head(|iiartercd 
in  Anstiti,  Texas  Medical  I Jahilitv  I'rn.st  is  firowinj;  into  its  lilteenth  year  of  protecting  Texas 
j)livsicians  with  prolessional  medical  liability  insurance.  Our  policyholders  place  a high  value 
on  rVlId  ’s  nnalical  liahilitv  coverage'  hacked  hy  strong  financials,  innovative  proactive  risk 
inanage'incnt  programs,  and  outstanding  claim  management  and  detense.  d'MI'r  values  the  concerns 
ol  l exas  physicians,  so  we  ke»'p  abreast  of  those  state  and  national  legislative  issues  aliecting  them. 

It  is  easy  to  see  why  so  many  I'exas  physicians  choose  I'MCT  value!  We  re'  proud  of  our 
performance  these  past  fitt('('n  years  and,  in  .some  ways,  wi'Ve  right  where  v\e  started— here  in  IVxas 
|)rotecting  only  lexas  physicians.  Choose  'PMIT.  Aour  Performance  Trust! 

I'or  a coverage  proposal  or  further  iidormation,  ftlease  call  I -8( )0-.580-H().Sh  or  1 -.5 12-454-6781. 


Crcati'd  and  Kndorsed  l)v  Texas  Medical  A.ssociation 
I'.ndorsed  l)y  tiu'  I'exas  Academy  ol  I'amilv  I’livsicians 
()2I0  lligliwav  2d0  Hast.  Suite  400  * Au.stiii,  I’exas  78723-IO.'^7 
I’.O.  Box  1 17  8)  • Austin,  Texas  78701-4746 


^ /l^X 

How 


affect  your 


Practice 


By  Beth  Graddy,  Assistant  editor 


THE  FUNDAMENTAL  QUESTION  underlying  gender  issues  in 
medicine  is  a new  twist  on  the  old  nature-vs-nurture  debate:  At  what  point  does  biology  end 
and  society  begin? 

You  don’t  have  to  be  a physician  to  grasp  the  idea  that  aspects  of  nature  such  as 
anatomy  and  biology  determine  sex.  Most  people  have  a working  understanding  of  that 
particular  concept  by  the  time  they  leave  middle  school.  Gender,  on  the  other  hand,  comprises 
a set  of  characteristics  prescribed  by  society  on  the  basis  of  a person’s  sex.  Gender  has  been 
harder  to  comprehend  than  sex,  and  confusion  of  the  former  with  the  latter  may  be  a 
cornerstone  of  sexism. 

Much  has  been  said  and  written  on  the  subject  of  sexism,  particularly  regarding 
discrimination  and  harassment  against  women.  Yet  only  recently  has  our  culture  begun  to 
wonder  how  viewing  individuals  through  a filter  of  preconceptions  — and  asking  them  to  meet 
those  preconceptions  — has  taken  its  toll  on  men. 

For  the  medical  community,  both  problems  merit  consideration. 
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Of  course,  real  men  do  get 
sick,  and  probably  more 
often  than  they  eat  cus- 
tard pie.  They  die,  too,  7 years  earli- 
er than  their  female  counterparts, 
on  average. 

In  fact,  24,200  of  them  commit 
suicide  each  year,  compared  with 
6,700  women,  according  to  The  Great 
Divide  — How  Males  and  Females  Re- 
ally Differ  hy  Daniel  Evan  Weiss. 

As  physicians  already  know,  statis- 
tics indicate  that  men  in  their  40s  and 
50s  have  more  serious  diseases  and 
conditions  than  women  of  the  same 
age.  One  school  of  thought  says  that 
is  because  men  tend  to  internalize 
stress  to  the  point  where  they  are  at 
greater  risk  not  only  for  suicide  but 
also  for  heart  conditions  and  diseases 
related  to  smoking  and  alcohol.  They 
have  a lower  cancer  survival  rate  than 
women,  in  part  because  they  often  al- 
low their  conditions  to  progress  quite 
far  before  seeking  care.  Further,  de- 
spite the  media  attention  to  breast 
cancer  in  recent  years,  the  number  of 
deaths  attributed  to  prostate  cancer 
roughly  matches  the  number  resulting 
from  hreast  cancer  (1). 

Given  that  picture  of  men’s 
health,  it  seems  clear  that  male  biolo- 
gy doesn’t  result  in  healthier  men.  If 
anything,  it  should  drive  men  to  the 
doctor  in  droves.  Yet  any  physician 
will  tell  you  it  does  not. 

“Men  make  130  million  fewer 
doctor  visits  a year  than  women,”  said 
Ken  Goldberg,  MD,  author  of  How 
Men  Can  Live  as  Long  as  Women:  Steps 
to  a Longer  and  Better  Life.  “That  sta- 
tistic holds  up  for  every  decade  of  life 
from  the  20s  on.” 

The  only  two  medical  specialties 
that  males  access  more  frequently 
than  women  are  orthopedics  and  pe- 
diatrics, according  to  Danielle  Na- 
hon,  PhD,  chair  of  the  Men’s  Clinic 
at  the  Ottawa  Civic  Hospital.  That 
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observation  highlights  the  two  ways 
in  which  men  find  acceptable  or  un- 
avoidable points  of  entry  into  med- 
ical care:  An  injury  from  some  decid- 
edly manly  activity  (such  as 
performing  labor  or  playing  sports) 
necessitates  care,  or  a woman  (usually 
wife  or  mother)  demands  it  (1). 

Of  all  the  calls  for  appointments 
to  Dr  Goldberg’s  Male  Health  Cen- 
ter, established  in  1989  to  serve  “the 
whole  man,”  25%  come  from 
women.  And  anecdotal  evidence  sug- 
gests that  about  half  of  male  patients 
bring  their  wives  with  them  when 
they  visit  physicians. 

“Men  make 
130  million  fewer 
doctor  visits 
a year  than 
women.  That 
statistic  holds  up 
for  every  decade 
of  life  from  the 
20s  on.” 


Urologists  may  be  to  men  what 
gynecologists  are  to  women,  but  men 
are  especially  shy  and  uninformed 
when  it  comes  to  seeking  treatment 
for  the  kinds  of  problems  that  are 
unique  to  them.  Dr  Goldberg  says. 

“Six  or  7 years  ago,  when  we  were 
an  impotency  and  vasectomy  center, 
nobody  would  come  up  to  us  at 
health  fairs  for  fear  of  what  the  other 
guys  would  say,”  he  recalled. 

Why  do  men  find  it  difficult  to  in- 
dependently seek  help  for  what  ails 
them?  Dr  Goldberg  cites  four  prima- 
ry reasons:  fear,  denial,  threat  to  mas- 
culinity, and  embarrassment. 

He  adds  that  men  also  dislike  hav- 
ing to  take  time  off  from  work  to  see 
a doctor.  While  women  work,  too, 
they  aren’t  generally  forced  to  look  to 


their  careers  as  proof  of  their  femi- 
ninity. But  work  is  so  crucial  to  the 
male  self-concept  that  Dr  Goldberg 
sees  it  as  the  best  place  to  reach  men 
about  their  health  care. 

He  offers  a couple  of  reasons: 
First,  they  don’t  have  to  take  time  off 
if  health  care  is  provided  at  the  work- 
place. “And  through  our  wellness 
programs,  they  don’t  have  to  come  in 
and  admit  to  a problem,”  Dr  Gold- 
berg said.  “They’re  coming  in  for  a 
checkup  but  getting  an  opportunity 
to  get  some  information  about  some 
problems  they  may  have.” 

Women: 
beyond  baby 
carriages 

! jy  /y  /'omen  rightfully  have  a 
host  of  concerns  about 
how  their  gender  af- 
fects their  medical  care  as  well,  but 
learning  to  access  the  system  isn’t  one 
of  them.  Numerous  researchers  have 
noted  that  women  seek  health  ser- 
vices more  often  than  men.  Although 
some  of  this  discrepancy  can  be  — 
and  frequently  is  — attributed  to 
women’s  reproductive  capacity,  the 
majority  cannot  be,  according  to  a 
1982  study  (2). 

That  rings  true.  If  men  make  up 
half  or  less  of  the  practice  of  every 
specialty  except  orthopedics  and  pe- 
diatrics, it  stands  to  reason  that 
women  are  visiting  physicians  other 
than  gynecologists  and  obstetricians. 

The  tendency  by  science  and 
medicine  to  equate  reproductive 
medicine  with  women’s  health  care 
has  led  to  the  view  that  gynecology 
and  obstetrics  represent  primary  care 
for  women,  says  Lila  Wallis,  MD, 
past  president  of  the  American  Med- 
ical Women’s  Association. 

That  thinking  ignores  important 
facts,  she  says. 

“One  third  of  a woman’s  life  is 
spent  after  menopause,”  said  Dr  Wal- 
lis, a professor  of  medicine  at  Cornell 
University  Medical  College.  And  ac- 
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UTH  BAIN,  MD,  a retired 
family  physician,  recalls  a mo- 
ment that  defined  her  career  in 
medicine.  It  occurred  the  sum- 
mer of  1 936,  after  she  had  gradu- 
ated from  high  school  and  was  making  plans  to  attend 
what  was  then  Texas  State  College  for  Women. 

“My  mother  and  I were  sitting  on  the  front  porch 
shelling  peas  to  can,”  said  Or  Bain,  74,  “and  she  said, 
‘Ruth,  you  have  this  great  desire  to  be  a doctor.  1 have  no 
idea  what  your  life  would  be  like  as  a woman  physician. 
Our  resources  are  limited,  but  you  have  a great  deal  of  de- 
termination. I think  that  if  you  persist,  somehow  doors 
will  be  open  to  you.’” 

Dr  Bain,  who  began  practicing  in  Austin  in  1947  and 
later  became  the  second  woman  president  of  the  Texas 
Medical  Association,  smiles  triumphantly.  “Doors  have 
been  opening  to  me  all  my  life.” 

She  doesn’t  believe  any  doors  have  ever  slammed  in  her 
face  simply  because  she  was  a woman.  “I  can  certainly  say 
in  all  honesty  that  I have  never  felt  that  I have  ever  been 
discriminated  against. 

“Except  on  golf  courses,”  she  added,  laughing. 

Her  first  paid  job  was  as  a staff  physician  at  The  Uni- 
versity of  Texas  at  Austin  student  health  center,  but  she 
cut  back  to  half-time  there  after  2’/2  years  in  order  to  go 
into  practice  with  a male  colleague. 

“We  had  one  office  with  one  desk,”  she  said,  describ- 
ing an  optimum  level  of  equal  rights.  “He  had  the  draw- 
ers on  one  side,  and  I had  the  drawers  on  the  other.  We 
each  continued  to  work  half-time  at  UT,  with  a fruit-bas- 
ket turnover  at  lunch.” 

MARSHA  MCNEESE,  MD,  a Houston  oncologist 
who  began  practicing  three  decades  after  Dr  Bain,  has 
been  confronted  with  sexism  more  directly. 

One  of  her  first  experiences  was  during  an  interview 
for  a medical  school  position.  “I  was  the  only  woman  out 
of  28  being  interviewed  that  day,”  she  recalled.  “The  in- 


terviewer started  his  questions  with:  ‘Tell  me  about  your 
ideal  man.’  1 had  brought  my  transcript  with  almost 
straight  As,  so  1 jitst  said,  ‘Look,  if  you  think  that  I have 
done  all  this  work  and  spent  all  this  time  to  get  these 
grades  just  so  1 can  hook  a man  — to  stay  home  and 
watch  soap  operas  — you’re  barking  up  the  wrong  tree.’” 

Dr  McNeese  later  received  an  acceptance  letter  from 
the  school  but  had  decided  even  before  the  interview  that 
she  wanted  to  attend  another  school.  As  for  her  experi- 
ence there,  she  said,  “I  think  there  were  some  problems 
that  I chose  to  ignore.  My  way  of  dealing  with  them  was 
to  sort  of  be  one  of  the  guys.” 

She  recounts  an  incident  in  which  a professor  included 
some  Playboy  magazine  centerfolds  in  an  anatomy  lesson 
slide  show,  causing  a young  woman  who  had  a strict  Bap- 
tist upbringing  to  walk  out.  “Now,  looking  back,  I admire 
her  courage,”  Dr  McNeese  said.  “At  the  time,  everyone 
just  ridiculed  her  for  being  ‘sensitive.’” 

Discrimination  didn’t  end  in  medical  school,  as  Dr 
McNeese  notes  in  recounting  an  incident  involving  one 
of  her  female  mentors.  Once,  when  the  two  women  were 
in  a staff  meeting,  Dr  McNeese’s  mentor  was  told  she 
wasn’t  going  to  get  a raise  because  she  was  married  to  a 
physician  in  private  practice  and  didn’t  need  the  money. 

“This  was  around  1978,”  Dr  McNeese  said.  “She  just 
sat  there  and  said  that  they. were  absolutely  right.  She  said 
‘I  don’t  need  the  money.  In  fact,  I don’t  need  this  job. 
And  if  that’s  the  way  you  feel  about  my  value.  I’ll  just  go 
home  and  grow  roses.’  She  got  her  raise.” 

Dr  McNeese  still  finds  that  being  one  of  the  boys 
works  for  her.  She  sometimes  even  beats  the  boys  at  their 
own  game.  She  describes  an  instance  in  which  an  admin- 
istrator put  his  arm  around  her,  said  her  hair  style  was 
“cute,”  then  caught  himself 

“He  backed  off  and  had  this  funny  look  on  his  face, 
and  said,  ‘Oh,  I’m  sorry.  Was  that  sexual  harassment?’  I 
just  reached  over  and  squeezed  his  behind  and  said,  ‘Yes, 
but  don’t  stop.’  Sometimes  I feel  guilty  for  not  having 
spoken  up  more,  but  it’s  just  not  my  way.” 


cording  to  Vivian  Finn,  MD,  director 
of  the  Office  of  Research  on  Women’s 
Health  of  the  National  Institutes  of 
Health,  the  leading  causes  of  death 
are  the  same  for  women  and  men: 
heart  disease,  cancer,  and  stroke. 

Despite  those  common  biological 
factors,  women  receive  different  med- 
ical treatment  than  men.  Dr  Wallis 


says.  In  particular,  she  says,  women’s 
complaints  — when  not  pertaining  to 
gynecological  or  obstetrical  health  — 
are  taken  less  seriously. 

“Proverbially,  a headache  in  a man 
usually  calls  for  a brain  scan,”  Dr  Wal- 
lis explained,  “and  for  a woman  it  calls 
for  a prescription  for  tranquilizers.” 

The  journal  Research  Activities  in 


July  1993  cited  studies  that  found 
that  although  women  undergo  more 
examinations,  laboratory  tests,  and 
blood  pressure  checks  than  men, 
they  are  less  likely  to  receive  major 
diagnostic  or  therapeutic  interven- 
tions. Since  women  make  130  mil- 
lion more  doctor  visits  a year  and 
given  that  they  have  the  same  mor- 
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tality,  the  reasons  for  this  discrepan-  , 
cy  remain  unclear. 

In  1 588,  Michel  Eyquem  de  i 
Montaigne  wrote:  “Women  are  not  ■ 
entirely  wrong  when  they  reject  the  1 
rules  of  life  prescribed  for  the  world,  1 
for  they  were  established  by  men 
only,  without  their  consent”  (3).  A j 
similar  comment  can  be  made  about  ' 
the  “rules”  of  health  care,  as  pre- 
scribed by  scientific  research.  Not 
only  are  women  underrepresented  ' 
among  researchers,  they  have  been 
historically  excluded  from  serving  as 
research  subjects.  ■ 

In  response  to  this  gender  gap  in 
scientific  research,  the  National  Insti-  1 
tutes  of  Health  began  in  September  , 
1993  recruiting  women  to  partici- 
pate in  the  Women’s  Health  Initia- 
tive (WHI),  a 10-year  study  of  more 
than  140,000  postmenopausal 
women.  The  study  is  designed  to 
provide  guidance  concerning  normal 
and  abnormal  processes  affecting 
women  as  they  age  and  to  improve  1 
their  health  and  quality  of  life. 

The  historical  exclusion  of  women 
as  research  subjects,  which  the  WHI  ‘ 
attempts  to  address,  may  be  linked  to 
its  flip  side,  the  underrepresentation 
of  women  among  researchers. 

The  American  Medical  Association 
Council  on  Ethical  and  Judicial  Affairs 
reported  in  June  1993  that  “while 
there  is  no  statistical  correlation  be- 
tween numbers  of  women  directing 
medical  research  and  amount  of  re- 
search being  conducted  on  women’s 
health  issues,  it  has  long  been  suggest-  ' 
ed  that  a logical  correlation  exists”  (4). 

Ruth  Bain,  MD,  a family  physi- 
cian since  1947,  put  it  this  way:  “I  ' 
don’t  think  not  studying  women  is  a 
conscious  decision  on  anybody’s  part. 
The  people  who  are  making  the  deci- 
sions are  mostly  men,  and  they  think 
they  are  looking  at  what  they  see  as 
the  problem  areas  that  need  study. 
It’s  just  human  nature.  As  women  be- 
gin to  share  the  power  spots,  it  will 
make  a difference.” 

Those  power  spots  often  are  lo- 
cated in  academia,  a domain  that 


hasn’t  proved  to  be  the  most  hos- 
pitable to  women. 

The  Association  of  Academic  Pe- 
diatric Department  Chairmen  re- 
vealed in  1992  that  two  thirds  of  men  , 
in  academic  pediatrics  but  only  one  , 
third  of  women  are  associate  profes- 
sors or  above,  and  that  women  make 
on  average  $11,000  less  than  men. 
Child  rearing  was  cited  most  fre- 
quently as  slowing  down  career  ad-  j 
vancement  by  women  in  the  survey. 
And  55.8%  of  women  felt  that  their  , 
career  progress  had  been  delayed  be- 
cause of  sex  discrimination  (4). 


In  a year  when  almost  50%  of 
first-year  medical  students  are  female, 
the  consequences  of  keeping  them 
from  the  power  spots  begin  to  look 
profound.  “By  disenfranchising  half 
of  the  medical  school  students  and 
not  promoting  them  in  medical  re- 
search, the  US  may  well  lose  its  com- 
petitiveness in  research  worldwide,” 
said  Susan  Blumenthal,  MD,  chair  of 
the  Scientific  Advisory  Board  of  the 
Society  for  the  Advancement  of 
Women’s  Health  Research  (5). 


While  both  physicians  and 
patients  receive  an  enor- 
mous amount  of  social- 


ization about  sex  and  gender  from 
the  world  at  large,  physicians  get  a 
second  dose  in  medical  school  (6). 

Dr  Bain  expresses  concern  about 
emphasizing  differences  between 
male  and  female  doctors,  and  she  has 
a valid  point.  By  the  time  they  com- 
plete 4 years  of  medical  school  and 
subsequent  residency  programs, 
women  and  men  appear  more  alike 
than  different  as  far  as  the  practice  of 
medicine  goes  (6). 

For  instance,  researchers  found 
that  males  and  females  entering  med- 
ical school  have  different  attitudes  to- 
ward patient  care.  Yet  as  they  pro- 
gressed through  school,  their 
attitudes  converged.  And  studies  also 
reveal  that  while  women’s  scores  on 
standardized  tests  were  slightly  lower 
in  the  first  2 years  of  medical  school, 
scores  in  the  last  2 years  were  not  sig- 
nificantly different  (6). 

While  men  and  women  physi- 
[ dans’  practice  styles  come  to  mirror 
one  another  in  medical  school,  once 
they  begin  working  with  patients, 
one  area  of  disparity  emerges. 

“A  growing  body  of  data  suggests 
that  men  and  women  have  similar  di- 
agnostic and  therapeutic  skills,”  as 
noted  in  the  December  1988  issue  of 
the  Journal  of  Health  and  Social  Be- 
havior. “However,  there  appear  to  be 
differences  in  their  communication 
styles”  (6). 

Candace  West,  PhD,  a sociologist 
who  specializes  in  analyzing  conver- 
sations, calls  the  physician-patient  re- 
1 lationship  “almost  an  archetype  of 
' the  power  relationship.”  In  such  rela- 
tionships, conversation  styles  are  one 
I method  of  establishing  and  display- 
' ing  control. 

For  example,  one  way  in  which 

parents  restrain  and  direct  children  is 

by  controlling  conversations  with 

them.  Dr  West  has  noticed  “some 

pretty  striking  similarities”  between 

I how  men  converse  with  women  and 
{ 

how  adults  converse  with  children 
with  respect  to  such  things  as  inter- 
; ruptions  and  silences  in  talk. 

1 Dr  West  has  done  quantitative 
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studies  to  determine  ratios  of  physi- 
cian-initiated to  patient-initiated  in- 
terruptions. “In  one  study,  it  turned 
out  that  in  face-to-face  interactions 
between  family  practitioners  and 
their  patients,  there  was  again  the 
gross  disparity  that  1 had  noted  in 
conversations  between  men  and 
women  and  between  adults  and  chil- 
dren, namely,  that  physicians  inter- 
rupted patients  far  more  often  than 
the  reverse. 

“The  irony  was  that  this  was  true 
only  for  men  physicians,”  Dr  West 
added.  “When  women  physicians 
were  engaged  in  a visit  with  women 
patients,  there  w'as  almost  perfect 
symmetry  in  the  distribution  of  in- 
terruptions betw'een  the  two.  And 
when  you  had  a wmman  physician 
who  was  talking  with  a man  patient, 
it  was  the  patient  rather  than  the 
doctor  who  interrupted  most.” 

Aside  from  considerations  about 
the  complex  aspects  of  physician-pa- 
tient communication,  the  point  at 
which  the  experiences  of  males  and 
females  in  medicine  diverge  lies  not 
so  much  in  how  they  treat  patients 
but  in  how  they  themselves  are  treat- 
ed by  others  and  by  society. 

“Medicine  is  a very  traditional 
area,”  explained  Phvllis  Kopriva,  di- 
rector of  AMA’s  Women  and  Medi- 
cine Services.  “It’s  not  a meritocracy. 
Progress  has  been  made,  but  the 
number  of  women  entering  the  field 
has  not  alone  solved  the  problems.” 

Income  levels  of  women  physi- 
cians still  lag  behind  those  for  men. 
In  1991,  the  average  female  physi- 
cian earned  34%  less  than  her  male 
counterpart,  according  to  a 1993  re- 
port by  AMA’s  Council  on  Ethical 
and  Judicial  Affairs. 

The  report,  titled  Gender  Discrim- 
ination in  the  Medical  Profession,  also 
noted  that  studies  have  found  little 
difference  between  the  academic  per- 
formances of  men  and  women  in 
medical  school,  and  that  a greater 
proportion  of  women  than  men 
choose  academic  medicine  over  clini- 
cal practice. 


“Nevertheless,”  the  report  went 
on,  “academic  medicine  continues  to 
be  largely  a male  preserve.  In  1992, 
78%  of  full-time  facidty  positions 
were  held  by  men.” 

According  to  another  study  cited 
by  the  council,  55.8%  of  women  as 
opposed  to  2.1%  of  men  felt  that  ca- 
reer progress  had  been  delayed  by  sex 
discrimination  (4). 

In  noting  the  effects  of  gender  dis-  i 
parities,  the  council  stated:  “Medi- 
cine’s future  will  be  greatly  ' 
infiuenced  by  the  presence  of  , 
women,  and  its  future  success  may 

“Medicine’s 
future  will 
be  greatly 
influenced  by 
tbe  presence  of 
women,  and  its 
future  success 
may  depend 
on  a fair 
inclusion  and 
accommodation 
of  both  genders 
in  the  medical 
workplace.” 

I 

I 

I 

t 

I 

I 

depend  on  a fair  inclusion  and  ac- 
commodation of  both  genders  in  the  i 
medical  workplace.”  | 

Put  another  way,  the  real  question  , 
medicine  faces  today  is  not  “What  ' 
are  the  differences  between  men  and 

I 

women?”  but  rather  “How  can  differ-  ^ 
ences  be  taken  into  account  in  such  a | 
manner  that  patients  receive  excellent 
care  while  medicine  hangs  on  to  all 
of  its  talented  physicians?” 
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Musical  robes 

Justice  Doggett’s  departure  deals  organized  medicine 
new  challenges  in  state  Supreme  Court  races 

B Ken  O R T O l O N , Associate  editor 


ast  fall,  organized  medicine  and  its  business  and 
professional  allies  were  preparing  for  a tough 
fight  to  preserve  the  gains  achieved  on  the  Texas 
Supreme  Court  since  1988  and  a potentially 
bitter  campaign  to  unseat  a longtime  political  adversary  on 
that  court  — Justice  Lloyd  Doggett. 

But  Texas  politics  are  as  unstable  and  unpredictable  as 
Texas  weather. 


some  of  their  decisions  and  shape  the 
law  in  more  sophisticated  and  well- 
rounded  ways  was  lost.” 


In  December,  veteran  US  Rep  J.J.  “Jake”  Pickle  (D 
Austin)  surprised  even  the  political  pros  by  an- 
nouncing his  retirement  just  a few  weeks  be 
fore  the  January  3 filing  deadline  for 
candidates,  justice  Doggett  immediately 
jumped  into  that  race,  abandoning  his 
plans  to  seek  reelection  to  the  high  court. 

That  set  into  motion  a series  of  shifts  on 
the  ballot  that  contained  both  good 
and  bad  news  for  medicine. 

The  good  news  is  that  Justice 
Doggett  will  leave  the  court  at 
the  end  of  his  current  term  re- 
gardless of  the  outcome  of  the  con- 
gressional campaign. 

“The  fact  that  Doggett  is  dropping 
out  of  the  Supreme  Court  changes  the  entire 
nature  of  the  court,”  said  Sheldon  Gross, 

MD,  of  San  Antonio,  chairman  of  the  Texas 
Medical  Association  Political  Action  Com- 
mittee (TEXPAC). 

Dr  Gross  described  Justice  Doggett  as 
the  “single  most  outspoken  pro-plaintiff 
justice”  on  the  court.  Not  only  was  he 
pro-plaintiff.  Justice  Doggett  also  had  a 
reputation  as  a contentious  and  divisive 
influence  on  the  court. 

“His  unrelenting  antagonism  created  a very  bad  dy- 
namic on  the  court,”  said  Kim  Ross,  TMA  director  of 
public  affairs.  “It  galvanized  the  justices  and,  consequent- 
ly, the  opportunity  for  the  court  to  build  consensus  in 


The  bad  news 

Justice  Nathan  Hecht,  a Republican 
and  one  of  TEXPAC’s  original 
“Clean  Slate  in  ’88”  candidates,  ap- 
peared to  be  the  early  winner  from 
Justice  Doggett’s  entry  in  the  con- 
gressional campaign.  Immediately 
following  Justice  Doggett’s  announcement,  Austin  ap- 
peals court  Judge  Jimmy  Carroll,  who  had  been 
slated  to  challenge  Justice  Hecht  in  Place  2, 
moved  over  to  run  for  the  Place  3 seat  being 
vacated  by  Justice  Doggett. 

That  appeared  to  be  a win-win  situation 
for  medicine.  Getting  the  widely  known 
and  well-respected  Judge  Carroll  out  of 
the  Place  2 race  seemed  to  solidify 
Justice  Hecht’s  chances  for  reelec- 
tion. However,  trial  lawyers 
moved  rapidly  not  only  to  re- 
cruit another  pro-plaintiff  candi- 
date to  run  against  Justice 
Hecht,  but  also  to  field  a well- 
connected  trial  lawyer  opponent  for 
Place  1 Justice  Raul  Gonzalez,  a conservative 
Democrat  who  also  was  part  of  medicine’s 
slate  in  1988. 

“Doggett’s  voluntary  ‘retirement’  from 
the  court  set  up  what  now  looks  like  a 
bait  and  switch,”  Dr  Gross  said.  “Medi- 
cine appeared  to  gain  by  Doggett’s  va- 
cancy, but  we  may  actually  have  destabi- 
lized  another  seat,  that  of  Justice 
Gonzalez.  And  there  appears  to  be  no  | 
real  advantage  for  Justice  Hecht,  who  just  replaced  one  ^ 
tough  competitor  for  another.”  j 

Justice  Hecht’s  new  opponent  in  Place  2 is  Alice  Oliver  t 
Parrot,  a Houston  appeals  court  judge  who  apparently  5 
withdrew  from  consideration  for  a federal  judicial  ap-  - 
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pointment  to  enter  that  race. 

But  Dr  Gross  says  the  Gonzalez 
race  in  Place  1 is  now  pivotal  in 
maintaining  previous  election  gains 
on  the  Supreme  Court.  “The  deci- 
sions on  the  court  have  been  swing- 
ing by  one  or  two  votes  each  time,” 
he  said.  “Justice  Gonzalez  is  a conser- 
vative Democrat  in  what  likely  will 
be  a liberal  Democratic  primary.” 

T rial  lawyer  candidate 

His  new  challenger  is  Rene  Haas, 
wife  of  prominent  Corpus  Christi  at- 
torney David  Perry.  Mr  Perry,  a past 
president  of  the  Texas  Trial  Lawyers 
Association,  led  the  trial  lawyer  nego- 
tiations in  Austin  during  the  1989 
legislative  fights  on  the  workers’ 
compensation  system.  The  business 
community  sees  his  wife’s  candidacy 
as  a direct  threat  to  their  hard-fought 
gains  in  that  system,  Mr  Ross  says. 

“There’s  no  question  that  this  is 
perceived  in  Austin  as  a transparent 
trial  lawyer  power  play,”  said  Valerie 
Terry,  TMA’s  political  education  di- 
rector and  TEXPAC  treasurer.  Ms 
Terry  came  to  TEXPAC  as  a veteran 
of  supreme  court  campaigns  and  was 


Contributions  to  Texas  Medical  Association  Political  Action 
Committee  (TEXPAC).  Texas  Medical  Association  PAC- 
Statewide  (TEXPAC-Statewide).  and  American  Medical  As- 
sociation PAC  (AMPAC)  are  not  deductible  as  charitable  ! 
contributions  for  federal  income  tax  purposes.  \ 

Voluntary  political  contributions  to  TEXPAC  are  shared  ' 
with  AMPAC.  Contributions  are  not  limited  to  any  suggested  | 
amount.  Neither  TMA  nor  AMA  will  favor  or  disadvantage 
anyone  based  on  the  amounts  or  failure  to  make  contribu- 
tions. Contributions  to  TEXPAC  and  AAIPAC  are  subject  to 
Eederal  Election  Commission  regulations.  Federal  election 
law  prohibits  TMA  from  soliciting  donations  from  persons 
who  are  not  in  its  solicitable  class  (eg,  TMA  members  and 
their  families).  All  donations  received  from  persons  ivho  are  \ 
not  in  TMA  s solicitable  class  will  be  returned. 


on  Chief  Justice  dbm  Phillips’  cam- 
paign staff  “The  voters  should  take  a 
hard  look  at  someone  whose  spouse 
has  spent  a lot  time  and  money  in 
pursuing  cases  to  the  Texas  Supreme 
Court  and  could  benefit  financially 
from  her  decisions.” 

The  biggest  question,  adds  Dr 
Gross,  is  whether  Justice  Gonzalez 
will  have  the  time  and  resources  to 
raise  this  and  other  issues  during  the 
campaign. 

“Justice  Gonzalez’  opponent  is 
personally  wealthy  and  will  have  the 
enormous  financial  resources  of 
Texas’  richest  and  most  powerful  trial 
lawyers,”  Dr  Gross  said.  “This  race 
will  be  over  in  late  February  and,  un- 
less we  act  quickly,  medicine  will 
have  lost  a crucial,  conservative  voice 
on  the  court.” 

WIn-wIn  In  Place  3? 

While  the  trial  lawyers  have  thrown 
new  candidates  at  the  pro-medicine 
incumbents.  Justice  Doggett’s  depar- 
ture from  the  race  still  has  a silver 
lining  in  Place  3.  TEXPAC  had  been 
prepared  to  support  Houston  attor- 
ney Priscilla  Owen  against  Justice 
Doggett  in  that  race,  but  Dr  Gross 
says  a victory  by  Judge  Carroll  would 
not  be  altogether  bad  news. 

“Jimmy  Carroll,  when  compared 
to  Nathan  Hecht,  was  not  a desirable 
candidate,”  Dr  Gross  said.  “But  Jim- 
my Carroll  running  in  an  open  seat 
becomes  much  more  respectable  and 
has  a lot  more  physician  support.” 

Ms  Terry  says  Judge  Carroll’s 
switch  to  the  Place  3 race  is  unfortu- 
nate for  Ms  Owen,  who  practices  de- 


Supreme  Court  race  card 

The  filing  period  for 
statewide  office  closed 
January  3,  so  the  Supreme 
Court  races  are  now  set.  Here  are 
the  candidates  who  will  vie  for  the 
three  court  seats. 

Republican  primary 
Place  I : George  Busch 

Oliver  S.  Kitzman 
Place  2:  Nathan  Hecht 

Charles  Ben  Howell 
Place  3:  Priscilla  Owen 

Democratic  primary 
Place  I:  Raul  Gonzalez 
Rene  Haas 
Bill  Yarborough 
Place  2:  Alice  Oliver  Parrot 
Mike  Westergren 
Place  3:  fimmy  Carroll 

Margaret  G.  Mirabal 


fense  law  in  civil  cases  for  the  Hous- 
ton law  firm  Andrews  and  Kurth. 
“Priscilla  Owen  against  Lloyd  Doggett 
is  a good-vs-evil,  black-and-white  kind 
of  race,  with  the  business  community 
and  us  going  with  her  right  down  the 
middle,”  Ms  Terry  said.  “With  Jimmy 
Carroll  as  her  opposition,  it  makes  it  a 
little  more  complicated.” 

There  is  another  downside  to  fiis- 
tice  Doggett’s  exit  from  the  Supreme 
Court  race,  says  Mr  Ross.  It  is  the 
prospect  of  having  Justice  Doggett  in 
Congress.  However,  that  would  be 
only  a minor  drawback,  he  says. 

“Doggett’s  adversarial  influence 
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on  medicine  as  a freshman  member 
in  a 435-member  Congress  that  is 
dominated  by  seniority  would  be 
minimal,”  Mr  Ross  said.  “That  is 
assuming  Lloyd  Doggett  would  be 
a staunch  adversary  to  medicine  in 
Washington.  We  shouldn’t  rush  to 
judgment  too  quickly,  either,  about 
Lloyd’s  race  or  his  prospective  vot- 
ing record.” 


Friend  in  Congress? 

Mr  Ross  points  to  another  Democrat 
who  is  ideologically  similar  to  Justice 
Doggett  but  has  been  a good  friend 
of  medicine  in  Congress  — US  Rep 
John  Bryant.  Among  Congressman 
Bryant’s  many  efforts  on  behalf  of 
medicine  was  sponsorship  of  legisla- 
tion blocking  recoupment  of  millions 
of  dollars  in  Medicare  payments  to 
Texas  physicians. 

“In  Washington,  our  issues  some- 
times shift  from  right  to  left  of  center, 
and  up  there  we’re  the  little  guy  bat- 
tling the  big  guy,”  Mr  Ross  said.  “It 
would  be  very  easy  for  ‘Congressman’ 
Doggett  to  take  a pro-medicine  view 
on  a lot  of  crucial  issues  involving  the 
delivery  of  health  care  because  we 


both  would  share  a common  concern 
about  big  insurance  and  the  corporate 
control  of  medical  practice.” 

A Hnal  decision  on  the  Place  3 
race  between  Judge  Carroll  and  Ms 
Owen  will  be  made  at  the  TEXPAC 
board  of  directors  meeting  in  Febru- 
ary, Dr  Gross  says. 

“That’s  going  to  be  a difhcult  is- 
sue,” L3r  Gross  said.  “Now  we  have  a 


race  where  Priscilla  Owen  has  a lot  of 
physician  friends  and  supporters  in 
Houston  and  Judge  Jimmy  Carroll 
has  a lot  of  physician  friends  and  sup- 
porters in  Austin.  So  we  have  strong 
physician  support  for  both  candi- 
dates. Phis  may  turn  out  to  be  a win- 
win  race  for  us.” 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Associatioit 's  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  " according  to  Texas  Govt  Code  Ann  $305,027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine.'  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,40l  5th  St.  Austin,  TX  78701. 


Alliance  member 
enters  appeals 
court  race 

Tyler  attorney  and 
Texas  Medical  Association  Al- 
liance member  Deborah  J. 
Race,  JD,  has  announced  her 
candidacy  for  a seat  on  the  12th 
Court  of  Appeals. 

Mrs  Race,  39,  is  seeking  the  De- 
mocratic nomination  to  replace  Jus- 
tice Bill  Bass,  who  is  retiring  from  the 
court.  She  is  being  opposed  in  the 
Democratic  primary  by  Ken  Barron, 
a Tyler  attorney  who  specializes  in 
probate  and  estate  law.  The  lone  can- 
didate in  the  Republican  primary  is 
Tyler  attorney  Roby  Hadden,  a for- 
mer US  attorney  under  President 
Richard  Nixon. 

“I’m  running  because  this  is  the 
area  of  law  that  I specialize  in  and  am 
particularly  interested  in,”  Mrs  Race 
said.  “I  had  considered  running  for 
some  time,  probably  somewhere  in 
the  future,  but  it’s  a rare  opportunity 
to  have  an  open  seat.” 

Mrs  Race,  the  wife  of  Mark  C. 
Race,  MD,  practices  appellate  law  in 
Tyler  and  is  an  alternate  judge  for  the 
city  of  Tyler.  She  is  board  certified  in 
civil  appellate  law  and  is  licensed  to 
practice  before  both  the  US  5th  Cir- 
cuit Court  of  Appeals  in  New  Or- 
leans and  the  US  Supreme  Court. 
Before  entering  private  practice,  Mrs 
Race  worked  as  a briefing  attorney 
and  research  attorney  for  the  12th 


“In  Washington,  our  issues 
sometimes  shift  from  right  to  left 
of  center,  and  up  there  weVe 
the  little  guy  battling  the  big  guy.” 
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Debomh  J.  Race,  JD 


Court  of  Appeals. 

In  addition  to  her  legal  practice, 
Mrs  Race  has  been  an  active  member 
of  the  TMA  Alliance  and  represents  the 
alliance  on  the  TMA  Council  on  Legis- 
lation. She  also  is  a member  of  the 
Texas  Medical  Association  Political  Ac- 
tion Committee  (TEXPAC)  Alliance. 

“I’m  delighted  to  see  that  a physi- 
cian’s spouse  is  going  to  be  running 
for  an  ofhce  like  that,”  said  Sheldon 
Gross,  MD,  TEXPAC  chairman.  “I 
would  anticipate  that  we  will  be  very 
supportive  of  her.” 

TEXPAC  does  not  make  financial 
contributions  to  appeals  court  candi- 
dates, but  Dr  Gross  says  the  TEX- 
PAC board  almost  certainly  will  issue 
a formal  endorsement  for  Mrs  Race. 

A native  of  Dallas,  Mrs  Race  at- 
tended the  University  of  Denver  and 
Southern  Methodist  University.  She 
graduated  from  the  Baylor  College  of 
Dentistry  in  1976  and  received  her 
law  degree  from  the  University  of 
Houston  in  1 982.  ★ 


Ahmlecn  Medical  Insurance  Serrices,  Inc.  icill provide  yon  wiih  the 
solutions  to  your  medical  malpractice  insurance  problems. 

W'  lire  a dedicated  group  of  professionids  that  liave  built  a reputation  for 
obtaining  reiisonably  priced  midpractice  insurance  insurance  regardless 
of  a pbysiciiuis  claim  bistoiy  speciidty'  or  previous  problems. 

For  additional  infoniiation,  contact; 

Forrest  S.  Pullen,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Wcstheimer,  Suite  800  • Houston,  Texas  77056 
(800)  622-9296  or  in  Houston  (713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • llospifcils  • KRliroups 
Multi  Sitecialty  Practices  • Outpatient  Surgerv  Centers 
Anibulatorv  Care  Centers  • L'nique  liealtbcare  Insurance  Requests 


Aberdeen 



Medical  Insurance  Services,  Inc. 


Medical  Office  Management 
Software  for  the  Macintosh® 

TessSystem  Three™ 


Manage  your  medical  practice  efficiently  with  the  TessSystem  Three. 
Our  comprehensive  software  for  the  Macintosh  computer  can  be  used  in 
single  or  multi-doctor  medical  practices  with  a single  or  multi-workstation 
setup.  TessSystem  Three  is  flexible,  and  very  easy  to  install  and  use. 
Some  of  its  many  valuable  capabilities  include: 

• Insurance  Billing 

• Automated  Patient  Billing 

• Accounts  Receivable  Aging 

• Insurance  Payment  History  Analysis 

• Fast  T ransaction  Entry  System 

• Easy-to-use  Menus  & Buttons 

• Data  Entry  Validation  of  Common  Fields 

• Guarantor  & Employer  Information 

• Patient  Transaction  History  at  Your  Fingertips 

• Productivity  & Efficiency  Analysis 

• Customized  Report  Generation 

• Daily  Audit  Reports 

• Graphic  Business  Reports 

• Electronic  Insurance  Claims  (Optional  module) 


Please  contact  us  today  to  receive  more  information: 

Tess  Data  Systems,  Inc. 

14340  Torrey  Chase  Blvd,  Ste  340 
Houston,  TX  77014  - 1021 

1 - 800  - 218  - TESS  or  (713)  440  - 9995 
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“Um,  er,  uh,  yeah  . . . 
whatever” 

Challenges  abound  for  physicians  treating  adolescent  patients 

By  Laura  J.  Albrechf,  Associate  editor 


rearing  adolescent  patients  is 
much  like  searching  for  buried 
treasure.  Sometimes  you  get  a 
clear,  accurate  map  and  the 
quest  ends  quickly.  But  more  often,  a 
muddled  and  baffling  map  comes  along, 
which  results  in  misguided  directions  and 
endless  digging. 

Searches  can  end  quickly  when  pa- 
tients openly  reveal  their  prob- 
lems, allowing  physicians  to 
quickly  make  diagnoses  and  pre- 
scribe appropriate  medical  treat- 
ment. Usually,  though,  you  have  to 
probe  more  deeply  tor  answers, 
avoiding  detours,  dead  ends, 
and  other  hazards. 

An  appointment  schedule 
hlled  with  teenagers  can 
be  a nightmare  for  some 
physicians  and  just  an- 
other day  at  the  otHce 
tor  others.  What  does 
it  take  to  succeed?  Ex- 
perts say  the  secret  to 
dealing  with  adoles- 
cent patients  is  a combina- 
tion ot  good  communica- 
tion skills,  respect  tor 
young  people,  a Hexible 
time  schedule,  and  an  in- 
quisitive mind. 

What  adolescence  is  and  isn’t 

An  otten  awkward  mix  ot  childhood 
and  adulthood,  “adolescence”  is  one 

ot  those  terms  that’s  easy  to  recognize  but  hard  to  dehne. 
According  to  Webster’s,  adolescence  is  “the  state  or  process 
of  growing  up.”  Dorland’s  Medical  Dictionary  defines  ado- 


lescence as  “the  period  of  lite  beginning  with  the  appear- 
ance ot  secondary  sex  characters  and  terminating  with  the 
cessation  of  somatic  growth  roughly  from  11  to  19  years  of 
age.”  Many  think  ot  adolescence  as  starting  at  about  age  9 
and  ending  in  the  early  20s. 

“Adolescence  is  really  a gray  zone,”  said  Ed  Tyson, 
MD,  an  Austin  adolescent  medicine  specialist  and  mem- 
ber ot  the  Texas  Medical  Association’s  Adolescent  Health 
bask  Eorce.  “It’s  one  of  those  times  in  life  that  can  be 
ditficLih  to  define.” 

And  from  the  physician’s  stand- 
point, difficult  to  treat,  as  well. 

In  some  ways,  adolescents  are 
no  ditferent  than  adult  patients. 
“Emotional  illnesses  and  men- 
tal disturbances  in  adoles- 
cents are  quiet  similar  to  those 
lound  in  adults,”  said  Dan 
Myers,  MD,  a Dallas 
child  and  adolescent 
psychiatrist.  Dr  Myers 
says  research  has  shown 
that  while  about  80%  of 
adolescents  cope  well 
with  their  teenage  years, 
others  suffer  from  depres- 
sion, substance  abuse,  and 
alcoholism.  Assuming  that 
all  teenagers  are  “normally” 
disturbed  can  lead  to  under- 
diagnosis and  deprive  them  of 
effective  treatment.  “They  do 
respond  to  treatment  if  recog- 
nized by  physicians,”  he  said. 

But  that’s  a big  if,  because 
spotting  teenagers’  medical 
conditions  is  a major  hurdle 
for  physicians  not  trained  in 
adolescent  psychiatry. 

Hidden  agendas  and  magical  thinking 

Adolescent  patients  often  say  one  thing  and  really  mean  or 


40 


TEXAS  MEDICINE  ★ FEBRUARY  I994 


**Ny  patients  and  their  parents 
are  informed  that  l*m  going  to  talk  to  them 
about  sex«  drugs*  and  rock  and  roll.** 


want  something  else.  Or  they  may 
say  nothing  at  all,  but  still  believe 
their  physicians  will  somehow  magi- 
cally know  what’s  wrong. 

Herein  lie  what  Dr  Tyson  calls 
hidden  agendas  and  magical  thinking. 

An  example  ot  hidden  agendas:  A 
female  patient  complaining  of  a sore 
throat  is  really  worried  about  missing 
her  menstrual  period  for  3 months. 
Or  a college  athlete  who  asks  to  be 
seen  about  a cough  suddenly  an- 
nounces he  is  concerned  he  may  have 
a sexually  transmitted  disease.  In 
these  cases,  the  patient  presented 
with  one  problem  but  really  had  a 
greater  area  of  concern  to  discuss. 
The  magical  thinker  may  sit  silently 
while  the  physician  examines  her,  ex- 
pecting the  physician  to  automatical- 
ly know  her  concerns. 

Physicians  should  be  aware  of  the 
obvious  but  never  overlook  issues 
their  young  patients  may  be  conceal- 
ing or  ignoring.  Dr  Tyson  advises. 

“Adolescents  are  not  accustomed 
to  an  environment  where  they  can 
freely  and  openly  express  them- 
selves,” said  Dr  Tyson,  a former  high 
school  biology  teacher.  “It’s  a lot  like 
members  of  the  Russian  ballet.  They 
have  spent  years  learning  to  express 
themselves  nonverbally.” 

Car  crashes,  murder,  suicide,  and  HIV 

The  major  killers  of  adolescents  are 
car  crashes,  murder,  suicide,  and  HIV. 
How  does  a physician  bring  these 
health  concerns  to  the  attention  of 
adolescent  patients  and  their  parents? 

Experts  recommend  a straightfor- 
ward approach.  “My  patients  and 


their  parents  are  informed  that  I’m 
going  to  talk  to  them  about  sex, 
drugs,  and  rock  and  roll,”  said  Dr 
I’yson.  “What  that  means  is  1 am  go- 
ing to  be  very  open  in  my  discussions 
about  risk-taking  behaviors.” 

Dr  Tyson  recommends  introduc- 
ing sensitive  subjects  like  sex  and  drug 
abuse  as  general  topics  of  discussion 
to  open  the  lines  of  communication. 
That  is,  don’t  ask  adolescents  about 
their  personal  habits  right  off  the  bat, 
which  can  make  them  feel  threatened 
and  send  them  running. 

Say  good-bye  to  Dumbo  and  Bambi 

The  first  step  in  developing  an  al- 
liance with  adolescent  patients  can 
begin  in  the  waiting  room. 

A physician’s  office  filled  with 
small  chairs  and  tables  and  with 
Dumbo  and  Bambi  on  the  walls  may 
need  some  redecorating.  On  the  oth- 
er hand,  there’s  no  need  for  a blaring 
rock-and-roll  radio  station  or  graffiti 
on  the  wall. 

“A  regular  professional  office  is  all 
that  is  necessary  for  adolescent  pa- 
tients to  understand  that  this  office 
is  designed  for  their  comfort,”  said 
Dr  Tyson. 

Office  staff  are  vital  links  to  the 
young  patient.  They  should  be  aware 
of  issues  relating  to  consent  and 
confidentiality.  They  should  be 
friendly  and  attentive  on  the  phone 
and  let  adolescents  know  their  calls 
are  important. 

Another  useful  tool  in  finding  out 
the  inner  workings  of  adolescents  is  a 
“things  that  worry  me”  checklist, 
which  they’re  asked  to  fill  out  during 
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Workshop  focuses  on 
adolescent  health 


PRIMARY  CARE 
physicians  will  have  the 
opportunity  to  learn 
more  about  adolescent  behavior 
during  a workshop  on  adolescent 
health  to  be  held  at  the  Texas 
Medical  Association’s  127th  An- 
nual Session  this  May  in  Austin. 

The  workshop  is  scheduled 
for  May  14.  For  more  informa- 
tion, contact  the  TMA  Division 
of  Public  Health  and  Scientific 
Affairs  at  (800)  880-1300,  ext 
1462,  or  (512)  370-1462. 


the  first  visit.  Sensitive  subjects  are 
difficult  to  discuss  at  any  age,  but 
adolescents  will  write  down  their 
concerns  if  they  believe  someone  on 
the  other  side  will  pay  attention. 

“It’s  amazing  what  nurses  and 
front  office  personnel  learn  talking  to 
the  patients,”  said  Dr  Tyson.  “Some- 
times my  patients  wind  up  liking 
them  more  than  me.” 

Tick,  tick,  tick 

Your  day  is  all  scheduled.  Appoint- 
ments are  set  in  10-minute  seg- 
ments. A 16-year-old  patient  in- 
forms your  nurse  he  has  a sore 
throat.  During  his  examination,  you 
learn  he’s  afraid  he  has  AIDS.  Ten 
minutes  turns  into  2 hours. 

“A  big  stumbling  block  physicians 
face  seeing  adolescent  patients  is  the 
time  involved,”  said  Dr  Tyson.  “It’s 
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**lt  is  important  that  the  physician 
recognizes  adolescents  as  separate  people 
and  not  as  extensions  of  their  parents.** 


very  much  a concern  tor  us  who 
practice  adolescent  medicine.  With 
pressure  trom  insurance  companies, 
there  isn’t  much  incentive  to  spend 
time  with  patients.  You  can’t  do  de- 
cent psychotherapy  in  10  minutes, 
and  you  can’t  take  care  ot  an  adoles- 
cent in  10  minutes.” 

It’s  up  to  the  physician  to  decide  it 
more  time  is  necessary  to  address  a 
patient’s  problems.  Pregnancy  or  a 
suicide  threat  will  need  immediate  at- 
tention. Other  times,  it  is  sate  to  ask 
adolescents  it  you  can  see  them  tor  an 
extended  appointment  later  in  the  at- 
ternoon  or  the  next  day.  All  adoles- 
cents need  reassurance  that  they’re  go- 
ing to  be  OK  and  that  they  can 
contact  you  by  phone  if  necessary. 

“We  get  a lot  done  during  30- 
minute  appointments,”  Dr  d’yson 
said.  “They  know  they  have  been  lis- 
tened to,  and  they  will  be  back.” 

The  parent  trap 

Many  physicians  avoid  treating  ado- 
lescents because  they  fear  conflict 
with  parents.  Patents  have  the  right 
to  know  about  the  treatment  their 
son  or  daughter  receives.  As  the  ado- 
lescent’s guardians,  parents  have  ac- 
cess to  all  medical  records  until  the 
patient  is  18  years  old.  However,  the 
lact  remains  that  most  teens  seem  to 
be  more  candid  and  comfortable 
talking  about  medical  concerns  when 
their  parents  aren’t  present. 

“It  is  important  that  the  physician 
recognizes  adolescents  as  separate 
people  and  not  as  extensions  ol  their 
parents,”  said  Dr  Myers. 

Dr  Tyson  agrees,  noting  that  while 


it’s  important  to  meet  with  patents,  he 
prefers  to  see  adolescents  one-on-one. 
“I  want  the  parents  to  understand 
who  I am  and  how  I practice  medi- 
cine. II  the  parents  are  so  controlling 
and  Lincomlortable  with  that,  then  I 
tell  them  I can’t  give  adequate  care  to 
their  son  or  daughter.” 

Communication  is  the  key 

It’s  usually  not  an  issue  ol  free  choice 
when  an  adolescent  is  treated  by  a 
psychiatrist. 

“Most  adolescent  [psychiatric]  pa- 
tients are  brought  in  against  their 
wills,”  said  Dr  Myers.  “An  alliance 
with  an  adolescent  has  to  be  estab- 
lished before  treatment  can  begin.” 

One  ol  his  professional  strengths. 
Dr  Myers  acknowledges,  is  convinc- 
ing a new  patient  to  leave  the 
confines  of  his  parents’  car. 

“Parents  will  arrive  with  their 
child  for  treatment  but  soon  discover 
he  or  she  is  not  leaving  the  car,”  said 
Dr  Myers.  “I  go  out  and  talk  to  the 
child.  That’s  when  you  really  have  to 
be  able  to  communicate.” 

Dr  Myers  offers  the  following  sug- 
gestions to  improve  communication 
with  adolescent  patients: 

• Don’t  be  authoritative  or  judgmen- 
tal. Be  direct  and  matter-of-fact. 

• Relate  in  a mature  and  honest 
fashion. 

• Respect  individuality. 

• Don’t  lie  to  adolescents.  They  will 
catch  you,  and  it  will  be  difficult 
to  regain  their  trust. 

• Don’t  be  manipulative.  Adoles- 
cents are  masters  at  it  themselves. 


and  you  will  soon  feel  foolish. 

• Avoid  labeling  adolescents’  behav- 
ior. It  is  helpful  to  qualify  sensitive 
observations  with  prefaces  like,  “it 
appears  to  me  . . . .”  This  allows 
adolescents  to  discuss  the  reasons 
you  came  to  your  opinion.  A blunt 
statement  of  a conclusion  as  fact 
can  cause  adolescents  to  become 
defensive  and  oppositional. 

• Adolescents  may  be  sensitive 
about  being  touched.  Respect 
their  modesty. 

• Explain  things  thoroughly.  Ado- 
lescents are  not  as  sophisticated  or 
knowledgeable  as  they  appear. 

• Adolescents  think  very  concretely. 
Make  sure  they  really  understand 
directions. 

• Be  aware  of  issues  relating  to  con- 
sent and  confidentiality.  Develop 
guidelines  on  what  will  and  won’t 
be  shared  with  parents. 

It  may  be  easier  to  define  adoles- 
cents by  who  they  aren’t  rather  than 
by  who  they  are:  They  aren’t  big  chil- 
dren, and  they  aren’t  junior  adults. 
But  they  do  need  medical  care  as 
much  as  anyone  else,  perhaps  even 
more  so. 

“Adolescent  morbidity  and  mor- 
tality rates  are  increasing,  and  medi- 
cine has  not  been  effective  in  chang- 
ing that,”  Dr  Tyson  said.  “We  are 
going  to  face  some  tough  challenges 
and  must  recognize  that  adolescents 
are  important  patients.”  ★ 
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AMA  House  modifies  policy 
on  employer-mandated 
health  insurance  coverage 


J I RENGTHENING  ITS  LEGACY  AS 
a dominant  conservative  voice 
within  the  American  Medical  As- 
sociation, the  Texas  delegation  to 
AMA  successfully  urged  reconsidera- 
tion of  the  AMA  policy  on  employer- 
financed  insurance,  a major  part  of 
the  Clinton  health-system  reform  bill. 

Meeting  in  New  Orleans  in  De- 
cember, the  AMA  House  of  Dele- 
gates passed  amended  recommenda- 
tions reaffirming  its  policy  to  accept 
individual  health  insurance  as  an  al- 
ternative to  employer-financed  health 
insurance.  The  Texas  resolution,  one 
of  more  than  10  on  the  topic  submit- 
ted by  states,  had  asked  AMA  to  con- 
sider revising  its  policy  requiring  em- 
ployers to  provide  health  insurance 
coverage  for  employees.  The  resolu- 
tion grew  out  of  strong  opposition  to 
mandating  employer-purchased 
health  insurance  expressed  by  the 
Texas  Medical  Association  House  of 
Delegates  in  November. 

TMA  delegate  Hugh  Lamensdorf, 
MD,  voiced  the  sentiments  of  the 
Texas  delegation  when  he  spoke  on 
the  floor  of  the  AMA  House:  “We  do 
not  believe  this  organization  should 
favor  one  mechanism  of  funding  over 
all  others.  Instead,  we  favor  a plurali- 
ty of  financing  mechanisms  so  that 
many  methods  can  be  continually 
used  and  evaluated  and  promoted  or 
demoted  as  our  experience  grows.” 
While  stopping  short  of  withdraw- 


AMA  President  Joseph  T.  Painter,  MD, 
delivers  ‘plain  talk’  to  House 

IN  A HARD-HiriiNG  SPEECH 
to  the  AMA  House  of  Delegates 
in  New  Orleans,  AMA  President 
loseph  T.  Painter,  MD,  of  Hous- 
ton, talked  about  some  “simple  ques- 
tions that  need  straight  answers  — 
that  need  some  plain  talk.” 

He  reported  that  wherever  he 
has  traveled  during  his  presidential 
year,  physicians  have  asked  him  the 
same  questions:  What  is  going  to 
happen  to  me  and  my  practice? 

Where  are  my  patients  going  to 
come  from?  Can  I provide  them 
with  the  care  I think  they  need?  Is 
some  huge  new  bureaucracy  going 
to  take  over  my  practice? 

Dr  Painter  assured  delegates  that 
AMA  understands  the  frustrations  and  anger  of  US  physicians.  AMA  is 
working  hard,  he  said,  “to  present  medicine’s  case,  over  and  over  again,  try- 
ing to  get  all  we  can  for  our  patients,  all  we  can  for  our  profession  every 
step  of  the  way.” 

But  Dr  Painter  said  he  is  worried  that  too  many  health-system  reform 
proposals  would  use  “big  government,  big  bureaucracy,  at  a big  cost  to 
make  a complex  program  just  more  complicated.” 

He  summed  up  the  feelings  of  many  of  his  colleagues  by  saying:  “What 
we  want  isn’t  so  difficult.  We  want  a system  that  lets  medicine  do  its  job, 
not  a system  that  does  a job  on  medicine.” 


Joseph  T.  Painter,  MD 


ing  its  support  for  employer-mandat- 
ed insurance,  the  AMA  House  did  re- 
iterate the  need  for  a more  flexible  ap- 
proach during  negotiations  on 
funding  of  universal  coverage  and  ac- 
cess. Part  of  the  reaffirmed  policy  calls 
on  AMA  to  be  “sensitive  to  the  needs 
of  small  business,  the  self-employed. 


and  rural  citizens.” 

The  House  also  reaffirmed  endorse- 
ment of  health  Individual  Retirement 
Accounts  as  one  of  the  best  means  for 
assuring  patients’  freedom  of  choice  in 
health  insurance  and  urged  AMA  to 
continue  to  identify  any  further  means 
through  which  universal  coverage  and 


VOLUME  90  ★ NUMBER  2 


43 


Medicine’s  View 


access  can  be  achieved. 

In  related  action,  the  delegates 
adopted  in  principle  the  elements  of 
a Texas  resolution  calling  on  AMA  to 
support  health-system  reform  plans 
that  are  unbiased  toward  managed 
care  and  include  a true  fee-for-service 
option,  including  balance  billing. 

The  substitute  resolution  also  in- 
sists that  plans  allow  patients  choice 
of  physicians;  allow  physicians  and 
patients  choice  of  plans;  alleviate  reg- 
ulatory hassles  and  preserve  quality 
of  health  care;  provide  meaningful 
antitrust  relief,  including  the  ability 
for  state  and  county  medical  associa- 
tions to  form  partnerships  of  physi- 
cians for  the  purpose  of  being  “ac- 
counrable  health  plans”;  provide  true 
torr  reform;  provide  significant  insur- 
ance market  reforms;  recognize  the 
physician’s  responsibility  and  author- 
ity in  medical  decision  making  and 
treatment;  and  provide  universal  ac- 
cess that  is  free  from  rationing  and 
that  includes  reasonable  basic 
benefits,  patient  education,  and  sig- 
nificant patient  responsibility  for 
health-care  choices  and  behavior. 

Delegates  also  called  on  AMA  to 
work  diligently  to  ensure  that  any 
health-system  reform  plan  includes 
federal,  state,  and  local  elected  officials 
and  employees,  excluding  only  active 
duty  members  of  the  military. 

Delegates  adopt  ‘any  willing  and 
qualified  physician’  policy 

The  Texas  delegation  also  met  with 
much  success  on  its  resolution  asking 
AMA  to  seek  due  process  rights  for 
physicians  before  they  can  be 
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dropped  from  managed  care  plans. 
The  new  AMA  policy  srares  that  in 
cases  in  which  economic  issues  may 
be  used  as  the  basis  for  deselection  or 
other  action  against  physicians  in 
managed  care  plans,  physicians 
should  have  the  right  to  receive  the 
information  upon  which  decisions 
are  based  and  the  opportunity  to  re- 
fute the  information  before  action  of 
any  kind  is  taken. 

This  AMA  policy  supports  TMA’s 
suits  challenging  the  practice  of  ter- 
minating network  physicians  without 
cause  (see  related  article  on  p 14). 

The  AMA  policy  also  states  that 
managed  care  organizations  should  be 
required  to  disclose  to  physicians  the 
criteria  used  to  select  or  exclude  rhem 
from  plans.  Additionally,  AMA  called 
on  managed  care  companies  to  report 
to  patients  the  impact  such  criteria 
have  on  quality,  access,  cost,  and 
choice  of  health-care  services. 

Other  issues  merit  action 

Among  hundreds  of  other  actions 
taken  during  interim  session,  the 
delegates: 

• Reaffirmed  the  AMA  policy  op- 
posing a national  health  board  of 
the  sort  currently  proposed  by  the 
Clinton  administration. 

• Affirmed  that  effective  medical  lia- 
bility reform,  based  on  the  Cali- 
fornia Medical  Injury  Compensa- 
tion Reform  Act  model,  is  integral 
to  health-system  reform. 

• Asked  AMA  to  work  to  ensure 
that  health-system  reform  plans 
provide  for  sufficient  resources  to 
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enable  medical  schools  to  produce 
an  adequate  supply  and  appropri- 
ate specialty  mix  of  physicians  to 
deliver  patient  care  services. 

• Began  the  process  of  adding  a slot- 
ted position  on  the  AMA  Board  of 
Trustees  for  a young  physician 
member  of  AMA,  under  the  age 
of  40. 

• Resolved  that  AMA  petition  the 
Occupational  Safety  and  Health 
Administration  to  adopt  regula- 
tions prohibiting  smoking  in  the 
workplace. 

• Reaffirmed  AMA’s  opposition  to 
therapeutic  substitution  in  any  pa- 
tient care  setting. 

• Called  for  an  investigation  into 
the  barriers  to  appropriate  man- 
agement of  pain,  including  insti- 
tutional restrictions,  intimidation 
by  regulatory  and  enforcement 
agencies,  and  attitudes  of  health- 
care professionals. 

Action  on  Texas  resolutions 

Texas  carried  12  resolutions  to  the 
AMA  House.  Eight  were  adopted  in 
full  or  their  intent  was  included  in 
other  policies.  In  addition  to  action 
on  resolutions  reported  above,  ac- 
tions taken  based  on  or  similar  to 
Texas  resolutions  were: 

• AMA  opposes  proposals  for  peri- 
odic postlicensure  assessment  as  a 
condition  for  physician  participa- 
tion in  the  Medicare  program  or 
in  other  health-related  entitlement 
programs. 

• AMA  will  promote  physician  ac- 
cess to  quality  continuing  medical 
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education  programs  through  an 
extensive  review  and  evaluation  ol 
the  Accreditation  Council  tor 
Continuing  Medical  Education 
review  process  and  criteria. 

• AMA  recognizes  its  critical  role  in 
maintaining  the  quality  ot  med- 
ical care  during  health-system  re- 
form and  will  advocate  that  med- 
ical science  remain  a high  priority. 
Additionally,  the  AMA  Council 
on  Scientific  Affairs  will  publicize 
the  significance  of  medical  educa- 
tion and  basic  and  clinical  re- 
search as  the  foundation  for  high- 
quality  medical  care. 

• AMA  will  monitor  expanded 
federal  authority  to  regulate 
bone,  skin,  cornea,  and  other  hu- 
man tissues  and  will  reaffirm  the 
critical  importance  of  basing 
medical  policy  decisions  on  sci- 
entific evidence. 

Four  Texas  resolutions  referred  to 
the  AMA  Board  of  Trustees  for  con- 
sideration concerned  legislation  to 
protect  health-care  providers  who 
reuse  equipment  after  currently  ac- 
cepted resterilization  procedures, 
“single  use”  designations  notwith- 
standing; efforts  to  study  retraining 
physicians  in  primary  care  specialties; 
the  development,  evaluation,  and 
dissemination  of  outcome  studies; 
and  opposition  to  the  National 
Committee  for  Quality  Assurance  in- 
office review  standards  for  managed 
care  accreditation. 


Reform  issues  to  dominate 
TMA  leadership  conference 


A HOST  OF  MEDICAL,  LEGISLATIVE, 
and  legal  experts  will  converge 
in  Austin  on  Saturday,  February 
26,  to  update  Texas  physicians 
on  the  health-system  reform  process 
during  the  Texas  Medical  Associa- 
tion’s 1994  Winter  Lead  ership 
Conference. 

Nancy  W.  Dickey,  MD,  Rich- 
mond, who  is  secretary-treasurer  of 
the  American  Medical  Association 
and  chairs  the  AMA’s  ad  hoc  technical 
advisory  committee  on  health-system 
reform,  will  present  the  keynote  ad- 
dress, “Infiuencing  the  Outcome  of 
Health-System  Reform.” 

Dr  Dickey  also  will  participate  in  a 
panel  discussion  on  reform  with  AMA 
President  Joseph  T.  Painter,  MD, 
Houston;  Robert  W.  Sloane,  MD, 
Fort  Worth;  and  Mike  McKinney, 
MD,  Austin.  The  panel  will  be  mod- 
erated by  William  G.  Camel,  MD, 
Austin,  who  chairs  TMA’s  special 
committee  on  health-system  reform. 

US  Rep  Newt  Gingrich  (R-Ga), 
House  minority  whip,  is  among  the 
national  political  leaders  invited  to  ad- 


Nancy  W''.  Wniiam  G. 

Dickey,  MD  Gamel,  MD 


dress  the  conference.  Representative 
Gingrich  will  analyze  the  reform  debate 
now  under  way  in  the  103rd  Congress. 

A legal  update  on  managed  care 
will  be  given  by  Mark  D.  Herbert, 
JD,  Houston,  a director  of  the 
Houston  firm  Sullins,  Johnston, 
Rohrbach,  Magers  & Herbert.  He 
will  present  the  Philip  R.  Overton 
Lectureship  in  Medicine  and  the  Law 
and  also  will  join  in  a panel  discus- 
sion with  Charles  W.  Bailey,  Jr,  MD, 
JD,  Houston,  immediate  past  presi- 
dent of  the  Harris  County  Medical 
Society  (HCMS),  and  Greg  Bernica, 
HCMS  executive  vice  president. 
Donald  P.  Wilcox,  JD,  TMA  general 
counsel,  will  moderate  the  panel. 

Dewitt  Jones,  an  award-winning 
National  Geographic  photographer, 
will  speak  at  the  conference  lun- 
cheon. His  topic  is  how  to  put  cre- 
ativity to  work.  The  luncheon  is 
sponsored  by  the  Texas  Medical  As- 
sociation Insurance  Trust. 

Prior  to  the  conference  general 
session,  which  begins  at  9:30  am,  a 
dawn  duster  session  titled  “How 
Public  Opinion  is  Shaping  Health- 
System  Reform”  will  explore  how  the 
Clinton  administration  is  directing 
public  opinion  on  reform  through 


Mike  Dewitt  Jones 
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use  of  the  media  and  other  means 
and  how  physicians  can  affect  public 
opinion  on  the  issue. 

Conference  registration  is  free  for 
TMA  members  and  association 
guests,  who  also  each  receive  one  free 
luncheon  ticket.  Most  of  TMA’s 
boards,  councils,  and  committees 
meet  during  the  conference  weekend. 

Preregistration  is  suggested  but 
not  required  for  those  planning  to  at- 
tend the  conference.  For  more  infor- 
mation, contact  the  TMA  special  ser- 
vices office  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346. 


Pamphlet  addresses 
ADA  issues 


May  an  employer  require 
workers  to  undergo  health  ex- 
aminations? Is  it  legal  to  dis- 
charge an  alcoholic  employee 
who  also  has  another  disability? 

Those  are  among  the  questions 
frequently  asked  by  physicians  about 
the  employment  provisions  of  the 
Americans  With  Disabilities  Act 
(ADA).  Answers  to  those  questions 
and  more  are  contained  in  ADA  and 
the  Health  Professional:  An  Introduc- 
tion to  What  Health  Professionals  Need 
to  Know.  The  20-page  pamphlet  re- 
cently was  published  by  the  Presiden- 
t’s Committee  on  Employment  of 
People  with  Disabilities  and  is  avail- 
able free  of  charge  to  physicians  and 
other  health-care  professionals. 

To  obtain  a copy,  contact  Ruth  E. 
Ross,  President’s  Committee  on  Em- 


ployment of  People  with  Disabilities, 
1331  E St  NW,  Third  Floor,  Wash- 
ington, DC  20004-1107;  telephone 
(202)  376-6200;  TDD  (202)  376- 
6205;  fax  (202)  376-6868. 


Wanted:  a lot  of  good  docs 

As  HEALTH-SYSTEM  REFORM 
ups  the  demand  for  primary  care 
physicians,  hospitals  and  medical 
groups  are  intensifying  recruit- 
ment efforts.  Consider  these  statistics 
offered  by  Merritt,  Hawkins  & Asso- 
ciates, a physician  recruitment  firm 
based  in  Irving: 


• The  number  of  firms  recruiting 
physicians  has  skyrocketed  from  a 
couple  dozen  1 0 years  ago  to  more 
than  300  today. 

• Including  hospital-based  re- 
cruiters, there  are  3,000  to  4,000 
physician  recruiters  in  the  US,  or 
one  for  every  four  physicians  com- 
pleting residency  each  year. 

• According  to  a recent  survey,  two 
thirds  of  medical  residents  receive 
50  or  more  job  solicitations  dur- 
ing their  training.  ★ 


James  Merritt,  left,  and  Joseph 
Hawkins  are  founders  oj  Irving- 
based  Merritt,  Hawkins  & Asso- 
ciates, one  of  the  largest  physi- 
cian search  firms  in  the  country. 
Each  month,  their  firm  mails 
more  than  200, 000  recruitment 
letters  and  makes  10,000  tele- 
phone calls  to  discuss  practice  op- 
portunities from  Santa  Barbara, 
Calif,  to  Paris,  Tex. 


About  90%  of  the  United  States’ 
5,500-plus  hospitals  are  recruiting 
physicians. 

More  than  two  thirds 
of  the  16,000  medical 
groups  in  the  US  are 
recruiting  or  planning 
to  recruit  physicians. 
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INTERLINK  FOR  PATIENT  CARE 


Your  link  to 
quality  CME 


Your  best  link  to  (luality 
continuing  medical  education  is 
nearer  than  you  think.  Join  yonr 
colleagues  in  Austin  for  TMA’s 
.Annual  Session  May  12-15. 

More  than  200  hours  AMA 
PRA  Category  1 CME 


.MAFP  Prescribed  credit 


Hands-on  CME  audiovisual 
resource  center 


Broad-based  curriculum 
in  one  location 


HEALTH  CARE  FRAUD  CRIMES 


ItecDgnizcd  iis  one  oi  I kniston's  Iciidin;;  fedi’ial 
criniinnl  defense  altorneys,  DoiigLis  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
trav'el  througlunit  the  United  States,  Mr.  McNabb 
also  represents  indiviciuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defencfed  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail/wire  fraud  crimes,  environmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 

Mr.  McNabb  has  been  in\’olved  in  numerous 
high  profile  cases  that  have  been  the  subject  of  several  books  and  movies.  Fie  is  licensed 
to  practice  before  the  U.S.  Supreme  Court  and  other  federal  courts  throughout  the 
United  States.  Mr.  McNabb  is  a member  of  the  Houston  and  Federal  Bar  Associations, 
State  Bar  of  Texas,  National  Association  of  Criminal  Defense  Lawyers,  and  the  Texas 
Criminal  Defense  Lawyers  Association.  Fie  is  also  a member  of  \’arious  Masonic  organi- 
zations including  Arabia  Shrine  and  Scottish  Rite.  Mr.  McNabb's  offices  are  located  on 
the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of  downtown  Houston.  Phone 
(713)  237-0011. 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


Nationally  recognized 
physician  speakers 


Clinical  and  socioeconomic 
programming 


Opporl unity  to  fulfill 
mandatory  CME  recinirements 
for  relicensure 


Free  general  registration 
for  members 

Don’t  miss  tliis  chance  to 
improve  patient  care  through 
in terspecia Ity  dia logue! 
For  details,  call 
(800)  880-1300 
or  (512)  370-1452. 
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Medical  Malpractice  Insurance 


“Whatever  Your  Needs  Demand” 


Part  Time 

Individual 

Group 

Corporate 

Slot 

Per  Patient 

D&O 

Locum 

Excess 

Declined 

Clinic 

Hospital 

M.S.O. 

Discounts 

H.B. 18 

LLP. 

H.P.A. 

ERA. 

“We  Can 

Provide 

Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Health  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634-9513 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  Is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ''  ■2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’•  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . in  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.^ 

How  Supplied;  Oral  tablets  of  YOCON^'  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30's 
NOC  53159-001-30 
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Texas 

Medical  Association 
Library 

Your  link  to  better  healing 

Wherr  you  need  clinical 
information,  check  out 
the  TMA  Library. 

TMA  members  have  access  to: 

• Fast,  efficient  reference  service 
(24-hour  turnaround  in  most  cases). 

• Free  MEDLINE  searches. 

• Interlihrary  loan. 

• Photocopying  and  document 
delivery. 

• GRATEEUL  MED  and  MEDLINE 
training. 

• More  than  800  journal  subscrip- 
tions, plus  60,000  volumes  of 
books  and  bound  journals. 

• Continuing  medical  education 
credit  from  a circulating  collection 
of  slides,  videotapes  and  com- 
puter software. 

Let  the  TMA  Library's 

staff  help  you  provide 

the  best  patient  care. 

For  more  information,  call 

(800)  880-1300  or  (512)  370-1550. 


Available  at  pharmacies  nationwide 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)569-8502 
(800)  237-9083 


Tex 


TexasMedical 

Association 


Texas  Medicine 

A Publication  of  the  T^xdiS  Medical  Association 

VOLUME  90  NO.  Z 
FEBRUARY  1994 


Contents 

50  A physician’s  perspective  on  the  advantages 

of  home  medical  care:  the  other  side  of  case 

management 

Jacqueline  S.  Hart,  MD; 

Katherine  L.  Redding,  RN-C,  CRNO 

55  Excess  leukemia  and  multiple  myeloma  in  a 

mining  county  in  Northeast  Texas 

Sara  S.  Strom,  PhD;  Margaret  R.  Spitz,  MD; 

Irina  M.  Cech,  PhD;  John  F.  Annegers,  PhD; 
Thomas  D.  Downs,  PhD 


Information  for  authors 

See  January  1994,  p 60. 


Tc's 

tt 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


49 


As  medical  costs  increase,  alternatives 
to  hospitalization  for  medical  care 
must  be  sought.  Patient  care  provided 
through  outpatient  clinics  and  home 
settings  ojfers  such  alternatives.  Intra- 
venous antibiotics,  fluids,  blood,  total 
parenteral  nutrition,  chemotherapy, 
and  pain  management  as  well  as  dialy- 
sis may  now  be  given  in  the  comfort  of 
the  patients  home.  Overall,  home  ser- 
vices may  save  30%  to  50%  in  costs 
compared  ivith  costs  for  the  same  ser- 
vice provided  in  the  hospital.  The  ma- 
jor savings  comes  from  removing  the 
charge  for  the  hospital  room. 


Send  reprint  requests  to  Dr  Hart,  Ledbetter 
Clinic  Association,  4126  Southwest  Freeway, 
Suite  800,  Houston,  TX  77027. 
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A physician’s  perspective  on  the  advantages 
of  home  medical  care:  the  other  side  of  case 
management 

Jacqueline  S.  Hart,  MD 
Katherine  L.  Redding,  RN-C,  CRNO 


PHYSICIANS  TODAY  FREQUENTLY 
offer  outpatient  therapy  as  an  al- 
ternative to  hospitalization.  Until 
now,  outpatient  services  such  as  short- 
term chemotherapy  administered  by 
intravenous  drip  or  intravenous  push 
in  clinic  settings  have  been  successful 
(1).  With  the  use  of  central  venous 
lines  and  portable  pumping  devices, 
not  only  chemotherapy  but  also  antibi- 
otics, blood  transfusions,  total  par- 
enteral nutrition,  pain  management, 
and  even  dialysis  can  be  administered 
through  outpatient  or  home  health- 
care programs.  Patients  may  receive  the 
necessary  services  ordered  by  their 
physicians  in  the  privacy  and  comfort 
of  their  own  homes.  When  the  patients 
are  terminally  ill,  home-care  services, 
such  as  pain  management  in  conjunc- 
tion with  hospice  programs,  may  pro- 
vide appropriate  care  and  assist  patients 
in  facing  their  final  days  with  comfort 
and  dignity.  Not  only  patients  requir- 
ing acute  care  management  that 
involves  intravenous  fluids  and 
antibiotics  but  also  patients  with 
chronic  illness  such  as  acquired  im- 
munodeficiency syndrome  (AIDS)  or 
cancer  can  be  successfully  managed  at 
home.  In  the  past,  chronic  illness  re- 
quired hospitalization  for  medical  care, 
but  this  can  now  be  appropriately  given 
in  the  home  or  outpatient  clinic. 

Charges  for  drugs,  supplies,  and 
equipment  run  about  the  same  as  in 
the  hospital,  but  overall  costs  can  be 
reduced  considerably  by  the  avoid- 
ance of  inpatient  charges  including 
the  daily  room  charge.  A registered 
nurse  of  the  agency  or  company  pro- 
viding the  care  usually  attends  the 
patient  or  has  taught  the  patient, 
family  member,  or  significant  other 
to  administer  medications  in  a safe 
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and  effective  manner.  The  patient 
benefits  by  being  able  to  stay  in  the 
home  with  friends  and  family  and  to 
reduce  daily  out-of-pocket  costs  such 
as  automobile,  food,  and  baby-sitters, 
but  also  he  or  she  may  be  able  to 
work  and  receive  wages  while  infu- 
sion therapy  continues  (2). 

Home  health  services  not  only 
have  a favorable  psychological  impact 
on  the  patient;  they  are  usually  reim- 
bursable. As  with  clinic  or  hospital 
care,  I advise  that  health-care 
providers,  including  physicians,  check 
with  patients’  payment  sources  to 
confirm  that  the  requested  services  are 
covered.  Payors  may  include  private 
insurers.  Medicare,  Medicaid,  health 
maintenance  organizations-preferred 
provider  organizations  (HMO-PPO), 
and  other  self-insured  companies  and 
third-party  carriers.  Many  types  of  in- 
surance require  that  a deductible  be 
met.  Reimbursement  varies  but  is 
usually  in  the  vicinity  of  80%  of  the 
cost,  leaving  the  patient  to  assume  ap- 
proximately 20%.  Medicare  fee  dis- 
closures are  now  available  and  provide 
information  on  dollar  amounts  that 
may  be  recovered  on  many  types  of 
care  and  services  including  drugs  and 
biologicals.  Under  an  HMO,  reim- 
bursement may  be  total  for  the  service 
rendered  if  the  service  has  been  pre- 
approved by  the  HMO. 

ACQUIRED  IMMUNODEFICIENCY 
SYNDROME 

Cases  of  AIDS  have  been  reported 
throughout  the  world.  The  number 
of  cases  has  increased  progressively 
since  the  first  report  in  1981:  by 
December  1992,  more  than  1 mil- 
lion persons  were  infected  with  hu- 
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man  immunodeficiency  virus  in 
North  America  and  more  than 
253,000  cases  of  AIDS  had  been 
documented  in  the  United  States 
alone  (3,4).  The  patient  with  AIDS 
generally  requires  intensive  medical 
care  for  multiple  medical  problems. 
These  may  include  a myriad  of 
opportunistic  infections  such  as 
tuberculosis,  disseminated  cy- 
tomegalovirus, and  pneumocystis 
carinii  pneumonia  as  well  as  malig- 
nancies such  as  malignant  lym- 
phoma, a variety  of  solid  tumors, 
and  Kaposi’s  sarcoma  (5).  Pro- 
longed hospitalization  is  one  option 
for  treating  these  opportunistic  in- 
fections and  malignancies.  Another 
alternative  is  outpatient  or  home 
health  care.  In  considering  alterna- 
tives to  hospital  care  of  patients 
with  AIDS,  we  must  look  at  how 
much  individual  care  the  patient 
needs.  Furthermore,  quality  issues, 
such  as  the  track  record  and  capa- 
bilities of  the  providers  who  receive 
the  physician’s  referral  for  home 
care,  as  well  as  the  medical  cost  in- 
herent to  the  alternative  care 
method  must  be  evaluated. 

A conference  on  AIDS  was  held  in 
Atlanta,  Ga,  in  April  1985.  Frequent- 
ly quoted  are  the  data  that  Ann 
Hardy  and  Associates  presented  re- 
garding hospital  costs  and  financial 
losses  of  patients  with  AIDS  (6,7). 

I 

I 
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These  data  reflected  the  cost  of  the 
first  10,000  such  patients  reported. 
The  lifetime  hospital  cost  of  these  pa- 
tients was  estimated  at  $1.4  billion  or 
$147,000  per  patient  with  AIDS.  The 
estimate  was  based  on  the  assumption 
of  a lifetime  use  of  168  hospital  days, 
an  average  survival  time  of  13 
months,  and  an  average  charge  per 
hospital  day  of  $878.  The  lifetime  in- 
direct costs  of  these  10,000  patients 
were  estimated  at  $5  billion. 

In  March  1986,  the  same  group 
of  investigators  updated  the  estimates 
for  the  direct  and  indirect  costs  of 
the  care  of  the  patient  with  AIDS. 
Direct  costs  were  defined  as  those  for 
personal  medical  care,  replacement  of 
blood  services,  education,  and  gener- 
al support  services.  Indirect  costs 
were  defined  as  disability,  loss  of  pro- 
ductivity, mortality,  and  costs  that 
would  represent  the  value  of  future 
earnings  lost  for  those  patients  who 
died  prematurely  (8).  Fig  1 delineates 
the  comparative  costs  for  the  years 
1985,  1986,  and  1991  (8,9). 

As  therapies  improve,  the  number 
of  days  spent  in  the  hospital  by  pa- 
tients with  AIDS  will  almost  certain- 
ly decrease.  However,  as  the  number 
of  cases  continue  to  increase,  space 
and  economic  issues  will  dictate  that 
alternatives  to  hospitalization  must 
continue  to  be  sought. 
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COST  COMPARISONS 

Figs  2 through  4 compare  the  differ- 
ences in  cost  between  home  care  and 
hospital  care  for  the  antibiotic  Kef- 
zol,  for  total  parenteral  nutrition, 
and  for  4 units  of  packed  red  blood 
cells.  The  average  cost  of  a semipri- 
vate room  in  the  hospital  is  estimated 
at  $550  per  day.  If  30  days  of  therapy 
were  required,  home  care  could  save 
the  patient  $16,000  or  more  for  an 
antibiotic  (10—12)  or  for  total  par- 
enteral nutrition  (13-15)  adminis- 
tered at  home  in  comparison  with 
the  same  care  given  in  the  hospital. 

A 1991  article  on  outcome  data 
and  patient  management  in  home 
parenteral  nutrition  reported  on 
1594  patients  receiving  total  par- 
enteral nutrition  and  representing 
seven  disease  categories  including 
AIDS;  the  authors  noted  that  total 
parenteral  nutrition  given  in  an  am- 
bulatory setting,  such  as  home  care, 
was  reimbursed  more  substantially 
than  it  was  in  a hospital  setting  (16). 
Blood  transfusions  administered  in 
the  home  also  offer  patients  a cost 
savings  (Fig  4).  Although  the  first 
dose  is  usually  administered  in  a hos- 
pital setting,  subsequent  units  can  be 
administered  safely  and  efficiently  at 
home.  Standards  for  blood  transfu- 
sion are  in  strict  adherence  with  the 
standards  set  forth  bv  the  American 
Association  of  Blood  Banks.  Proto- 
cols for  home  infusion  of  blood  mav 
be  developed  in  conjunction  with  the 
blood  bank  or  transfusion  committee 
of  the  hospital  providing  the  blood 
(17,18).  Based  on  the  information 
shown  in  Fig  4,  it  would  seem  that 
home  infusion  of  blood  is  one  effec- 
tive means  of  decreasing  needless 
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fig 2.  Cost  comparison  for  antibiotic  therapy  (Kefzol,  I gram  every  8 hours  x 4 weeks).* 
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* From  Critical  Care  America  and  Home  Nutritional  Services,  Inc,  phone  communication,  January  1 8,  1 993,  with 
Stephen  Edwards,  RN,  and  Marc  Stranz,  PharmD. 


Fig  j.  Cost  comparison  for  total  parenteral  nutrition  therapy  (2  liters  per  day  x 4 weeks).* 
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* From  Critical  Care  America  and  Home  Nutritional  Services,  Inc,  phone  communication  regarding  charges  for 
total  parenteral  nutrition,  January  1 8,  1 993,  with  Ruth  Castillo,  RN,  and  Marc  Stranz,  PharmD. 


hospital  costs. 

Other  investigators  have  looked  at 
the  estimated  average  charge  for 
home  infusion  therapies  for  patients 
with  AIDS  (19).  The  average  price 
per  day  for  home  infusion  of  par- 
enteral/enteral nutrition,  antibiotics, 


chemotherapy,  and  pain  manage- 
ment is  shown  in  Fig  5 (19).  The 
prices  represent  a 20%  to  30%  sav- 
ings over  the  usual  inpatient  charges 
at  a hospital  (19). 

Aside  from  issues  of  cost  contain- 
ment, safety  and  comfort  of  the  pa- 


tient are  of  concern.  Singer  et  al 
found  that  catheter-related  sepsis  and 
complications  of  home  parenteral  nu- 
trition in  patients  with  AIDS  were 
identical  to  those  reported  in  other 
patient  populations  to  which  par- 
enteral nutrition  is  commonly  given 
(20).  An  advantage  besides  the  low 
risk  is  that  patients  needing  long-term 
intravenous  therapy  can  stay  at  home 
and  can  possibly  remain  employed  as 
a result  of  using  outpatient  or  home- 
care  services.  The  psychosocial 
benefits  of  avoiding  long-term  hospi- 
talization and  remaining  at  home 
with  family  and  friends  are  consider- 
able. In  her  paper  on  home  infusion 
care  for  patients  with  AIDS,  Mary 
Carmody,  RN,  CSW,  states,  “[They] 
do  not  return  home  to  die,  but  rather 
to  continue  their  lives,  carry  on  their 
relationships,  work  and  fulfill  old  and 
new  aspirations”  (2). 

PHYSICIAN  CONCERNS 

While  physicians  may  fear  losing  con- 
trol of  the  patient  when  care  is  dele- 
gated to  a home  health  agency,  rarely, 
in  my  experience,  has  this  happened. 
At  all  times,  the  physician  is  the  per- 
son who  initiates  the  orders  for  the 
patient,  and  these  are  the  orders  that 
are  implemented  by  the  health-care 
agency.  Original  orders  are  sent  to  the 
physician  with  a request  for  them  to 
be  verified  and  signed  by  the  physi- 
cian within  24  to  48  hours. 

Physicians  involved  with  home 
health  programs  should  interview  the 
personnel  from  the  agency  so  that 
they  can  familiarize  themselves  with 
the  skills  and  background  of  the 
provider  as  well  as  with  the  experi- 
ence of  the  nursing  staff.  Providers 
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Cost  coinp.ii'ison  lor  blood  tr.itishisioii  (4  units  packcrl  red  blood  cells).* 
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Elospital 

[..ihoratory 

$100.72 

$150.50 

Supplle.s 

264.36 

305.7') 

Packed  cells 

4.I«-57 

236.00 

Nursing 

250.00 

286.50 

Room  charge 

0 

556.25 

Total 

$1,053.65 

$1,535.00 

* From  Home  Nutritional  Services.  Inc,  phone  communication 
januar)’  18,  1993,  with  Marc  Stranz,  Pharm  O. 

regarding  the  costs  ol  blood  transfusions,  on 

FigS-  Estimated  average  charge 

lor  home  infusion 

therapies  for  patients  with  AIDS. 

Therapy 

Treatment  Duration  i ^ /d-, 

(No.  of  days)  Da.ly  Cost  ($) 

Parenteral  nutrition 

100 

425.00 

Enteral  nutrition 

180 

41.00 

Intravenous  antibiotics 

22 

345.00 

Chemotherapy 

30 

240.00 

Pain  management 

28 

150.00 

Strive  to  hire  well-qualified  and 
skilled  nurses.  Frequently,  these  nurs- 
es have  trained  in  large,  well-known 
academic  institutions.  Codes  of  qual- 
ity assurance  are  now  implemented 
by  home  health  agencies  and  all  must 
be  licensed  and  certified  by  the 
state(s)  in  which  they  do  business. 

A physician’s  role  is  always  that  of 
the  initiating  health-care  profession- 
al; that  is,  the  physician  is  the  person 
who  writes  the  orders  predicating  the 
medical  management  of  the  patient. 
The  greatest  part  of  the  physician’s 
service  involves  time.  Many  health- 
care agencies  and  insurance  compa- 
nies consider  the  physician’s  time 
spent  giving  orders  and  managing 
home  treatment  as  equivalent  to  the 
time  the  physician  would  spend 
making  room  rounds  and  writing  or- 
ders in  a hospital  setting. 

A physician  may  be  compensated 
for  managing  a patient  through  a 
home  care  program  through  various 
methods  (21).  One  is  through  the 
role  of  retainer/advisor,  joint  venture. 


and  proprietorship;  however,  these 
capacities  may  run  a high-to-moder- 
ate  risk  of  “conflict  of  interest.”  The 
lowest  risk  to  the  physician  is  that  of 
fee  for  service.  Keep  in  mind  that  fee 
for  service  is  what  a physician  is  re- 
imbursed for  each  hospital  or  outpa- 
tient service  call.  Thus,  through  a 
home  health  agency,  the  physician  is 
simply  transferring  his  charge  from  a 
hospital  charge  to  a home  health-care 
service  charge  for  patient  manage- 
ment. Most  agencies  are  familiar  with 
state  laws  that  may  cover  fee-for-ser- 
vice  rules  and  regulations. 

PATIENT  CONCERNS 

Patients  may  occasionally  be  appre- 
hensive about  the  use  of  nontradi- 
tional  approaches  or  infrequent 
physician  contact  (22).  My  experi- 
ence with  home  health-care  services 
has  not  shown  this  to  be  a problem. 
However,  rapport  between  the  physi- 
cian and  patient  must  continue.  I ad- 
vise that  physicians  using  home 


health-care  providers  continue  to 
make  their  presence  apparent  to  their 
patients  either  through  frequent 
phone  calls  or  office  or  home  visits. 

As  indicated  earlier,  benefits  to 
the  patient  include  the  ability  to  re- 
turn to  work  or  school,  enhanced  in- 
terpersonal relationships,  and  the 
freedom  to  move  about  in  the  home 
as  the  patient  chooses.  Some  critical- 
ly ill  patients  may  benefit  more  from 
being  in  the  hospital,  especially  those 
who  require  special  supportive  care 
such  as  respirators.  Also  some  pa- 
tients who  live  alone  prefer  hospital 
care.  However,  a growing  number  of 
chronically  ill  patients,  such  as  those 
with  AIDS,  choose  to  receive  medi- 
cal care  in  their  own  homes. 

CONCLUSION 

In  conclusion,  medical  care  given  ei- 
ther in  the  home  or  in  the  outpatient 
clinic  provides  an  efficacious  method 
of  lowering  medical  costs  and  ofters 
an  alternative  to  hospital  care.  As 
physicians  and  patients  become  more 
comfortable  with  home  care,  the 
benefits  of  enhanced  quality  of  life, 
medical  treatment  of  high  quality, 
and  cost  containment  will  almost 
certainly  become  predictable  out- 
comes. The  home  health-care  ap- 
proach has  proved  satisfactory  for  the 
care  of  patients  with  chronic  illness, 
such  as  AIDS.  Home  care  should 
also  prove  satisfactory  for  the  treat- 
ment of  acute  care  problems  that 
may  require  intravenous  administra- 
tion of  antibiotics  or  fluids.  Patients 
with  these  problems  should  also  re- 
ceive significant  cost  benefit. 


VOLUME  90  ★ NUMBER  2 


53 


ACKNOWLEDGMENTS 

We  gratefully  acknowledge  the  assistance  of 
the  following  people  in  bringing  this  article 
to  fruition:  Michael  Jones  of  Burroughs  Well- 
come; Ruth  Castillo  of  Critical  Care  Ameri- 
ca; Anastasia  Robson  of  Curaflex,  Inc;  Becky 
Chipman  of  Efoeschst  Pharmaceuticals;  Ed 
Bradshaw,  MSW,  CSW,  of  Elome  Nutritional 
Services,  Inc;  LDeborah  Phillips  of  Pharmacia 
Deltec;  and  Steven  J.  Pancost,  MD,  Scran- 
ton, Pa. 


REFERENCES 

1.  Yokes  EE,  Schilsky  RL.,  Choi  KE,  et  al.  A 
randomized  study  of  inpatient  versus  out- 
patient continuous  infusion  chemothera- 
py for  patients  with  locally  advanced  head 
and  neck  cancer.  Cancer.  1989;63:30-36. 

2.  Carmody  M,  Sturm  D,  Piccoli  L, 
Schlamm  HT.  Psychosocial  benefits  of 
home-infusion  for  AIDS  patients. 
]ANAC.  1989;1:5-7. 

3.  Facts  you  should  know.  American  Nurse. 
1993;3:22. 

4.  Case  Watch  (CDC).  AIDS  Clinical  Care. 
1993;4:1. 

5.  DeVita  VT  Jr,  Heilman  S,  Rosenberg  SA, 
eds.  AIDS:  Etiology,  Diagnosis,  Treatment 
and  Prevention.  3rd  ed.  Philadelphia,  Pa: 
JB  Lippincott  Co;  1992. 

6.  Scitovsky  AA,  Weiss  DP.  AIDS  and  the 
cost  in  dollars.  In:  McCallion  G.  AIDS  in 
the  Workplace:  Employee  vs  Employer  Inter- 
ests. 2nd  ed.  Washington,  DC:  Bureau  of 
National  Affairs,  Inc;  1987:23-29. 

7.  Hardy  AM,  Rauch  K,  Echenberg  D,  Mor- 
gan WM,  Curran  JW.  The  economic  im- 
pact of  the  first  10,000  cases  of  acquired 
immunodeficiency  syndrome  in  the  Unit- 
ed States.  JAMA.  1 986;255:209-2 1 1 . 

8.  Scitovsky  AA,  Rice  DP,  Showstack  J,  Lee 
PR.  Estimating  the  direct  and  indirect 
economic  cost  of  acquired  immune 
deficiency  syndrome  1985,  1986  and 
1990.  Centers  for  Disease  Control,  Task 
Order  282-85-0061,  #2,  March  1986. 
Unpublished  report,  available  on  request. 

9.  Scitovsky  AA.  The  economic  impact  of 
the  HIV  epidemic  in  the  United  States. 
AIDS  Updates.  1991;4:1-12. 

10.  Gladen  HE,  Jackson  JD,  Jordan  JT.  An- 
tibiotics, DRG’s  and  the  personal  com- 
puter sample  techniques  to  estimate  cost. 
Infect  Surg.  1986;5:559-572. 

ll.Smego  RA  Jr,  Gainer  RB  III.  Home  in- 
travenous antimicrobial  therapy  provided 
by  a community  hospital  and  university 
hospital.  Am  J Hosp  Pharm.  1985;42: 
2185-2189. 

1 2.  Ghamberlain  TM,  Lehman  ME,  Groh 
MT,  Mtinroe  WP,  Reinders  I P.  Cost 
analysis  of  a home  intravenous  antibiotic 
program.  Am  J Hosp  Pharm.  1988;45: 
2341-2345. 


TEXAS  MEDICINE  ★ FEBRUARY  [994 


13.  Brakebill  JI,  Robb  RA,  Ivey  ME,  Chris- 
tensen DB,  Young  JH,  Scribner  BH. 
Pharmacy  department  costs  and  patient 
charges  associated  with  a home  parenteral 
nutrition  program.  Am  j Hosp  Pharm. 
1983;40:260-263. 

14.  Baptista  RJ,  Blackburn  GL,  Champagne 
CD,  Miller  DG,  Bistrian  BR.  The  cost  of 
home  total  parenteral  nutrition.  Nutrition 
in  Clinical  Practice.  1987:14-22. 

15.  Dzierba  SH,  Mirtallo  JM,  Grauer  DW, 
Schneider  PJ,  Latiolais  CJ,  Fabri  PJ.  Fiscal 
and  clinical  evaluation  of  home  parenteral 
nutrition.  Am  J Hosp  Pharm.  1984;4l: 
285-291. 

16.  Howard  L,  Heaphey  L,  Fleming  GR, 
Liningar  L,  Steiger  E.  Four  years  of  North 
American  registry  home  parenteral  nutri- 
tion outcome  data  and  their  implications 
for  patient  management.  J Parenter  Enter 
Nutr.  1991;15(4):384:393. 

17.  Walker  R,  ed.  Technical  Manual.  1 1th  ed. 
Bethesda,  Md:  American  Association  of 
Blood  Banks  Guidelines;  1993:579—589. 

18.  Widman  F,  ed.  Standards  for  Blood  Banks 
and  Transfusion  Services.  15th  ed.  Bethes- 
da, Md:  American  Association  of  Blood 
Banks;  1993. 

19.Stranz  MH.  Summary  of  the  costs  of 
treating  patients  with  AIDS.  Medical  In- 
terface. 1990;6:27-30. 

20.  Singer  P,  Rothkopf  MM,  Kvetan  V, 
Kirvela  O,  Gaare  J,  Askanazi  J.  Risks  and 
benefits  of  home  parenteral  nutrition  in 
the  acquired  immunodeficiency  syn- 
drome./ Parenter  Enter  Nutr.  1991;15(1): 
75-79. 

21.  Goldenberg  RI.  Pitfalls  in  the  delivery  of 
outpatient  intravenous  therapy.  Drug  In- 
tel Clin  Pharm.  1 985;  1 9:293-296. 

22.  Smego  RA,  Gainer  RB  HI.  Home  intra- 
venous antimicrobial  therapy  provided  by 
a community  hospital  and  university  hos- 
pital. Am  J Hosp  Pharm.  1985;42: 
2185-2189. 


Hxccss  leukemia  and  multiple  myeloma  in  a mining 
county  in  Northeast  Fexas 
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From  1950  to  1979,  cancer  mortality 
rates  in  litas  Comity,  Fexas,  increased 
with  a signifieant  excess  of  deaths  from 
leukemia,  lymphoma,  brain  and  liver 
eancers,  and  melanoma.  County  resi- 
dents requested  this  study  to  verify  the 
apparent  excess  of  cancer.  Newly  diag- 
nosed cases  of  cancer  among  white  resi- 
dents fom  1977  to  1984  ivere  ascer- 
tained fivm  the  Texas  Cancer  Registry, 
hospital  records,  and  death  eertif  cates. 
Direct  and  indirect  methods  were  used 
to  calculate  incidence  rates  and  stan- 
dardized incidence  ratios  (SIR).  We 
identified  663  cancers  for  148,470  per- 
son-years of  observation.  No  overall  ex- 
cess of  cancer  was  found.  However,  we 
found  a significant  excess  of  leukemia 
(SIR  = 2.53,  95%  confidence  interval 
[Cl]  = 1.86,  3.30)  and  multiple  myelo- 
ma (SIR  = 1.87,  95%  Cl  = 1.02, 

3. 14).  The  reasons  for  the  increased 
SIRs  are  unknown.  However,  the  excess 
of  cancers  in  this  mining  community 
may  be  relevant  to  the  ongoing  debate 
on  the  health  effects  of  the  disposal  of 
combustion  wastes  fi-om  mining  and 
fossil  fuel  and  on  the  need  for  stricter 
regulations.  Other  potential  risk  factors 
include  the  presence  of  petrochemical 
and  poultry  industries. 
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AtlH-ADjUS'l  El)  MDR  TAl  I PY 
rates  ol  cancer  in  Pitus 
County  lor  the  period  from 
1950  to  1979  increased  bv  S()%  in 
white  males  and  12%  in  white  fe- 
males (1).  The  number  of  deaths 
from  leukemia,  brain  tumors,  liver 
cancer,  Hodgkin’s  disease,  and 
melanoma  were  reported  to  be  sig- 
nihcantly  greater  than  expected.  By 
1985,  Titus  County  officials  anci  resi- 
dents were  expressing  concern  for 
this  apparent  excess  of  cancer  in  their 
community.  This  study  to  evaluate 
cancer  incidence  in  Titus  County 
was  conducted  by  The  University  of 
Texas  Health  Science  Center  at 
Houston  in  response  to  grassroots 
community  requests  for  such  an  in- 
vestigation after  attempts  to  obtain 
assistance  from  the  Texas  Depart- 
ment of  Health  had  failed. 


Fig  I.  Titus  County,  Texas. 


Mb  rilODS 
Study  area 

Pitus  County  is  a small  community 
in  northeast  Texas  with  a total  area  of 
approximately  418  square  miles  (Pig 
1).  It  is  situated  approximately  at  50 
miles  from  the  Louisiana,  Arkansas, 
and  Oklahoma  borders.  The  1980 
population  of  Titus  County  was 
21,442  of  which  49%  was  rural. 
Eighty-two  percent  of  the  residents 
were  born  in  this  county.  The  racial 
composition  in  1980  was  82% 
whites,  14%  blacks,  and  3%  Hispan- 
ics.  Because  of  the  small  number  of 
blacks  and  Hispanics,  we  present 
here  data  only  for  whites.  The  coun- 
ty’s economy  is  based  on  agriculture 
as  well  as  mining  and  production  of 
electricity  from  coal-burning  power 
plants.  Titus  County  has  only  one 
hospital,  located  in  Mount  Pleasant. 
The  nearest  cancer  treatment  centers 
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Table  I.  Standardized  incidence  ratios  (SIR)  by  cancer  site  and  sex  among  whites  in  Titus  Coun- 
;y,  Texas,  1977-1984. 


Site 

Number  of  Cases 

Observed  Expected* 

SIR 

95% 

Confidence  Intervalt 

ALL  SITES 

Male 

336 

345 

0.97 

0.87-1.09 

Female 

327 

337 

0.97 

0.87-1.08 

Total 

663 

682 

0.97 

0.90-1.05 

LEUKEMIA 

Male 

27 

9.69 

2.79 

1.84-4.07 

Female 

19 

8.43 

2.25 

1.36-3.52 

Total 

46 

18.12 

2.53 

1.86-3.30 

MULTIPLE 

Male 

MYELOMA 

8 

3.80 

2.11 

0.91M.15 

Female 

6 

3.70 

1.62 

0.60-3.54 

Total 

14 

7.50 

1.87 

1.02-3.14 

*Computed  from  1978-1981  Surveillance,  Epidemiology,  and  End  Results  data  (4). 
tSignificant  95%  confidence  interval  excludes  1. 


are  located  at  least  50  miles  away  in 
Dallas,  Tyler,  and  Paris. 

Data  analysis 

The  objective  of  this  study  was  to  as- 
certain all  cases  of  invasive  cancer 
(except  nonmelanoma  skin  cancer) 
diagnosed  in  Titus  County  residents 
from  January  1,  1977,  through  De- 
cember 31,  1984.  Data  were  derived 
from  the  Texas  Cancer  Registry 
(TCR),  hospital  records,  and  death 
certificates.  Because  the  TCR  ascer- 
tained only  a small  percentage  of  cas- 
es lor  this  area,  we  needed  to  identify 
cancer  referral  hospitals,  accom- 
plished through  a questionnaire  sent 
to  all  county  physicians.  Those  hos- 
pitals that  did  not  report  to  the  TCR 
were  contacted.  The  cases  were  iden- 
tified from  the  county  of  residence  at 
the  time  of  diagnosis. 

Six  hundred  and  sixty-three  can- 
cer cases  were  included  in  this  study: 
28.4%  were  obtained  from  the  TCR, 
67.3%  from  Texas  hospitals,  and 
4.3%  from  death  certificates.  All  di- 
agnoses were  coded  according  to  the 
International  Classification  of  Dis- 
eases (ICD-9)  criteria  (2).  Since  his- 
tological verification  of  the  diagnoses 


was  not  possible,  the  cancer  sites  and 
histologies  stated  in  the  hospital 
records  were  accepted  as  correct.  Du- 
plicate records  were  identified  and 
consolidated.  Multiple  primaries 
were  counted  individually. 

Incidence  rates  (number  of  new 
cases  diagnosed  during  a period  of 
time/population  at  risk  of  developing 
the  disease)  for  all  sites  combined  were 
directly  adjusted  to  the  1970  US  pop- 
ulation (3).  For  specific  sites,  because 
of  the  instability  of  rates  due  to  the 
small  number  of  cases  per  age  group, 
rate  ratios  were  calculated  (3).  These 
standardized  incidence  ratios  (SIR)  in- 
dicate the  proportion  of  cancers  ob- 
served in  Titus  County  compared  to 
the  number  of  cancers  expected  if  the 
Titus  County  population  had  the  same 
race-sex-age  rates  as  the  US  popula- 
tion. The  expected  number  of  cases 
was  computed  by  using  1973-1981 
Surveillance,  Epidemiology,  and  End 
Results  (SEER)  data  (excluding  Puerto 
Rico)  (4,5).  The  statistical  significance 
of  the  SIRs  was  tested  using  the  Pois- 
son distribution  for  random  occur- 
rences (6).  The  Titus  County  popula- 
tion-at-risk  estimates  were  obtained 
from  the  1980  US  census  data  (7). 


RESULTS 

This  study  ascertained  663  cases  of 
primary  malignant  cancer  diagnosed 
in  residents  of  Titus  County  in  an  8- 
year  period.  Three  hundred  and  thir- 
ty-six cancers  occurred  in  males  and 
327  in  females.  The  age-adjusted  sex- 
specific  incidence  rates  for  all  sites 
combined  were  381.5  for  males  and 
301.1  for  females  per  100,000.  We 
found  no  overall  excess  of  cancers 
based  on  standardized  incidence  ra- 
tios (Table  1). 

The  incidence  of  leukemia,  how- 
ever, was  significantly  greater  than 
expected  for  both  males  (SIR  = 2.79, 
Cl  = 1.84,  4.07)  and  females  (SIR  = 
2.25,  Cl  = 1.36,  3.52).  An  excess  of 
multiple  myeloma  cases  was  noted 
among  males  and  females,  but  this 
excess  was  statistically  significant 
only  when  both  sexes  were  combined 
(SIR  = 1.87,  Cl  = 1.02,  3.14).  The 
SIRs  were  calculated  subsequently  by 
type  of  leukemia  (Table  2)  (8).  An 
excess  number  of  cases  was  found  for 
each  cell  type,  with  this  excess  being 
statistically  significant  for  acute  non- 
lymphocytic  leukemia  (SIR  = 2.36, 
Cl  = 1.32,  3.89).  Most  of  the 
leukemia  cases  occurred  in  the  older 
population.  A distribution  by  age 
shows  16%  of  cases  diagnosed  before 
55  years  of  age,  50%  between  55  and 
75,  and  37%  in  residents  older  than 
75  years.  At  the  time  of  diagnosis, 
78%  of  the  individuals  with 
leukemia  resided  in  Mount  Pleasant 
and  surrounding  areas,  13%  in 
Cookville,  and  9%  in  Talco.  A sig- 
nificant excess  of  melanoma  was 
found  among  males  and  females 
(data  not  shown).  A significant  low- 
er-than-expected  number  of  cases  of 
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Table  2.  Staiui.udizcd  incidence  ratios  (Sll^.)  for  leukemia  hy  cell  t\’pe  among  whites  of  both  sex- 
es in  Titus  tanmty,  Texas,  1977-1984. 


l.cukcmic  Tell  Type 

No.  ol  C.tses 

CMiserved*  Hxpected 

SIR 

95% 

Confidence  Interval 

Acute  lymphocytic 

3 

4.00 

1.25 

0.41-2.91 

Chronic  lymphocytic 

1 1 

6.12 

1.80 

0.90-3.20 

Acute  nonlymphocytict 

15 

6.36 

2.36 

1.32-3.89 

Chronic  myelocytic 

6 

2.72 

2.20 

0.81-4.80 

’Nine  cases  were  not  included  in  this  table:  4 coded  as  other  lymphocytic  leukemias  (ICD-9: 
204.2-204.9),  2 as  chronic  leukemias  {ICD-9:  208.1),  and  3 as  other  leukemias  (ICD-9: 
208.8-208.9). 

tAcute  nonlymphocytic  leukemia  comprises  acute  myelocytic  leukemia,  acute  monocytic  leukemia, 
mvelomonocc’tic  leukemia,  promyelocsaic  leukemia,  and  undifferentiated  acute  adult  leukemia. 


prostate,  colon,  and  bladder  cancer 
were  found  (data  not  shown). 

DISCUSSION 

This  study  documents  significant  ex- 
cesses of  leukemia  and  multiple 
myeloma  in  both  sexes  among  white 
residents  of  Titus  County  in  the  peri- 
od from  1977  to  1984.  These  data 
do  not  confirm  the  excess  of  mortali- 
ty cases  reported  previously  for  brain 
and  liver  cancer  and  Hodgkin’s  dis- 
ease (1).  Completeness  of  case  ascer- 
tainment is  of  concern  in  all  inci- 
dence studies.  Undercounting  would 
reduce  the  SIRs  but  would  not  ex- 
plain the  excess  of  cancer.  The  ob- 
served number  of  cases,  overall,  was 
very  close  to  that  expected  with  only 
4.3%  of  cases  ascertained  from  death 
certificates.  This  is  comparable  to 
1.5%  “death  certificates  only”  cases 
in  the  SEER  data  (5).  Eighty-nine 
percent  of  the  cases  were  confirmed 
microscopically,  which  is  comparable 
to  the  92%  confirmed  in  the  SEER 
data  (5). 

To  avoid  making  inferences  from 
multiple  tests  of  significance,  we  dis- 
cuss only  selected  sites.  The  criteria 
were  previously  reported  significant 
excess  deaths  from  cancer  at  a given 
site  and  biological  plausibility  in 
terms  of  putative  risk  factors  present 
in  the  area.  The  high  incidence  of 


leukemia  in  Titus  County  was  con- 
sistent with  the  reported  excess  mor- 
tality (1).  Multiple  myeloma  and 
leukemia  share  etiological  risk  factors 
including  ionizing  radiation,  expo- 
sure to  chemicals,  and  farming  activi- 
ties (8-24). 

Because  of  Titus  County’s  location 
in  the  “lignite  belt”  and  because  lig- 
nite strip  mining  is  one  of  the  princi- 
pal economic  activities  in  the  county 
(25),  environmental  or  occupational 
exposure  to  ionizing  radiation  raises 
concern.  Coals,  including  lignite, 
usually  contain  variable  amounts  of 
naturally  occurring  radionuclides 
(uranium-238;  thorium-232;  and 
their  radioactive  daughters,  radium- 
226  and  radon-222;  and  other  iso- 
topes) (26,27).  Two  coal-burning 
power  plants  operate  in  Titus  Coun- 
ty. In  the  process  of  burning  lignite,  a 
large  quantity  of  ash  is  generated,  cre- 
ating disposal  problems.  During  the 
past  two  decades,  public  health  con- 
cern had  arisen  about  airborne  partic- 
ulate emission  from  coal-burning 
power  plants  and  about  possible  sur- 
face and  ground  water  contamination 
from  ash  disposal  on  land  (28).  Fur- 
thermore, certain  commercial  appli- 
cations of  ash  cause  concern.  For  dis- 
posal, ash  has  been  mixed  in  cement 
or  asphalt,  placed  in  landfills  and  un- 
lined pits,  and  used  in  building  or 
roadbed  material.  A 1982  study  by 


the  Bureau  ol  Radiation  Control  to 
evaluate  the  radionuclide  content  in 
the  lignite  and  coal  used  at  Texas 
power  plants  indicated  elevated  ra- 
dioactivity in  several  samples  of  fiy 
and/or  bottom  ash  (29). 

Approximately  40%  of  the  popula- 
tion in  Titus  County  derives  its  water 
from  individually  owned  sources 
( 1 3,30,3 1 ).  Rural  domestic  water  sup- 
plies are  not  monitored  under  the 
Safe  Drinking  Water  Act;  thus,  virtu- 
ally no  data  exist  regarding  the  quality 
of  the  water  available  lor  a consider- 
able portion  of  the  Titus  County  pop- 
ulation. The  extent  to  which  the 
quality  of  domestic  water  supplies  in 
Titus  County  (surface  and  ground) 
has  been  affected  by  lignite  mining 
and  ash  disposal  is  not  known. 

Other  potential  risk  factors  relate 
to  occupational  and  environmental 
chemical  exposure.  A petrochemical 
plant  is  located  in  Mount  Pleasant, 
and  at  least  three  other  chemical 
plants  operate  in  this  county  (24).  A 
hazardous-waste  site  was  identified  by 
the  Environmental  Protection  Agency 
(EPA)  near  a petrochemical  plant  in 
Mount  Pleasant.  This  site  is  currently 
under  remedial  investigation  by  the 
EPA  (EPA  files  TX  06017  and 
07935).  Traces  of  toxic  organic  com- 
pounds (phenols  and  chlorides),  met- 
als, and  petroleum-refining  products 
have  been  found  at  the  dump  site  and 
in  monitoring  wells,  indicating  that 
groundwater  may  be  contaminated. 
The  EPA  report  indicated  that  a 
cleanup  is  necessary  and  estimated 
that  the  site  may  affect  more  than 
45,000  people.  Benzene,  toluene,  and 
styrene  have  been  associated  with  all 
types  of  leukemia  except  acute  lym- 
phocytic leukemia  (8,14,15). 
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Cancers  of  hematopoietic  sites 
have  been  found  to  occur  in  excess 
among  farmers  (8-10,20-23).  Agents 
known  or  suspected  as  carcinogens  are 
part  of  the  daily  routine  of  farming 
(eg,  pesticides,  solvents,  fuels,  and  en- 
gine exhausts).  Leukemia  has  been  as- 
sociated also  with  certain  types  of  ani- 
mal husbandry  (poultry  and  cattle 
growing),  suggesting  a possible  viral 
etiology  (8,18,24).  Northeast  Texas, 
including  Titus  County,  is  one  of  the 
largest  producers  of  poultry  in  the 
United  States  (32).  About  10%  of  the 
Titus  county  population  is  employed 
in  this  industry. 

In  summary,  the  excess  of  cancer 
of  the  hematopoietic  sites  found  in 
Titus  County  merits  further  investiga- 
tion. A case-control  study  should  be 
carried  out  and  specific  occupational 
and  environmental  exposures,  partic- 
ularly exposure  to  radioactivity, 
should  be  assessed.  A study  of 
leukemia  and  multiple  myeloma  inci- 
dence in  other  Texas  counties  in  the 
lignite-mining  area  is  recommended. 
The  findings  of  this  study  are  of  po- 
tential significance  in  the  ongoing  de- 
bate on  the  need  for  stricter  federal 
and  state  regulations  in  managing 
mining  and  combustion  wastes  (33). 
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South  Texas  Chapter  of  the  Health  Physics 
Society;  August  14,  1982;  Austin,  Tex. 

30.  Cech  IM,  Prichard  HM,  Mayerson  A, 
Lenna  M.  Pattern  of  distribution  of 
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Water  Res.  1987;23(  10):  1987-1 995. 

31.  Cech  IM,  Kreotle  C,  Holguin  H, 
Prichard  HM.  Radon  distribution  in  do- 
mestic water  of  Texas.  Ground  Water. 
1988;26:561-569. 
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pollution  violations  alleged.  Houston  Post. 
October  3,  1985;  sec  4B:1. 

33.  Morris  J.  What  price  power?  Popularity 
of  lignite  fuels  host  of  troubles.  Houston 
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Integrated  delivery  systems: 
we  advise  physicians, 

Clark  Watts.  M.D..  J.D. 

FORD  & FERRARO,  L.  L.  R 

ATTORNEYS  AT  LAW 

98  SAN  JACINTO  BOULEVARD.  SUITE  2000 
AUSTIN,  TEXAS  78701 
512  ■ 476-2020 


SCOTT  & WHITE 

SCIENCE 

In  the  past  twelve  months  over  60  physicians  have  CENXER 

accepted  positions  with  Scott  S White  Clinic.  

Here's  Why!  College  of  Medtane 

Scott  & White  is  one  of  the  oldest  and  largest  group  practices  in  America.  It  is  a physician  directed  orga- 
nization with  the  administrative  expertise  to  address  the  changes  that  are  occurring  in  the  medical  profes- 
sion. The  Scott  & White  organization  is  an  integrated  health  care  system  which  includes  Scott  & White 
Clinic,  a multispecialty  group  practice  of  395  physicians;  Scott  & White  Hospital,  a 400  bed  tertiary  care 
hospital:  and  the  Scott  & White  Health  Plan,  an  HMOwith  over  100,000  members.  Scott  & White  ha.s  11 
regional  clinics  that  serve  a 1 5 county  area  in  Central  Texas.  Scott  & White  is  the  primary  teaching  hospi- 
tal for  Texas  A&M  University  Health  Science  Center  College  of  Medicine. 

Scott  & White  offers  an  excellent  benefit  package  which  includes  a competitive  salary,  health,  life, 
disability  and  malpractice  insurance,  four  weeks  annual  vacation,  three  weeks  paid  leave  for  con- 
tlnuirtg  education,  a generous  retirement  plan,  and  more.  Faculty  appointments  at  Texas  A&M  Uni- 
versity are  commensurate  with  experience  and  qualifications. 

Scott  & White  operates  clinics  in  cities  throughout  the  Central  Texas  area.  This  is  a dynamic  area  with 
unemployment  in  most  of  the  region  under  5 percent.  The  area  is  noted  for  its  commitment  to  education. 
The  crime  rate  is  low  and  real  estate  is  affordable.  There  are  numerous  recreational  activities  including 
several  beautiful  recreational  lakes.  The  high  quality  of  life  in  the  region  is  evidenced  by  the  fact  that 
Money  magazine  recently  recognized  three  of  the  cities  in  this  area  as  among  the  top  100  places  in  the 
United  States  to  live. 

Scott  & White  is  recruiting  for  several  physicians  in  the  Department  of  Obstetrics  and  Gynecology.  We 
have  openings  on  our  staff  for  Generalists  in  College  Station  and  Waco  and  for  Maternal  Fetal  Medicine 
in  Temple.  Specifics  of  the  practice  vary  according  to  the  location.  For  more  information,  call  800-725- 
3627  or  send  a current  curriculum  vitae  to: 


Mike  Nichols 

Director  of  Physician  Recruitment 
Scott  & White  Clinic 
2401  South  31st  Street 
Temple,  Texas  76508 


TEXAS A&M 
UNIVERSmr 

HEALTH 


Physician  Oncology 


Education  Program 


Cancer  Prevention 
AND  Detection 
Information  for 
Texas  Physicians 

The  Texas  Medical 
Association  Physician 
Oncology  Education 
Program  is  designed  to 
enhance  the  role  of  the 
primary-care  physician  in 
implementing  and  commu- 
nicating cancer  prevention, 
screening  and  early  detection. 
The  POEP  is  funded  by  the 
Texas  Cancer  Council. 

All  materials  and 
services  are  FREE 
OF  CHARGE  to  Texas 
physicians. 

■ 

Cancer  education  resources 
for  the  physician 

■ 

Funding  for  CME  cancer 
education  programs 

m 

Scholarships  for 
physicians  to  attend 
CME  cancer  education 
programs 

m 

Grants  for  innovative 
cancer  education 
approaches 

■ 

Speakers  ’ Bureau 

For  an  order  form 
or  information: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 


(800)  880-1300  Ext.  1672 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-AJlergj’-Nutrition-Stress) 

Established  in  1984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MO 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston.  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks.  R.F  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082:713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6410  Fannin,  Suite  470,  Houston,  Texas  77030 
(713)  797-2732  FAX:  (713)  793-571 1 

The  University  Center  for  Pain  Medicine  is  a multidisciplinary  center  which  offers 
comprehensive  treatment  options  for  acute,  subacute,  chronic  pain,  and  cancer  pain 
atients.  The  Pain  Center  utilizes  such  services  as  physical  therapy,  occupational  therapy, 
iofeedback,  relaxation,  and  psychological  counseling  in  conjunction  with  nerve  blockade 
and  ablation  techniques  to  treat  the  various  components  of  the  patient’s  pain  syndrome. 

Gordon  Irving,  MD 
Medical  Director 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  lower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the  treatment  of 
patients  with  chronic  pain.  The  therapeutical  modalities  include  noninvasive  techniques 
(such  as  psychological  counseling,  biofeedback,  relaxation,  physical  therapy,  etc.)  and 
invasive  techniques  (such  as  nerve  blocks,  neurolytic  procedures,  cryoneurolysis,  radio- 
frequency lesioning,  implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal 
opioid  delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Michael  T.  McCann,  MD  Ronald  DeMeo,  MD 

Kevin  G.  Smith,  PhD  Larry  H.  Brown,  PhD 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 

organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may  occur  in  all  spe- 

ci^ty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofeed- 
back. stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


VOLUME  90  ★ NUMBER  2 


61 


Texas  Physicians’  Directory 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:  214  661-4797 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers.  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  Bl  16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MI3 
George  F.  Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 

Ophthalmology 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


Orthopedic  Surgery 


WB.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

WZ.  Burkhead,Jr.,MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas.  Texas  75204-23 


Richard  D.  Schubert,  MD 
John  A.  Baker.  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

.;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  4 1 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  Bl  16 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  & Diseases  ot  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Unc,  Suite  105,  Dallas  75231;  214  369-4361 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1330  N.  Beckley,  Suite  103,  Dallas,  Texas  75203 
Office:  214-942-2007  Fax:  214-942-8742 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

S92()  I'orcNt  Park  Road.  Suite  600.  D.iltas.  TX  75235,  214-350-7500 


Samuel  M.  Bierner.  MD 
Charles  E.  Cook,  Mil 
Kenneth  Driggs.  MI3 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  M[4 
E.  r.  Johnson.  MD.  FACS 
Richard  E.  Jones.  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III.  MD 
James  L.  (^ugh.  MD 
Scott  O.  Pasch.iJ,  M[4 
R.  Craig  Saunders.  MD 
Marvin  E.  Van  Hal.  MD 


2001  N.  MacArthur  Boulevard.  #540.  Irving,  TX  75061. 214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  C'ook.  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat.  MD 

4333  N.  Josey,  Plaza  I-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeiess,  MD 

PhillipM.  Graehl,  MD 

9 Medical  Parkway.  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234.  214-241-5446 

Craig  W.  Goodhart.  MD  Glenn  S.  Wheeiess,  MD 

Phillip  M.  Graehl.  MD 

3500  130.  Bldg  C #101,  Mesquite,  TX  75150,  214-682-1307 

Charles  Mitchell,  MD  L.  T,  Johnson,  MD 

1010  N Belt  Line  Road.  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford.  TX  76201,  817-545-2596 


R.  Craig  Saunders,  MD 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  &:  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Urology 


MICROSURGICAL  VASECTOMY  REVERSAL 
WITH  MONEYBACK  GUARANTEE 

Donald  R.  Pohl,  MD 
Diplomate  American  Board  of  Urology 
11811  N.  Freeway,  Suite  610 
Houston,  TX  77060 
Telephone:  (713)  REVERSE 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot- 
son,  TEXAS  MEDICINE.  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Pediatric  Ophthalmology 


Advertising  Directory 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  &:  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and  outpatients  and  for 


children  and  adults.  Specialized  programs  are; 

Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Bram  Injury  (The  Challenge  Program) 
Outpatient  Services 

Accredited  by;  Joint  Commission  on  Accreditation 
Accreditation  of  Rehabilitation  Facilities 


Pediatric  (Inpatient/Day  Hospital) 

Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 
of  Healthcare  Organizations,  Commission  on 


Patient  Referral  Services:  713-797-5941  or  800-44 REHAB 

In  the  Texas  Medical  Center,  1333  Mourstind  Street,  Houston,  Texas  77030 
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Opportunities  Available 

Cardiology 

Two  board  certified  cardiologists  are  seeking  board 
certified/board  eligible  cardiologist  for  invasive/non-inva- 
sive  practice  in  southwest  Houston.  Please  caJl  (713)  491- 
3335  or  send  CV  to  Lillian  O'Neil,  1111  Hwy  6.  Suite 
18.  Sugar  Land,  TX  77478. 


Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  * Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  CrownhilL  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)  822-9811  800-999-3728 

Fax  (210)  822-1885 


If  you’re  drawn  to  the  adventure  of  the  wild  west,  we  can 
help  you  get  there.  Emergency  Medicine  practice  opportu- 
nities available  in  the  Panhandle  of  Texas.  Volumes  range 
from  2,000  to  45.000  with  remuneration  competitively 
set.  For  more  information,  contact  Cheryl  Grimm  at  1- 
800-745-5402  or  send/fax  CV  to  Coastal  Emergency  Ser- 
vices of  Dallas,  Inc.,  3010  LBj  Freeway,  Suite  500,  Dept. 
SF,  Dallas.  'LX  75234.  FAX:  214-484-4395. 

Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call  817- 
336-8600  or  write  Emergency  Medicine  Consultants,  PA, 
1525  Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

Peaceful,  tree-lined  roads  lead  to  Emergency  Medicine 
practice  opportunities  in  East  Texas.  Whether  you’re  look- 
ing for  a new.  state-of-the-art  ED  with  8,000  annual  visits 
or  a faster  paced  suburban  hospital  with  14,000  visits  per 
year,  we  can  help  you  find  the  place  that  suits  you  and 
your  family.  Remuneration  ranges  from  $91,000  to 
$121,000.  For  more  details,  contact  Cheryl  Grimm  at  1- 
800-745-5402  or  send/fax  CV  to  Coastal  Emergency  Ser- 
vices of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite  500,  LB  #43 
Dept.  SF.  Dallas,  TX  75234.  FAX:  214-484-4395. 


wwwnwnwT  tt- r 


Opportunity  is 
Knocking  For 
Emergency 
Medicine  & 
Primary  Care 
Physicians 


Coastal  is  a group  of  career  emergency  medicine 
specialists  who  combine  high  standards  in 
physician  staffing  with  expertise  in  emergency 
department  management.  We  offer  outstahding 
opportunities  for  qualified  physicians  with 
lucrative  remuneration  and  flexible  scheduling. 


Call  today  or  send  your  CV  for  Opportunities 
in: 


O Dallas  O East  Texas 

O Gulf  Coast  Area  O Hill  Country 
O Houston  O Rio  Grande  Valley 


^>3coastal  emergency  services,  p.a. 
3010  LBJ  Freeway,  Suite  500,  LB43 
Dallas,  Texas  75234-2709 


Phone:  1-800-745-4502 
Fax:  214-484^395 
Attn:  Lori  S.  Clay,  AVP 

* * * « r ir  1 1 K X 


San  Angelo  — Outstanding  opportunity  in  minor  cmer- 
gency/family  practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr  days,  50  weeks/year.  Profit  sharing  above  guaran- 
tee. Contact  Wayne  Williams,  MD,  915-942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  TX  76904. 


San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work 
in  the  emergency  departments  of  a prestigious  four  hospi- 
tal system.  This  system  consists  of  four  Level  II  full-service 
community  hospitals  with  an  excellent  medical  and  nurs- 
ing staff,  double  and  triple  coverage,  and  dictation  system. 
Total  ED  volume  of  95,000  annually.  Fee-for-service 
remuneration  of  $1 55,000-$205,000  per  year.  Physicians 
must  be  Board  Certified  or  residency  trained  in  Emer- 
gency Medicine  or  a primary  care  specialty.  Please  send 
CV  to  Tom  Tidwell,  Emergency  Physicians  Affiliates, 
8700  CrownhilL  Suite  #600-A,  San  Antonio,  Texas 
78209-1 130  or  call  (210)  822-9860  for  more  information. 


Texas,  Conroe:  Emergency  Medicine  opportunity  avail- 
able for  Board  Certified  Primary  Care  or  Emergency  physi- 
cian just  45  minutes  north  of  Houston  and  l’/2  hours 
north  of  the  Gulf  of  Mexico.  36,000  annual  ED  visits. 
Remuneration  starting  at  $85  per  hour.  For  further  details, 
call  Victoria  Spillane  at  1-800-745-5402  or  send  your  CV 
to  Coastal  Emergency  Services,  P.A.,  3010  LBJ  Freeway. 
Suite  500,  LB  #43.  Dept.  SF,  Dallas,  TX  75234-2709. 

Texas,  Two  Locations  — Coastal  Emergency  Services. 
PA.  is  seeking  physicians  to  provide  services  at  two  Texas 
hospitals.  The  first,  located  in  Brownwood,  is  a 218-bed 
hospital  with  1,668  month  ED  visits.  24'hour  x-ray  and 
lab  coverage.  The  second  is  in  the  city  of  Center.  The 
facility  has  6,500  annual  ED  visits.  It  is  located  45  min- 
utes from  Shreveport,  Louisiana,  and  2 V2  hours  away 
from  Dallas.  48-hour  maximum  shifts.  For  further  infor- 
mation on  these  opportunities,  please  call  Victoria 
Spillane,  Physician  Recruiter,  at  1-800-745-5402,  or  send 


your  C.V.  to  3010  LBJ  Freeway,  Suite  500,  LB  #43,  Dept. 
SF,  Dallas,  TX  75234-2709. 

Colorado  — An  excellent  opportunity  for  physicians  who 
enjoy  the  outdoors  life.  Great  location  for  skiing,  hunting, 
and  fishing.  This  32-bed  facility  sees  4,000  ED  visits 
annually.  Very  low  acuity.  Easy  access  to  1-70.  For  more 
information,  call  Victoria  Spillane  at  1-800-745-5402,  or 
send  your  C.V.  to  Coastal  Emergency  Services,  P.A.,  3010 
LBJ  Freeway,  Suite  500,  LB  #43,  Dept.  SF,  Dallas,  TX 
75234-2709. 

Texas,  Lubbock  — University  Medical  Center  in  Lub- 
bock, Texas,  has  a career  opportunity  for  a Board  Prepared 
or  Board  Certified  Emergency  Physician.  University  Medi- 
cal Center  is  a Level  I trauma  center  with  45,000  ED  visits 
per  year  and  double  and  triple  coverage.  The  physicians 
practicing  at  UMC  have  an  academic  appointment  with 
Texas  Tech  University.  The  remuneration  starts  at 
$181,000.  For  an  opportunity  that  offers  an  exciting 
career  in  a relaxed  academic  community,  please  call  Cheryl 
Grimm  at  1-800-745-5402,  or  send  your  C.V.  to  Coastal 
Emergency  Services,  P.A.,  3010  LBJ  Freeway,  Suite  500, 
LB  #43,  Dept.  SF,  Dallas.  TX  75234. 


Family/General  Practice 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a ttvo-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc,  a feder- 
ally funded  community  health  center,  located  at  3 10 
W.  OaWawn,  Pleasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  phee  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Esther  Maese, 
Executive  Director,  At  2 1 0-569-2527. 


Family  Practice  doctor  needed  for  county  seat  commu- 
nity of  Spearman,  Texas.  Pheasant  capital  of  Texas.  Mod- 
ern facilities  with  28-bed  hospital  and  84-bed  nursing 
home  attached.  For  complete  information  concerning  this 
opportunity,  call  Jerry  Lewis  of  The  Lewis  Group  at  1- 
800-666-1377. 


Austin,  TX — Needed:  F/P  or  G/P  Physician 
for  full  or  part-time  to  staff  a free  standing 
primary/urgent  care/occupational  medicine 
facility.  Remuneration  commensurate  with 
experience.  Send  CV  to  Austin  MediCenter, 
c/o  Matthew  Vail,  MD,  Medical  Director, 
6343  Cameron  Road,  Austin,  TX  78723 
or  call  467-2052. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an 
affiliate  of  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas.  Must  be  board  certified  or  have  met  the 
educational  requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reference  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Fam- 
ily Practice  Residency  Program,  1301  Third  St.,  Wichita 
Falls,  TX  76301.  An  Equal  Opportunity  Employer. 
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The  University  of  Texas  Medical  Branch  at  Galveston 
Department  of  Family  Medicine  Rural  Programs 


RELIEF  SERVICES 
FACULTY  POSITION 

Family  Physician  needed  to  provide  practice 
coverage  for  primary  care  practices  in  East 
Texas.  The  candidate  should  be  Board- 
Certified  in  Family  Practice,  qualified  for 
licensure  in  Texas,  and  have  experience  pro- 
viding primary  care  in  rural  settings.  In  addi- 
tion to  a majority  of  time  spent  in  practice  cov- 
erage, this  position  includes  regular  teaching, 
continuing  education  and  advanced  skill  devel- 
opment opportunities.  Salary  and  faculty 
appointment  will  be  commensurate  with  train- 
ing and  experience.  Interested  applicants 
should  send  a resume  or  call  the  director  listed 
below. 


FELLOWSHIP  OPPORTUNITY 
IN  RURAL  CLINICAL  CARE 

UTMB-Galveston  has  established  an  innovative 
advanced  training  opportunity  to  prepare  physi- 
cians for  success  in  rural  practice.  Training  is 
available  as  six  or  twelve  month  experiences; 
half  the  time  will  be  spent  in  actual  provision  of 
care  in  selected  rural  sites  in  coastal  Texas.  The 
remainder  of  training  time  will  be  dedicated  to  an 
individualized  curriculum  focused  on  the  needs 
of  the  learner,  which  could  include:  Operative 
obstetrics,  colposcopy,  clinical  decision  making, 
information  management,  or  emergency  and  trau- 
ma management  skills.  Trainees  will  have  regu- 
lar opportunities  to  teach  and  will  hold  a faculty 
appointment  as  an  Instructor. 

Applicants  should  be  board  eligible  or  certified  in 
family  practice  or  internal  medicine  and  qualified 
for  licensure  in  Texas.  Annual  salary  for  this 
heavily  service-oriented  learning  program  is 
$60,000,  with  the  opportunity  for  further  salary 
augmentation  in  approved  activities.  Interested 
applicants  should  send  resume  or  call  the  fellow- 
ship director,  listed  at  left. 

The  University  of  Texas  Medical  Branch  is  an  EOAA  employer  MIFIHIV. 


The  University  of  Texas  Medical  Branch  at  Galveston  only  hires  individuals  authorized  to  work  in  the  United  States. 


FELLOWSHIP  IN  RURAL 
FAMILY  PRACTICE 
MATERNITY  CARE 

The  Department  of  Family  Medicine 
announces  an  opening  in  a twelve  month  fel- 
lowship in  advanced  obstetrics.  Applicants 
must  have  completed  an  approved  FP  residen- 
cy and  be  eligible  for  licensure  in  Texas. 
Training  is  designed  to  prepare  family  physi- 
cians for  rural  practice,  including  operative 
obstetrics  and  tubal  ligations.  Proficiency  in 
caesarean  section  and  the  management  of 
complicated  obstetrics  in  collaboration  with 
off-site  consultants  form  the  core  experience. 
Regular  exposure  to  rural  experience  and 
training  in  neonatal  care  are  complemented  by 
electives  in  gynecological  procedures,  adult 
and  pediatric  critical  care,  community-oriented 
primary  care,  and  other  areas  dictated  by  the 
individual  needs  of  the  fellow. 

First  opening  is  July,  1994,  and  applicants 
should  respond  with  a c.v.  to  the  address  at 
left. 


San  Antonio  — Managed  Care  organization  seeking  FPs 
for  ambulatory  and  urgent  care  settings.  Competitive 
salaries  plus  benefits.  For  details,  contact  Practice  Dynam- 
ics, 11222  Richmond,  Suite  125,  Houston,  TX  77082; 
800-933-0911  or  713-531-0911. 


FAMILY  PRACTICE 
PHYSICIANS 

Needed  for  Smaller  (50-200K  Pop)  Communities 
Througjiout  Texas.  Excellent  Guarantees 

($140-200K) 

Flexible  Packages,  Many  Scenic  Locations, 
Low  Cost  of  Living,  Friendly  People,  Serenity 
and  Security  of  Smaller  Town  Texas  Living 


Call  or  Fax  C.V.  to  Mark  Bennett 
(915)  550-9096  Fax  (915)  362-321 1 


BE/BC  FP  doctor  needed  for  ambulatory  care  clinic  near 
Austin.  No  night  or  hospital  call.  Part-time  or  full-time. 
For  further  information,  call  Jerry  Lewis,  The  Lewis 
Group.  800-666-1377. 


Family  Practice/Texas  — Do  you  want  quality  of  life, 
low  cost  of  living,  and  a yearly  average  temperature  of  65"? 
Come  live  in  a community  with  no  state  income  tax,  great 
weather,  and  a richness  of  pride  and  heritage.  Enjoy  metro 
amenities,  $130,000  net  + benefits,  no  hassles,  no  stress, 
and  no  OB  required!  This  is  a solid,  hassle-free  opportu- 
nity with  unlimited  income  potential  in  a 100,000+  popu- 
lation community.  Please  contact  David  Gillan,  Harris 
Kovacs  Alderman  at  (800)  677-7987,  ext.  3-392,  or  fax 
C.V.  to  (800)  440-2676.  Your  inquiry  will  be  kept 
confidential. 

Houston  — Private  practice  specialty  group  needs  physi- 
cian to  meet  continued  growth.  Competitive  compensa- 
tion leading  to  partnership.  For  details,  contact  Practice 
Dynamics,  11222  Richmond,  Suite  125,  Houston,  TX 
77082;  800-933-091 1 or  713-531-0911. 

Spanish-speaking  physicians  needed  in  Southern  Texas: 
Corpus  Christi,  Houston,  Harlingen,  McAllen,  etc.  Top 
end  reimbursement,  excellent  benefits.  1000‘s  of  positions 
also  available  nationally.  Call  The  Curare  Group,  Inc.  I- 
800-880-2028. 

Wanted:  BE/BC  family  practitioner  to  work  Wednes- 
day and/or  Saturday  mornings  in  busy  family  practice 
office  located  within  easy  25-minutc  drive  from  Austin. 
Must  have  own  malpractice  coverage.  Contact  Ad  Box 
#820,  401  W.  15th  St..  Austin,  TX  78701. 


Suburban  Houston,  major  growth  area.  Minimum 
$110,000  with  production  to  $160,000.  No  call,  no  in- 
patient. lOOO’s  of  positions  also  available  nationally.  The 
Curare  Group,  1-800-880-2028. 


SAN  ANTONIO  -Family  physicians  need- 
ed for  rapidly  expanding  diagnostic  and 
primary  care  facility.  40  hour  week,  all 
ancillary  services  on  site,  great  call  sched- 
ule. congenial  colleagues.  SIX  FIGURE 
GUARANTEE  plus  bonuses  and  benefits 
package.  Call  or  send  CV  to  Jane  Vogt, 
(800)  765-3055,  222  S.  Central.  Suite  700, 
St  Louis.  MO  63105,  FAX  (314)  726-3009. 


Benavides:  Seeking  physician  for  public  health  service, 
funded,  federally  qualified  health  center  with  good  referral 
base  in  rural  south  Texas.  Excellent  hunting  area  near  salt 
water  and  Iresh  water  fishing.  40  hr/wk,  no  night  call  or 
hospital  rounds.  Salary  $80,000  - $120,000  plus  employee 
benefits.  Call  Ina  Day  Redner  at  (512)  256-3322  or  write: 
Chaparral  Health  Clinic.  PO  Box  589,  Benavides,  TX 
78341. 
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Family/General  Practice 


HOUSTON/DALLAS 

PHYSICIANS 

IMMEDIATE  POSITIONS 

for  BC/BE  physicians  (Int. 
Med.,  F.P.,  Peds)  now  available 
in  our  large  managed  care 
practice.  We  are  a rapidly 
expanding  network  of  health 
care  centers  throughout  the 
greater  Houston /Dallas  areas. 
Our  starting  salaries  average 
$135K-$150K  for  full-time  sta- 
tus. Enjoy  flexible  hours  and 
great  health  benefits.  A nice 
place  to  work.  All  residents 
are  welcome. 

Call  Joni  Taylor  at  1-800-633- 
2373,  ext.  283  or  fax  your  CV 
to  1-800-635-8906  to  arrange 

an  immediate  local  interview. 


i DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


Internal  Medicine 

Austin,  Texas  — Associate  sought  for  growing  internal 
medicine  practice.  Office/hospital  patient  load  expanding. 
Practice  purchase  option  available.  Written  inquiries  to: 
Ad  Box  819,  40!  W.  15th  St..  Austin,  TX  78701. 


Internist:  Fort  Worth,  Texas 
BE/BC — 12  MD  Group — Downtown  location — 
No  Management  Headaches — No  up  front 
cash — Guaranteed  salary  & benefits,  plus  bonus 
incentive  for  1st  2 years — Leon  Schroeder, 
Administrator,  The  Fori  Worth  Clinic,  P.A., 
1221  West  Lancaster  Avenue,  Fort  Worth,  TX 
76102,  817-336-7191,  Fax  817-332-8076. 


Spanish-speaking  physicians  needed  in  Southern  Texas: 
Corpus  Christi,  Houston,  Harlingen,  McAllen,  etc.  Top 
end  reimbunsement,  excellent  benefits.  lOOO’s  of  positions 
also  available  nationally.  Call  The  Curare  Group,  Inc.  1- 
800-880-2028. 

Locum  Tenens 


“Ron’s  Rule  — 1 give  myselF  one  week 
to  meet  new  people  and  start  having 
fun  on  a locum  tenens  assignment. 

It  hasn’t  Failed  me  yet.  ” 

Ron  Richmond,  MIT,  joined  the 
CompHealth  locum  tenens  medical 
staH  when  he  completed  his 
residency.  He  wanted  to  travel.  He 
loves  to  meet  people.  A little  time 
oFF  sounded  really  good.  And  he 
thinks  being  e.xposed  to  diFFerent 
types  of  medical  practice  will  serve 
him  well  when  he  returns  to  his 
hometown  to  establish  a 
community  health  center. 

A singer.  A board-certibed 
family  practitioner.  A soft- 
spoken  New  Yorker. 

Ron  Richmond  knows... 


It's  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 


1-800-453-3030 

Salt  Lake  Citv  ■ Atlanta  ■ Grancl  F^apids,  A\ich. 


Busy,  established  primary-care  internal  medicine 
practice,  Houston  Hobby  Airport  area,  needs  board- 
certified  or  board-eligible  associate  full-time  or  part-time. 
Excellent  compensation  package.  Spanish  helpful  but  not 
necessary.  Send  C.V.  to  P.O.  Box  12879,  Houston.  TX 
77217-2879. 


BE/FP  available  for  locum  tenens.  Dallas  area,  March 
onward.  Discount  for  early  bookings.  Fax/phone: 
214-867-6124. 
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Endorsed  by  the 

Texas  Medical 
Association 


DERMATOLOGY 


lORTHEAST  TEXAS 

|i/ithin  30  minutes  of  the  Dallas/Fort  Worth 
petroplex,  this  16  year-old  Dermatology 
jractice  averages  30  - 50  patients  daily  and  90 
lew  patients  monthly.  Located  in  a 3,300  sq.  ft.,  9 
ear-old  medical  building  designed  to 
ccommodate  two  Dermatologists.  Physician 
Ians  early  retirement  and  offers  practice  for 
lale.  Building  for  sale  or  lease, 
lontact;  Barry  Strittmatter. 


FAMILY  PRACTICE 


I ORTH  CENTRAL  TEXAS 

I'dditional  Family  Physicians  needed  for 
immunity  of  14,000.  Great  location  within  one 
purof  Dallas/Fort  Worth  metroplex.  Florse  country 
(ith  lakes  and  outdoor  recreational  opportunities 
oound!  Modern  88-bed  hospital.  Group 
nvironment  or  solo,  with  4-way  call  sharing, 
(enerous  incentive  package. 

(ontact:  Vicki  Truitt. 

IeNTRAL  TEXAS 

reat  location  within  one  hour  of  Austin.  This 
)sition  allows  you  the  opportunity  to  step  into  a 
ady  made  practice,  where  all  you  have  to  do  is 
ke  care  of  the  patients.  Community  of  7,000 
Ith  a service  area  of  20,000.  3-way  call  sharing 
Ith  Board  Certified  Family  Practitioners.  Surgical 
ipport.  No  OB.  Attractive  incentive  package, 
ontact:  Jim  Truitt. 

1 

ORTH  CENTRAL  TEXAS 

amily  physicians  needed.  Practice  with 
;tablished  primary  care  group  or  independently, 
!th  shared  call.  No  OB.  Interest  in  pediatrics  a 
.us.  Attractive,  well-equipped,  56-bed  hospital, 
pmpetitive  Incentive  package, 
jontact:  Jim  Truitt. 

IENTRAL  TEXAS 

VO  Board  Certified  Family  Practitioners  seek 
ird  associate  for  group  setting. OB  optional,  but 
dIus  if  desired.  Hill  Country  community  of  6,500. 
ne  hour  from  Austin.  Paradise  for  outdoor 
ithusiast.  Excellent  benefits  package  and 
amendous  income  potential, 
antact;  Jim  Truitt. 


EAST  TEXAS 

Two  board  certified.  Family  Physicians  are 
seeking  additional  Family  Physician  for 
associate  practice  (or  solo  sharing  call)  in 
small  university  town  within  one  hour  of 
Dallas/Fort  Worth  metroplex.  No  OB.  Great 
life  style  among  professionals.  Enjoy  easy 
access  to  the  big  city  life  while  maintaining  a 
smaller  community  life  style.  Many  recreational 
and  social  amenities.  Generous  incentive  package 
from  community  hospital. 

Contact:  Barry  Strittmatter. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians.  Attractive 
well-equipped  offices  with  great  support  staff. 
Enjoy  many  amenities  the  historic  and  multi- 
cultural city  of  San  Antonio  has  to  offer.  Excellent 
salary  and  benefits  package. 

Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


MAJOR  TEXAS  MEDICAL  SCHOOL 

Seeks  General  Medicine  physician  with  special 
interest  in  caring  for  HIV/AIDS  patients.  Clinical 
practice  with  research  opportunities.  Join  existing 
specialty  care  team  committed  to  providing  quality 
care.  Generous  income  with  full  benefits  package. 
Location  filled  with  all  the  amenities  available 
in  a major  metropolitan  area. 

Contact:  Jim  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area  of 
20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous  incentive 
package  including  income  guarantee,  relocation 
and  office  space. 

Contact:  Jim  Truitt. 


NEUROSURGERY 


NORTH  CENTRAL  TEXAS 

Neurological  Surgeon  seeks  associate  for 
regional  neurosurgical  group.  Well-established 
and  growing  practice.  Attractive  location  easily 
accessible  to  Dallas/Fort  Worth  metroplex. 
Modern  hospital  facilities.  Good  income  and 
benefits.  Many  desirable  features. 

Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTH  CENTRAL  TEXAS 

Unique  opportunity  for  physician  to  enjoy  rural 
life  style.  Call  coverage  provided.  Well-equipped 
hospital  with  great  support  staff.  Excellent 
location  within  45  minutes  of  Dallas/Fort  Worth 
metroplex.  Horse  country;  lakes  and  outdoor 
recreational  activities  abound. 

Contact:  Vicki  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice.  4-way  call  sharing.  Ultra-modern 
hospital  with  new.  Level  II  nursery  and  designated 
Pediatric  unit.  Generous  income  and  benefits: 
provider  network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Dynamic  group  of  American-trained,  Board 
Certified  Pediatricians  seek  fourth  associate 
for  group  practice.  Progressive,  family  oriented 
community  of  27,000  with  referral  area  of 
200,000.  Strong,  diversified  economy;  excellent 
schools.  Abundant  social  and  recreational 
opportunities.  Level  II  nursery  and  designated 
Pediatric  care  unit.  Shared  call.  Good  income 
and  benefits.  Early  partnership  offered  and 
provider  network  available. 

Contact:  Vicki  Truitt. 


UROLOGY 


'AST  TEXAS 

hancially  sound,  48-bed  hospital  seeks  board 
frtified  or  board  eligible  (actively  pursuing 
rtification)  Family  Physician  to  establish  a solo 
lactice.  Call  sharing  and  coverage  is  available 
lim  other  Family  Physicians  in  the  community, 
jrautiful  rural  community.  Recreational  mecca: 
imting,  fishing,  water  sports,  camping,  etc. 
bmpetitive  incentive  package. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  Medical  Oncologists 
seeks  fifth  associate  for  group  practice.  Salary 
plus  bonus,  and  excellent  benefits.  Great 
opportunity  to  practice  with  a top  notch  group  and 
enjoy  a life  style  in  a city  offering  an  abundance  of 
outstanding  amenities. 


MAJOR  TEXAS  TEACHING  HOSPITAL 

Seeks  board  certified  or  board  eligible  (actively 
pursing  certification)  physician  for  full-time 
clinical  faculty  position.  Income  guarantee; 
generous  salary  and  competitive  benefits; 
relocation  allowance.  Join  a top  notch  multi- 
specialty group.  Location  filled  with  many 
amenities  provided  by  this  metropolitan  area. 
Contact:  Barry  Strittmatter. 


)ntact:  Barry  Strittmatter. 

Contact:  Jim  Truitt. 

17)  431-9679 

800-525-6055 
ix;  (817)431-2317 

542  Johnson  Road 
slier,  Texas  76248-4205 

Please  call  for  specific  details  regarding 
these  and  additional  positions  available. 

(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 

Classified  Directory 


Locum  Tenens 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 , Chicago 

2,  DENVER 

3,  Oakland 

4,  VENTURA 

5,  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atlanta 

10  Service 


Since  1979,  we've  approached  the 
locum  tenens  assignment  of  pliysicians 
quite  different!)’  from  the  competition.  Our 
nationwide  netw’ork  of  offices  offers 
assignments  free  from  any  hassles  to 
qualified  pliysicians. ..we  do  the  homework 
- we  investigate  assignment  locations, 
interview  personnel  with  whom  you  11  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  you  a “true  picture”  of  where  you're 
going  and  what  to  expect. 

And  to  accompan)’  you  on  \’our  journey, 
we  provide  malpractice  insurance  on  an 
“occurrence”  basis. 

FOR  MORE  INFORMATION  CALL:  1 -800-531-1 1 22 


Inf 

P H 1'  S I C 1 A N S 


©Copyright  1993.  Interim  Services.  Inc, 
An  H&R  BLOCK©  Company 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per  issue. 
We  do  not  count  articles  (a,  an,  the). 

IMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Mediane.  Ad  box  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advenising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Federal  laws 
prohibit  references  to  race,  color,  religion,  sex,  natural  origin,  or 
age  unless  bona  fide  occupational  qualifications.  Copy  deadline 
is  the  1st  of  the  month  (or  the  closest  business  day)  preceding 
publication.  Send  copy  to  Denise  Kotson,  Classified  Manager, 
Texas  Medicine,  40 1 West  1 5th,  Austin,  Texas  7870 1 . 


PHY^CIANS 

\^nniimUsd 


• Texas  Locum 
Tenens  Staffing. 


Ob/Gyn 


OB/GYN 


For  a beautiful  "Norman  Rockwellesque" 
community  within  75  miles  of  D/FW. 
Hills,  lakes,  trees,  friendly  people, 
relaxed  life  style,  and  good  money. 


• Highly  qualified,  dedicated 
physicians. 


For  this  or  other  opportunities 
throughout  Texas: 


• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
71 3-297^902  3 • U800-227^03 16 


nUS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

April  1994 

March  1, 1994 

May  1994 

April  1,1994 

June  1994 

May  2,1994 

July  1994 

June  1,1994 

August  1994  

July  1,1994 

Call  or  Fax  C.V.  to  Mark  Bennett 
^(915)  550-9096  Fax  (915)  362-321 1^ 

Spanish-speaking  physicians  needed  in  Southern  Texas. 
$200-300,000  income  guarantees.  lOO’s  of  positions  also 
available  nationally.  Call  The  Curare  Group,  Inc. 
1-800-880-2028. 

Orthopedic  Surgery 

Houston  — Multispecialty  group  needs  orthopedic  sur- 
geon. 1st  year  guarantee  $200K-250K  based  on  credentials. 
Excellent  benefits,  rapid  advancement  to  partnership.  For 
details,  contact  Practice  Dynamics,  11222  Richmond,  Suite 
125,  Houston.  TX  77082;  800-933-091 1 or  713-531-0911. 

Pediatrics 

Physician  needed  to  become  the  second  member  of  the 
Division  of  Adolescent  Medicine  at  The  University  of 
Texas-Houston  Medical  School.  Fellowship  training  and 
previous  academic  experience  preferred.  The  University  of 
Texas  is  an  Equal  Opportunity  Employer.  Women  and 
minorities  are  encouraged  to  apply.  Contact  Dr.  Will 
Risser,  Department  of  Pediatrics,  UT  Medical  School,  PO 
Box  20708,  Houston,  TX  77225-0708.  (713)  792-5330 
ext  3046. 

Pediatrics/Texas  — 100,000-f  population  in  low  crime, 
safe  environment.  Community  has  an  abundance  of 
amenities  including  tremendous  educational  programs, 
four  universities,  preferred  shopping,  fishing,  and  golf. 
160-bed  hospital  with  four  OBs  and  a Neonatologist, 
building  a four  physician  group.  $150,000  take  home  + 
benefits  (two  years  in  a row!).  No  capitated  fees,  security, 
great  reimbursement.  If  you  are  looking  for  less  hassles  and 
less  stress,  this  is  I'HE  opportunity!  Please  contact  David 
Gillan,  Harris  Kovacs  Alderman,  800-677-7987,  ext  3- 
393,  or  fax  C.V.  to  800-440-2676.  Your  inquiry  will  be 
kept  confidential. 

San  Antonio  — BC/BE  Pediatricians  needed  — 

Choice  of  practice  locations  and  settings,  no  administra- 
tive hassles,  good  call  coverage,  subspecialists  available, 
competitive  guarantee,  comprehensive  benefits.  Call  or 
send  C.V.  to  Jane  Vogt,  (800)  765-3055,  222  S.  Central, 
Suite  700.  St.  Louis,  MO  63105;  Fax  (314)  726-3009. 
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Psychiatry 


¥ 

% ■ 

— 

CORRECTIONAL 

HEALTHCARE 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 

Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville,  TX  77342 


m 


Radiology 

Experienced  Canadian  Radiologist  seeks  position  in 
Texas.  All  modalities  and  special  interest  in  ultrasound 
(including  cardiovascular),  mammography,  and  C.T. 
Holds  Texas  license.  Please  respond  to  Ad  Box  821,  Texas 
Medicine,  401  W.  1 5th  St.,  Austin.  TX  78701 . 


A, 

Seco»!P  opiHioM? 


its  Time  For  R.£R 

800  523-9955 

RADIOLOGY 


Z/x-itw  Tennix  • Permanent  Ri'eruilment  Sjiecialist 


Other  Opportunities 

Opportunities  for  BC/BE  pediatrician  and  family  physi- 
cian with  a primary  care  group  in  Austin.  Salary  guarantee, 
bonus  incentives,  and  complete  benefit  package  including 
malpractice.  Contact  Jean  Wiley,  PCA  Medical  Group  of 
Texas.  8303  MoPac,  Suite  137.  Austin.  TX  78759.  (512) 
338-6141;  Fax  (512)  338-6137. 

Physician  for  Nationwide  Travel  — Health  research 
organization  seeks  physician  for  National  Health  & Nutri- 
tion Examination  Survey  sponsored  by  the  US  Public 
Health  Service.  Individual  will  be  part  of  a large  medical 
team  conducting  health  examinations  in  government 
mobile  exam  centers  traveling  to  5 areas  of  the  US  through 
mid-October  1994.  Must  be  licensed  in  one  state.  FULL- 
TIME  CONTINUOUS  TRAVEL  REQUIRED.  Com- 
petitive salary,  paid  malpractice,  per  diem,  car,  two  weeks 
paid  vacation,  holidays,  and  health,  life,  dental,  disability 
insurance  offered.  Call  Beverly  Geline,  (800)  937-8281, 
ext.  8248.  WES'TAT,  INC,  Rockville.  Md.  E.O.E. 
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Other  Opportunities 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


General  Physician 

Licensed  to  practice  medicine  in  Texas,  plus  at 
least  six  (6)  years  of  licensed  medical  practice. 
Demonstrated  capabilities  in  clinical  leadership 
and  medical  practice.  Meets  all  other  criteria  for 
employment  and  medical  staff  appointment,  as 
appropriated.  Specialty  in  General  Medicine, 
Family  Practice  or  Internal  Medicine.  Duties  are 
to  provide  primary  medical  care  to  Wichita  Falls 
State  Hospital  patients.  Salary  up  to  $123,000 
annually  based  on  experience  and  board  certifica- 
tion. Liberal  Fringe  Benefits.  Prefer  non-smoker. 
Contact  Hector  Decena, 

Clinical  Director 
Wichita  Falls  State  Hospital 
(817)  692-1220  ext.  326 
An  Equal  Opportunity/ 

Affirmative  Action  Employer 

Airline  Physician  - BC  physician  needed  for  new  state  of 
the  art  medical  facility  at  Houston  Inter.  Airport.  Physi- 
cian/manager will  supervise  ancillary  staff  and  provide 
health  care  for  employees  of  major  US  airline.  Excellent 
salary  plus  generous  fringe  package.  Reply  in  confidence: 
Industrial  Medical  Corporation,  4540  Southside  Blvd.. 
Suite  803,  Jacksonville,  FL  322 1 6.  Fax  (904)  642- 1 979. 

Preventive  Medicine  Physician  - TX  State  Correctional 
System  seeking  qualified  administtative  physician  for  diag- 
nosis and  treatment  of  public  health  within  the  inmate 
population.  Qualifications:  TX  license,  current  DEA/DPS 
controlled  substances  registrations,  preferted  specialty  in 
Preventive  Medicine  or  Public  Health.  Location: 
Huntsville,  Texas.  Salaty  $113,617  attractive  benefits. 
Contact:  (409)  291-4030.  or  Texas  Dept.  Criminal  Jus- 
tice, Box  99  Personnel  HS,  Huntsville.  TX  77342. 


Physician  - General  Medicine 
The  University  of  Texas  at  Austin 
Student  Health  Center 

The  Student  Health  Center  is  currently  seekii^ 
a physician  with  the  following  required  qualiff 
cations:  doctoral  degree  in  medicine;  current 
license  to  practice  medicine  in  the  State  of 
Texas;  resiaency  training  with  board  eligibility 
or  board  certification  in  family  practice,  pedi- 
atrics, adolescent  medicine,  or  internal  medi- 
cine; and  experience  in  direct  patient  care.  This 
can  be  a 9-month  annual  position  (September 
through  May)  or  a 12-month  annual  position. 
Work  nours  are  8 a.m.  to  6 p.m.,  but  may  vary 
and  will  include  some  nights  and  weekends. 
Salary  is  open;  excellent  ninge  benefits.  The 
Student  Health  Center  has  15  other  physicians 
and  lab/ x-ray  and  pharmacy  fadhties.  You 
may  call  (512)  471-4231  for  more  information. 
To  apply,  send  letter  of  interest  and  resume  to: 

Nancy  Van  Vessem,  MD 
Medical  Director 
The  University  of  Texas  at  Austin 
Student  Health  Center 
Box  7339,  UniversiW  Station 

Austin,  Texas  78713-7339 

The  University  of  Texas  at  Austin  is  an  Equal 
Opportunity/ 

Affirmative  Action  Employer 


Regional  Sales  Executive 

International  healthcare  company  seeking  sales 

Professional  to  develop  Southwest  U.S. 

osition  reports  to  top  management  of  LCA  and 
requires  the  following  qualifications: 

• University  degree  and  preferably  Master  in 
Business  or  Healthcare. 

• Ten  or  more  years  experience  in  the  Southwest 
in  healthcare  that  has  re; ulted  in  strongperson- 
al  and  professional  contacts  with  Hospital 
Boards  of  Directors, Administrators,  Managers, 
and  Physicians. 

• A substantial  knowledge  of  the  current  health- 
care environment  to  include  HMO’s,  PPO’s, 
other  third-party  reimbursement  as  well  as  the 
entire  potential  effect  of  a managed  competi- 
tion model. 

• Prior  history  involving  sales  of  contract  sevices 
or  medical  equipment  to  hospitals  which  was 
substantial  in  terms  of  doUar  commitment  and 
return  on  investment. 

The  right  person  to  join  this  dynamic  and  grow- 
ing company  will  be  entrepreneurial  and  highly 
motivated,  credible  and  respected  by  healthcare 
colleagues,  of  superior  intellect,  an  excellent 
communicator  and  a proven  “closer”. 
Compensation  package  negotiable. 

Please  submit  resume  in  confidence  to: 

Director  of  Sales  Operations 
LCA,  Inc. 

1111  St.  Gregory  St. 

Cincinnati,  Ohio  45202 
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Other  Opportunities 


Take  A Closer  Look  At 

King’s  Daughters  Clinic.  P.A. 


If  you’re  considering  a practice  change, 
we  have  an  opportunity  for  you  ! 

✓ Urologist 

33  Physicians  on  Staff  \ ✓ Pediatrician  ^ 

✓ Family  Practitioner 
• Competitive  Salaries  / ✓ Internist 

✓ Dermatologist  ^ 

✓ Pathologist 
ik'  Immediate  Opening 

For  more  information, 
call  Sonja  Chupik  (817)  778-2123 
or  write: 

King’s  Daughters  Clinic,  P.A, 

1905  SW  H.K.  Dodgen  Loop 
Temple,  Texas  76502 


Coastal  Medical  Career  Opportunities  Bulletin! 

Pacific,  Gulf.  South  Atlantic  coasts  complete  coverage. 
Current  openings  — ALL  professional  disciplines.  Free 
details.  Coastal/M27,  1578  Lexington,  San  Mateo,  CA 
94402.  (415)  573-6024,  ext.  1027. 


Practices 


For  Sale:  Very  busy  Medical  Clinic  in  Fort  Worth.  Mix  of 
Family  Practice,  Occupational  and  Emergency  Medicine. 
12,000+  clinic  visits  per  year.  Negotiable  terms.  Respond  c/o 
Texas  Medicine,  Ad  Box  817,  401  W.  15th  Street,  Austin, 
TX.  78701. 

Fully  equipped,  welUestablished  orthopedic  practice 

with  emphasis  on  the  spine  in  West  Texas.  Respond  to  Texas 
Medicine,  Ad  Box  818,  401  W.  15th  St.,  Austin.  TT(  78701. 

Internal  Medicine  Practice  available  in  Houston,  Texas 
Medical  Center  area.  Physician  retiring.  Collections  above 


200K  yearly,  doctor  working  only  3 days  weekly.  Will  spon- 
sor hospital  staff  privileges,  managed  care  systems,  and  intro- 
duce to  referring  physicians.  Equipment  and  practice:  80K. 
For  details,  call  (713)  440-0142.  Michael  Hajowski,  CPA. 

Family  Practice  for  Sale.  Well-established,  very  busy 
Family  Practice  in  Fort  Worth,  located  in  the  Hospitals  area. 
Introduction  will  be  offered.  Present  staff  will  stay.  Financing 
could  be  arranged.  Respond  c/o  Texas  Medicine,  Ad  Box 
815,401  W.  15th  St..  Austin.  TX  78701. 


Continuing  Education 

Cardiology  Fiesta  in  San  Antonio:  Update  on  Cardiac 
Diagnostic  and  Therapeutic  Techniques.  April  21-23,  1994, 
San  Antonio.  Texas.  Sponsored  by  American  College  of  Cardi- 
ology. Program  L3irectors:  Steven  R.  Bailey.  MD,  FACC; 
Miguel  Zabalgoitia,  MD,  FACC.  17.5  Category  1 credit 
hours.  For  information,  call  (800)  257-4739;  Fax  (301)  897- 
9745. 


Complete  Foot  Care  Course,  March  25-27.  1994, 
Houston,  Texas,  American  Orthopaedic  Foot  & Ankle  Soci- 
ety. Cost:  $425  physicians,  $250  fellows  and  residents. 
CME:  18.5  Category  1 credits.  Contact  Kea  McKinney, 
(800)  235-4855. 


Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I-800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234  & Associates 


B r o n s t e i n 


Business  and  Financial  Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  courte- 
ous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Broadway  Claims  Services  — Expert  coding  and  filing 
with  results  that  physicians  trust.  For  information  and  free 
booklet,  (214)  278-7699  (collect)  or  3617-C  Broadway, 
Garland,  TX  75043. 


Adventure 


BEEIV  ll\l  AIXIY  GOOD 
DOGFIGHTS  LATELY? 

This  is  no  video  game!  You  will  fly  front  seat 
in  an  Air  Force  T-34. 

No  pilot  experience  needed.  With  a combat  pilot  behind  you, 
you'll  fly  an  air  combat  mission.  You  get  combat  flight  training, 
flight  gear,  a combat  mission,  debriefing,  and  a 4 camera. 


VHS  tape  of  your  dogfights  is  yours  to  keep 


TEXAS  AIR  ACES 

"Where  can  be  TOP  GUN  for  a day!" 

1-800-544-ACES 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per  issue. 
We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos,  and 
borders  may  be  used  in  display  classified  ads.  Discounts  are 
available  for  display  classified  ads  5 inches  and  larger. 
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Back  Talk 


Question 


u 


I’m  the  kind  of  guy  who  has  a 
couple  of  books  going  at  the  same  time. 
I just  finished  reading  The  Throat, 
which  is  a murder  mystery.  In  the 
mornings  when  I get  up,  I try  to  read 
something  that’s  not  exactly  medicine 
and  not  exactly  recreational.  I’m  read- 
ing Healing  the  Wounds,  by  a physician, 
David  Hilfiker.  It’s  about  his  experience 
in  rural  medicine  and  the  difficulties  he 
had  practicing  in  a rural  setting.” 


What  book 


are  you  reaQinj 
now,  or  what 
was  the  last 


I am  reading  three  books  right 
now.  I am  carrying  around  T he  An- 
nals of  Emergency  Medicine  and  a 
book  on  computer  slide  generation 
called  Applause.  The  third  one  is 
The  Sum  of  All  Fears  by  Tom  Clan- 
cy. I read  a little  bit  every  night.” 


Don  Gordon,  MD,  51, 

emergency  medicine,  San  Antonio 


Russell  Thomas,  Jr,  DO,  40, 

family  practice.  Eagle  Lake 


book  you  read? 


a 


I’m  reading  Betty  Friedan’s  The 
Fountain  of  Age.  It’s  a great  book.” 


CC 


Barbara  Pollock,  MD,  41, 

anesthesiology.  Temple 


The  book  I’m  in  the  middle  of 
is  A Time  to  Kill  by  John  Grisham,  the  author  of  The 
Firm.  I think  it’s  the  best  one  he  did,  even  though  it’s  his 
first  one.  I don’t  usually  read  mystery  or  courtroom  dra- 
ma type  novels,  but  I like  his  style.  I normally  read  hu- 
morous books,  comedy  books  — I’m  looking  for  material 
all  the  time.” 


a 


Michael  Warren,  MD,  55, 

chief  of  the  division  of  urology.  The  University  of  Texas  Medical  Branch, 
Galveston,  author  of  several  humorous  books 


The  last  book  I finished  was  A Vision  of  the  .Brain  by 
Semir  Zeki,  and  currently  I’m  reading  The  Nervous  System: 
Its  Function  and  Its  Interaction  With  the  Worldhy  Lloyd  D. 
Partridge  and  L.  Donald  Partridge.  I also  like  history, 
archeology,  astronomy,  and  biblical  subjects.  Now  that  I ve 
retired,  I spend  on  average  2 to  3 hours  a day  reading 
books  and  magazines.” 


CC 


just  finished  reading  Nothing  But  Good  Times 
Aheadhy  Molly  Ivins.  She  has  a terrific  command  of  the 
English  language.  I love  the  way  she  describes  the  way 
Texans  think,  act,  operate,  and  do  ‘bidness.’  I also  like  her 
liberal  outlook  on  events.” 


Glen  E.  Journeay,  MD,  68, 

retired  from  fattiily  practice,  Austin,  chairman  of  the 
Texas  Medicine  Editorial  Committee 


a 


Joan  Richardson,  MD,  49, 

professor  of pediatrics,  obstetrics,  and  gynecology. 
The  University  of  Texas  Medical  Branch,  Galveston 


I am  currently  reading  The  Evolving  Self  hy  Mihaly 
Csikszentmihaly.  It  is  a book  discussing  ways  to  gain  in- 
sight into  one’s  self  and  how  to  gain  more  satisfaction 
from  one’s  professional  life.  It’s  the  sequel  to  an  earlier 
book  called  Flow.  The  author  is  the  head  of  psychology  at 
the  University  of  Chicago.  It  was  recommended  to  me  by 
another  doctor.” 


CC 


was  an  English  major,  and  I read  all  the  time.  My  fa- 
vorite book  is  The  Poems  of  Gerard  Manley  Hopkins,  a Jesuit 
priest  and  English  poet.  I just  keep  it  on  my  bedside  table 
like  some  folks  keep  the  Bible  there.  I probably  don’t  go  to 
sleep  at  night  without  first  reading  one  or  two  of  his  poems.” 

William  Green,  MD,  51, 

denjiatology,  Austin 


Martin  Raber,  MD,  46, 

oncology,  professor  of  clinical  investigations. 

The  University  of  Texas  M.D.  Anderson  Cancer  Center,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk.  401  W I5th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 
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Lease 


Cars. 


After  10  years  in  practice,  you’re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Dental  Association. 

So,  contact  one  of  these  leasing  specialists  today: 

John  Welch,  Pat  Joiner,  or  Tom  Kight. 
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Call  C800^634'1234 
or  214^2344234 


TEXAS  MEDICAL  ASSOClATIOlNi 
INSURANCE  TRUST 

GROUP  Plus 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 


created  and  endorsed 
by  the  Texas  Medical 
Association. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Tire  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 

3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 
TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


j Texas  Medical  Association 
Insurance  Trust 
401  W.  15th  Street,  Austin,  TX  78701 

PO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 


6. 


Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

' Underwritten  by  The  Prudential  for  24 
years  (1969—  1993) 


Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  hnancially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 
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Mathis  Blackstock,  MD,  an  Austin  general  practitioner,  and 
Carol  Byler,  MD,  a family  practice  physiciati  now  in  Colombia, 
revieiv  patient  x-rays. 
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Science  & Education 

The  pangs  of  prophets 15 

Are  there  some  things  about  their  futures  people  should  not  know? 

The  ethics  of  genetic  testing  is  the  subject  of  a Texas  Medical  Association  Annual 
Session  seminar  in  May.  See  p 33  for  annual  session  registration  materials. 

BY  MARK  RICHARDSON 


Off  with  the  gloves 


We  asked  Texans  what  they  think  about  their  physicians,  and  they 
told  us  in  no  uncertain  terms.  Ironically,  the  scientific  advances  that 
allow  doctors  to  do  more  for  their  patients  than  ever  before  have 
likely  contributed  to  the  declining  image  of  the  medical  profession. 
Some  experts  believe  the  only  way  to  improve  that  image  is  to  pay 
more  attention  to  the  nonscientific  side  of  medicine:  the  human 
bond  betiveen  physician  and  patient. 


BY  BETH  GRADDY 


Researchers  issue  glowing  report  on  calcium’s  effect  in  blood  vessels 


Legislative  Affairs 

Changing  of  the  guard... 

Bruce  A.  Levy,  MD,  JD, 
has  been  hired  to  lead  the  Board  of 
Medical  Examiners  staff  into  a new  era. 


BY  KEN  ORTOLON 
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Medical  Economics 

RBRVS  revisited 


Midway  through  its  4-year  phase  in. 
Medicare’s  resource-based  relative  value  scale 


payment  system  still  has  problems.  But  they 
haven’t  slowed  its  predicted  spread  to  the  private  sector. 


Law 

Doc  Hollywood,  beware 38 

There’s  a lot  more  to  it  than  hanging  out  your  shingle. 

Recent  laws  further  restrict  advertising  by  Texas  physicians. 

BY  HUGH  M.  BARTON, JD 


Q&A:  Law  helps  physicians  collect  on  assigned  insurance  benefits 

BY  C.J.  FRANCISCO,  JD 


The  Physician’s  Life 

Seeing  a lion  at 
the  mouth  of  the 

A trauma  surgeon,  oncologist,  and 
psychiatrist  share  their  techniques 
for  coping  with  stress. 

BY  BARBARA  A.  LANGHAM 


The  Journal 55 

The  lives  of  fmale  physicians 

BY  JERRY  M.  LEWIS,  MD;  EDGAR  P.  NACE,  MD;  F.  DAVID  BARNHART, 
MA;  DOYLE  I.  CARSON,  MD;  AND  BYRON  L.  HOWARD,  MD 


Adolescent  health  needs  and  access  to  care  in  the  Army  medical  system 

BY  WALTER  K.  IMAI,  MD,  AND  MANUEL  SCHYDLOWER,  MD 
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A hospital  so  advanced,  it  will  even 
make  you  feel  better. 


Medically  effective,  cost- 
effective:  Our  Circle  of 
Healing  model  delivers  the 
right  patient  care  at  the 
right  time. 


OUTPATIENT 
REHABILITATI 


INPATIENT 
REHABILITATION 


INJURY/ 


ILLNESS 


ACUTE  CARE 


SUBACUTE  CARE 


The  new  St.  Michael  Rehabilitation  Hospital  can  do 
wonders  for  your  patients.  Not  to  mention  yom*  own  peace 
of  mind. 

Om’  ultra-modem  facility  is  a key  link  in  a therapeutic  model  we  call  the  St.  Michael 
Cu'cle  of  Healing,  which  promotes  medically  effective,  cost-effective  recovery  by  deliver- 
ing the  right  patient  service  at  the  right  time.  Indeed,  this  is  a hospital  you  can  refer 
patients  to  with  the  utmost  confidence. 

Oui-  therapies,  including  a unique  six-day-a-week  rehabilitative  progi'am  that  can 
reduce  patient  stays,  represent  the  latest  in  rehabilitation  medicine.  Om*  clinical  teams 
are  highly  trained  and  deeply  caring,  keeping  you  informed  via  detailed  biweekly 
patient  progi’ess  reports.  Even  the  design  of  our  facility,  with  its  pleasing  landscape 
and  attractive  rooms,  lifts  the  spirit  and  the  senses. 

So,  for  quality  care  that  you  and  yom'  patients  will  feel  good  about,  look  to 
the  new  name  in  rehabilitation  medicine.  The  new  St.  Michael  Rehabilitation 
Hospital.  For  an  infomiational  brochure, 

call  the  hospital  administrator  at  /TI\  St.  Michael 

(903)  614-4286  or  1-800-293-1333.  B 9 Rehabilitation 

Hospital 

2400  St.  Michael  Drive  / Texarkana,  TX  75503 


WELLNESS/ 

FITNESS 


PHYSICIANS 
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The  Lone  Star  State  of  Texas  along 
with  JSA  Healthcare  Corporation 
offer  outstanding  opportunities  for 
physicians  looking  for  a medical 
career  designed  to  fit  their  personal 
and  professional  requirements.  JSA 
is  an  organization  known  nation- 
wide for  finest  quality  care. 

JSA  contracts  to  provide  ambula- 
tory and  primary  care  services  to 
healthcare  facilities  throughout  the 
Cl.S.  Our  firm  is  one  of  the  fastest 
growing  private  companies  in  the 
nation  and  is  proud  to  be  the  re- 
cipient of  JCAHO’s  highest  ac- 
creditation— accredited  with  com- 
mendation. 


TEXAS 


...  /or  a career  tha 
will  fit  you  to  a “T” 


Primary  Care  Clinic 

• No  Nights,  No  Call 

• No  Hospital  Responsibility 

• Excellent  Compensation 
Package 

• Individualized  Benefit  Plan 

• Paid  Malpractice  Insurance 

• PaidCME 

For  more  information  contact: 
Susan  Bray,  Professional  Recruit- 
ment, 10227  Wincopin  Circle, 
Suite  400,  Columbia,  MD  21044. 

1-800-966-2811 


HEALTHCARE 

CORPORATION 


Equal  Opportunity  Employer 


IT'S  THE  LAW! 

ELIMINATE  TAXES  ON  $250,000  OF  YOUR  INCOME 
(UP  TO  $99,000  at  NEW  RATES) 


Congress  created  the  Federal  Housing  Tax  Credit  program  to  encourage  investment  in 
privately-owned  housing  for  the  elderly,  handicapped  and  citizens  of  modest  means. 

♦ 

Section  42  of  the  IRS  Code  authorizes  immediate  dollar-for-dollar 
reduction  of  your  final  federal  income  taxes  due. 

♦ 

At  the  same  time,  capitalize  on  astute  investments  in  highly  undervalued  real  estate  in 
America's  best  long-term  growth  markets 


WHAT  THE  EXPERTS  SAY: 


"The  tax  credit  is  the  qutntessen- 
ttal  tax  shelter  of  the  I99t)s:  Yon 
can  cut  your  taxes  whde  you 
provide  direct  help  for  the  less 
fortunate. " 

PHYSICIAN'S  FINANCIAL  NEWS 

"A  no-hratner  for  anyone  who 
wants  to  pay  less  income  lax.  " 
Joseph  J Vizzini,  CPA,  Sentra 
Securities,  Metaire,  LA 


"Hifrh  marks  for  low-income 
housing.  Wnhout  question,  tax 
credits  are  the  ultimate  tax  shel- 
ter. You  can  use  your  tax  credits 
dollar-for-dollar  to  reduce  your 
actual  tax  hill. " 

THE  25  BEST  TAX  SHELTERS 


"The  low  income  housing  credit 
might  he  the  last  of  the  pure,  old- 
fashioned  lax  shelters  left.  It  lets 
you  lake  a lax  write-off  simply  hy 
writing  a check  to  a partnership. " 
TAX  AVOIDANCE  DIGEST 

"Literally  a gift  to  tax  payers 
from  the  IRS  and  Congre.ss.  " 


Roger  P.  Holland  M.D.,  Ph.D. 

Vice  President,  Physicians'  Tax  Credit  Services 

Member  - TMA,  AAFP,  TAFP,  IMF,  & CMOS 
1812  Wendover  Place,  Tyler,  TX  75703 
903-534-9652  - Recorded  Messages  & Fax-On-Demand 
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Editor’s  Mote 


PROBABLY  MOST  OF  US 
have  wished  at  one  time  or  anoth- 
er to  know  how  other  people  real- 
ly see  us. 

This  month’s  cover  story  grants 
Texas  physicians  that  wish,  but  the 
article  ought  to  carry  a disclaimer: 
“Be  careful  what  you  wish  for  because 
you  just  might  get  it.” 

Peering  through  the  one-way  mir- 
ror at  six  focus  groups  conducted  by 
TMA  last  year  confirmed  what  many 
suspected:  Doctors  are  a ready  target 
for  patients’  anger. 

To  a degree,  that  has  always  been 
true.  Physicians  usher  people  into 
and  out  of  this  life,  and  as  long  as 
that  is  the  case,  medicine  is  going  to 
remain  a lightning  rod  for  people’s 
fears  and  insecurities. 

But  relations  between  physicians 
and  patients  have  deteriorated  in 
recent  years.  In  part,  that  may  be 
because  patients  often  don’t  know 
their  doctors  as  people  like  they  used 
to.  And  many  physicians  simply  no 
longer  have  the  opportunity  to  get  to 
know  their  patients. 

And  to  patients,  that’s  primarily 
what  counts.  The  best  way  to  explain 
the  difference  in  how  the  public  views 
doctors  and  how  doctors  see  them- 
selves is  this:  It’s  mostly  bedside  man- 
ner that  patients  can  judge;  it’s  mostly 
the  other  things  — like  training  and 
experience  — that  count  to  doctors. 

That  difference  in  viewpoint  may 
be  tough  to  reconcile  and  almost 
makes  you  wish  patients  could  see 
inside  their  physicians’  heads. 

KATHRYN  TROMBATORE 
Executive  Editor 
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In  Tennessee,  rural  health  clinic 
reimbursements  cut 


■ READ  WITH  INTEREST  THE 
article  concerning  rural  health 
clinics  in  the  December  1993  issue 
of  Texas  Medicine  (“Rural  health 
clinics:  lace  of  the  luture?”  pp 
38-39).  While  I practiced  in  Texas,  I 
had  a rural  health  clinic.  I moved  to 
Tennessee  in  July  1992.  I thought, 
along  with  many  physicians  in  Texas, 
that  rural  health  clinics’  reimburse- 
ment would  never  be  decreased  by 
the  state  or  federal  government. 
Practicing  in  Tennessee  the  last  6 
months,  my  attitude  has  changed. 

During  the  initiation  of  a new 
Medicaid  system  in  Tennessee  called 
TennCare,  we  have  seen  a change  in 
the  state  and  federal  governments’  at- 
titudes toward  reimbursing  rural 
physicians.  The  new  Medicaid  sys- 
tem is  being  turned  over  to  managed 
care  organizations.  These  organiza- 
tions are  responsible  for  reimbursing 
physicians.  Because  of  the  condition- 
al waiver  that  has  been  granted  by 
the  Health  Care  Financing  Adminis- 
tration, reimbursement  is  now  based 
upon  whatever  a managed  care  orga- 
nization will  pay. 

Rural  health  clinics  in  the  state  of 
Tennessee  are  now  part  of  the  same 
system  as  any  other  physician  who  is 
accepting  Medicaid  patients.  Most 
physicians  across  the  state,  particular- 
ly in  rural  areas,  will  now  be  receiv- 
ing 20%-30%  less  for  their  services 
than  was  available  under  the  old 
Medicaid  system. 


Do  not  be  deceived;  do  not  think 
that  the  state  and  federal  govern- 
ments will  continue  to  reimburse  you 
at  reasonable  rates.  If  it  can  happen 
in  Tennessee,  it  can  happen  any- 
where else.  We  have  seen  several  fam- 
ily practitioners  and  pediatricians 
leave  or  strongly  consider  leaving 
practices  established  for  many  years. 

Get  involved  with  state  and  feder- 
al politics;  lobby  for  your  position 
and  show  your  value  in  the  services 
you  provide  as  rural  physicians. 

If  you  have  any  questions  con- 
cerning the  issues  involving  rural 
health  clinics  in  Tennessee,  please 
contact  me  or  Mark  Greene,  chair- 
man of  government  affairs,  Ten- 
nessee Medical  Association,  at 
(800)  659-1862. 

Scott  T.  Schams,  MD 

Tennessee  Chapter  of  the  American 
Academy  of  Pediatrics 
221  N Main  St 
Greeneville,  TN 37743 


Physician  assistants  don’t 
participate  in  executions 

The  unfortunately 
captioned  “Should  physicians 
oppose  PA  participation  in  exe- 
cutions?” ( Texas  Medicine,  Let- 
ters, January  1994)  was  deeply  dis- 
turbing to  us.  Physician  assistants 
have  never  participated  in  executions 
at  the  Texas  Department  of  Griminal 
Justice  (TDGJ).  Thirty-eight  PAs  do 
provide  primary  health  care  to  TDGJ 


inmates  under  physician  supervision. 

The  policy  of  the  American  Acade- 
my of  Physician  Assistants,  in  place 
since  1983,  states  that  physician  assis- 
tants should  not  participate  in  execu- 
tions. The  Texas  Academy  of  Physi- 
cian Assistants  upholds  that  policy. 

Justine  Strand,  PA-C 

President,  Texas  Academy  of 
Physician  Assistants 
7313  Whispering  Winds 
Austin,  TX  78745 


Hospice  model  shows  how 
managed  care  can  succeed 

Everyone  in  the  health- 
care  business  seems  to  be  talking 
about  President  Glinton’s  nation- 
al health-care  program.  And  de- 
spite the  multitude  of  discussions 
and  opinions,  it  seems  that  little  at- 
tention has  been  paid  to  health-care 
programs  that  are  already  working. 

The  general  consensus  is  that  a 
thorough  overhaul  of  the  nation’s 
health-care  system  is  exactly  what  the 
doctor  ordered.  But  as  we  debate  what 
is  good  and  bad  about  the  proposal 
underway,  an  old  saying  seems  particu- 
larly appropriate  and  timely:  The  say- 
ing is,  “If  it  ain’t  broke,  don’t  fix  it.” 

Such  is  the  case  with  hospice  care 
today.  Hospice  care  truly  illustrates 
how  the  concept  of  managed  care 
can  succeed. 

Unlike  most  medical  plans,  hos- 
pice care  is  an  outcome-based  pro- 
gram in  which  the  hospice  provider 
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is  paid  a per  diem.  A straight  per 
diem  format  forces  the  hospice 
provider  to  maintain  costs  because 
no  specific  cost  within  the  program  is 
ever  reimbursed. 

To  stay  in  business,  a hospice 
company  must  therefore  manage  its 
operations  in  a highly  efficient  man- 
ner. Waste  in  any  form  costs  the  hos- 
pice provider  dearly. 

At  the  same  time,  the  hospice  must 
maintain  its  quality.  If  the  quality  of 
service  deteriorates,  referral  sources 
begin  sending  patients  elsewhere. 

Unfortunately,  the  efficiency  and 
benefits  of  the  current  hospice  pro- 
gram could  suffer  if  one  component 
of  the  current  Clinton  plan  — health 
alliances  — is  not  modified  to  en- 
courage competition. 

According  to  the  current  plan, 
health  alliances  would  serve  as  re- 
gional, possibly  statewide,  purchas- 
ing organizations  that  would  negoti- 
ate fee  schedules  with  providers  in 
the  alliances’  particular  market  areas. 
Hospice  contracts  would  then  be  tied 
directly  to  the  health  alliance  in  a 
given  region. 

If  such  health  alliances  become  a 
reality,  there  will  be  no  real  incentive 
for  the  alliances  to  control  costs  or 
provide  quality  care,  since  the  al- 
liances would,  in  effect,  have  been 
granted  oligopolistic  contracts  by  the 
government. 

Thus,  as  the  debates  concerning 
health-care  reform  continue  in  the 
upcoming  weeks,  it  is  important  to 
consider  programs  and  systems  that 
are  already  working  and  to  use  these 
proven  successes  as  examples  to  be 


incorporated  into  the  finalized  plan. 

A health-care  delivery  system  that 
builds  upon,  rather  than  eliminates, 
effective  competition  will  be  much 
more  likely  to  achieve  the  goals  we  all 
wish  to  accomplish. 

Before  we  all  jump  too  enthusias- 
tically on  the  reform  bandwagon,  we 
should  stop  and  consider  another  say- 
ing commonly  heard  in  the  South- 
west: “Be  careful  what  you  ask  for. 
You  just  might  get  it.” 

Rocky  Reese 

Chief  Executive  Officer 
Family  Hospice,  Inc 
8440  Walnut  Hill  Ln,  Suite  650 
Dallas,  TX  75231 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine, 
TMA,  401  W 15th  St.  Austin.  TX  78701;  fax  (512)  370- 
1362.  Please  type  letters  you  submit  for  publication,  and  keep 
the  length  to  400  words  or  less.  If  necessary,  you  may  include 
a few  references,  preferably  less  than  five.  Letters  are  pub- 
lished at  the  discretion  of  the  managing  editor  and  editorial 
advisors,  and  are  subject  to  editing  and  abridgment.  Letters 
represent  the  opinions  of  the  authors  and  do  not  necessarily 
reflect  the  policies  of  the  Texas  Medical  Association. 


f Rx  for  Psyckiatrk 
and  Substance  Abuse 
Referrals 

Call  with  Confidence  for 
your  Patients 

Patients  with  tough  behavioral  health 
problems  often  need  a comprehensive 
psychiatric  evaluation  with  access  to  a 
broad  range  of  cost-effective  services. 

With  a call  to  Timberlawn,  you 
can  make  this  possible.  Dallas 
physicians  have  been  calling  us  to 
help  for  over  75  years,  and  continue 
to  depend  on  Timberlawn’s  integrated 
system  of  evaluation,  outpatient,  day, 
residential,  and  inpatient  services  to 
provide  your  patients  wath  just  the 
programs  they  need. 

• 5 Outpati«nt  Clinics 

North  Dallas 
East  Dallas 
Las  Colinas 
DeSoto/Duncanville 
Grapevine 

• Inpatinnt 

Short-term  Crisis  Stabilization 
Neuro-behavioral  Services 
ACCELerted  Executive  Proram 
Substance  Abuse  Program 
Child  &r  Adolescent  Programs 

• Residential 

Substance  Abuse  Program 
Adolescent  Program 
Children’s  Program 
TDPRS  Level  VI  Program 
Apanment  Living  Programs 

• Day  and  Evening  Programs 

Mental  &r  Substance  Abuse 
Programs 

Day  or  night,  Timberlawn’s  physi- 
cians and  nurses  are  available  to  help 
you  manage  your  patients’  psychi- 
atric and  substance  abuse  illnesses 
and  disorders,  with  the  excellent  care 
you  trust.  And  Timberlawn’s  full 
array  of  available  services  are  attrac- 
tive to  insurers,  managed  care 
reviewers  and  other  payors  as  we 
tailor  care  to  an  individual’s  need,_ 
easing  the  financial  burden  on 
patients  and  families. 

Call  us  to  help  you  help  them. 
Timberlawn  is  the  solution  for  your 
psychiatric  and  substance  abuse 
referral  needs. 

Call  (214)  381-7181 

timberlawn 

V MENTAL  HEALTH  SYSTEM 

Dedicated  to  patient  care,  education  and  research  since  1917. 

4600  Samuell  Blvd. 

P.O.  Box  151489  Dallas,  Texas  75228 
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Discover  The  Elegance  Of  A Hybrid 


VASERETIC 10-25 

W Enalapril  Maleate-Hydrochlorothiazide  1 


the  beauty  of  the  hybrid  Lily 

that  catches  the  eye.  The 
vibrant  color.  The  delicately 
shaped  petals.  But  study  it 
more  closely,  and  its  elegance 
becomes  apparent-a  gentle 
blend  of  softness  and  strength. 

At  first  glance,  it's  the 
enhanced  performance  of 
Vaseretic*  that  catches  the 
eye.  But  study  Vaseretic"’ 
more  closely,  and  its  elegance 
becomes  apparent.  The  way 
its  one-tablet,  once-a-day 


dosage  minimizes  multiple 
medications.  Minimizes  the 
number  of  insurance 
copayments.  And  minimizes 
potassium  supplementation. 

A hybrid  blending  of 
tolerability  and  power  that's 
available  for  the  right  patient. 
Vaseretic®  is  indicated  for  the 
treatment  of  hypertension  in 
patients  for  whom  combination 
therapy  is  appropriate. 

And  an  elegant  discovery  for 

your  practice. 


Vaseretic  " is  contraindicated  in  patients  who  are  hypersensitive  to  any  component  of  this  product  or  to  other  sulfonamide- 
derived  drugs  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Dosage  must  be  individualized;  the  fixed  combination  is  not  for  initial  therapy. 

Evaluation  or  the  hypertensive  patient  should  always  include  assessment  of  renal  function. 

Eor  a Brief  Summary  of  Prescribing  Information,  see  adjacent  pages. 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second  and  third  trimester^  ACE  inhibitors  can  cause 
injury  and  even  death  to  the  developing  fetus.  When  pregnancy  is  detected,  Vaseretic  (Enalapril  Maleate- 
Uvdrochlorothiazide)  should  he  discontinued  as  soon  as  possible.  See  WARNINGS,  FL'tm/Nconiitnl  Morbidity  ami  Mortality. 


TABLETS 

VASERETIC 

(ENALAPRILMALEATE-HYDROCHLOROTHIAZIDE) 

USE  IN  PREGNANCY:  When  used  in  pregnancy  during  Ihe  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnanc\'  is  detected,  VASERETIC' 

(Enalapril  Maleate-Hvdrochlorotmazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Felal/Neomtal  Morbidity  ami  Mortality. 

CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  pahents 
who  are  hN'persensitive  to  anv  component  of  this  product  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  w’ith  an 
angiotensin  converting  enzyme  inhibitor.  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuria  or  hypersensitivity'  to  other  sulfonamidederived  drugs. 
WARNINGS:  Q^ieral:  Enalapril  Maleatt’:  Hypotension:  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  pahents  but  is  a possi- 
ble consequence  of  enalapnl  use  in  severely  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VA$ERET1C  In  pahents  receiving  enalapril  alone,  the  inadence  of  syn- 
cope IS  0.5  percent  The  overall  incidence  of  syncope  may  be  reduced  bv 
proper  titration  of  the  individual  components  (See  PRECAUTIONS, 
Druy  Interactions,  and  ADVERSE  REACTIONS.) 

In  pahents  with  severe  congeshve  heart  failure,  with  or  without  asscxn- 
ated  renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarelv 
with  acute  renal  failure  and/or  death  Because  of  the  potenhal  fall  in 
blotxl  pressure  in  these  pahents,  therapy  should  be  started  under  very 
close  medical  supervision  Such  pahents  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diurehc  is  increased  Similar  considerahons  mav  apply  to  pahents 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarchon  or  cerebrovascu- 
lar accident. 

If  hypotension  occurs,  the  pahent  should  be  placed  in  the  supine  posi- 
hon  and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A 
transient  hypotensive  response  is  not  a contraindicahon  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion 

Angtoedeirta:  Angioedema  of  the  face,  extremihes,  lips,  tongue,  glottis 
and/or  larynx  has  b^n  repiirted  in  pahents  treated  with  angiotensin  con- 
verting enzy'me  inhibitors,  uiciuding  enalapril  This  mav  (Kcur  at  any  hme 
during  treatment  In  such  cases  VASERETIC  should  be  promptly  disconhrv 
ued  and  appropriate  therapy  and  monitoring  shoula  be  pro\’ided  unhl 
complete  and  sustained  resoluhon  of  signs  and  symptoms  has  tKCurred.  In 
instances  where  swelling  has  been  confined  to  the  face  and  lips  the  condi- 
hon  has  generally  resolved  without  treatment,  although  anhhistamines 
have  been  useful  in  relieving  s\mptoms.  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue, 
glottis  or  larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy, 
e.g.,  subcutaneous  epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  ancVor 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  pro- 
vided. (See  ADVERSE  REACTIONS.) 

Pahents  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS). 

Nt’i/fropciiw/Agrrtnidoc'i/fosis  Another  angiotensin  converhng  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarelv  in  uncomplicated  pahents  but  more  frequent- 
ly in  pahents  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Markehng  experience  has  revealed  se\'erai  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relahonship  to  enalapril  cannot  be 
excluded  Penodic  monitonng  of  white  blood  cell  counts  in  pahents  w'lth 
collagen  vascular  disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide.  Thiazides  should  be  used  with  cauhon  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulahve  effects  of  the  drug  may  develop  in  pahents  with 
impaired  renal  funchon 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  funchon  or  progressive  liver  disease,  since  minor  alterahons  of 
fluid  and  electrolyte  balance  may  preapitate  hepahc  coma. 

Sensihvity  reachons  may  occur  in  pahents  w'ith  or  without  a history  of 
allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  achvahon  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Dnig  /iiftYrtcf/ons,  Enalapril  Maleateand  Hydrochlorothiazide). 
Pregnancy:  Enalapiril-Hydroclilorolhiazide.  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum 
human  dose)  in  combinahon  w'ith  10  mg/kg/day  of  hydrix;hlorothiazide 
(2  V2  times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapnl  (50  hmes  the  maximum  human  dose)  in  combi- 
nahon with  10  mg/kg/day  of  hydrcKhlorothiaz.ide  (2  V:  hmes  the  maxi- 
mum human  dose).  At  the^  doses,  fetotoxiciri'  expressed  as  a decrease  in 
average  fetal  weight  occuned  in  both  species  No  fetotoxiciri'  occurred  at 
lower  doses,  30/10  mg/kg/day  of  enalapnl-hydriKhlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapnl-hvdrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detectea,  VASERETIC  should  be  disconhnued  as  soon  as 
possible,  (See  Enalapril  Maleate.  Fetal/Neonatal  Morbidity  and  Mortality, 
below ) 

Enalapril  Maleate:  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors 
can  cause  fetal  and  necmatal  morbidity  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  repoited  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
hnued as  soon  as  possible 

The  use  of  ACE  inhibitors  dunng  the  second  and  third  tnmesters  of 
regnancv  has  been  associated  with  fetal  and  neonatal  injury,  including 
vpotension,  neonatal  skull  hypoplasia,  anuna,  reversible  or  irreversible 
renal  failure,  and  death  Oligonydramnios  has  also  been  reported,  pre- 
sumably resulhng  from  decrease  fetal  renal  funchon,  oligonvdramruos 
in  this  sethng  has  been  associated  w'ilh  fetal  limb  contractures,  aaniofa- 
cia!  deformation,  and  hypoplastic  lung  development  Prematurity, 
intrautenne  growth  retardahon,  and  patent  ductus  arteriosus  have  also 


been  reported,  although  it  is  not  clear  whether  these  occurrences  w-ere 
due  to  tne  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester. 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
pahents  become  pregnant,  phvsiaans  should  make  even'  effort  to  discon- 
hnue  the  use  of  VASERETIC  as  soon  as  possible 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnanaes), 
no  altemahve  to  ACE  inhibitors  will  be  founcf  In  these  rare  cases,  the 
mothers  should  be  apprised  of  the  potenhal  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniohc  environment. 

If  oligohydramnios  is  obsened,  VASERETIC'  should  be  disconhnued 
unless  it  is  considered  lifesaving  for  the  mother  Contrachon  stress  teshng 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy  Pahents  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  mav  not  appear 
unhl  after  the  fetus  has  sustained  irreversible  injurv'. 

Infants  with  histones  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia  If  oliguna 
occurs,  attenhon  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hvpotension  and/or  subshtuhng  for  disordered  renal 
funchon.  Enalapril,  which  crosses  the  placenta,  has  been  removed  from 
neonatal  circulahon  by  peritoneal  dialysis  with  some  clinical  benefit,  and 
theorehcally  may  be  removed  bv  exchange  transfusion,  although  there  is 
no  expenence  with  the  latter  procedure 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits  On  a mg/kg  basis,  the  doses  used  were  up  to  333  hmes  (in 
rats),  and  50  hmes  (in  rabbits)  the  maximum  recommended  human  dose 
Hydrochlorothiazide:  Teratogenic  Effects:  Reproduchon  studies  m the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalihes  of  the  fetus 
due  to  hydrochlorothiazide  HvdrcKhlorothiazide  given  in  a two-litter 
study  in  rats  at  doses  of  4 - 5.  6 rng/kg/dav  (approximately  1 - 2 hmes  the 
usual  daily  human  dose)  did  not  impair  ferhlitv  or  produce  birth  abnor- 
malihes  in  the  offspring  Thiazides  aoss  the  placental  barrier  and  appear 
in  cord  blood 

Mnitcmfogeinc  Effects:  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reachons  which  have 
occurred  in  the  adult 

PRECAUTIONS:  General:  Enalapnl  Maleate:  Impaired  Renal  Function.  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  funchon  may  be  anticipated  in  suscephble  individuals. 
In  pahents  with  severe  congeshve  heart  failure  whose  renal  funchon  may 
depend  on  the  achvitv’  of  the  renin-angiotensin-aldosterone  system,  treat- 
ment W’lth  angiotensin  converhng  enzyme  inhibitors,  including  enalapril, 
mav  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
with  acute  renal  failure  and/or  death. 

In  clinical  studies  m h\'pertensive  pahents  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  rutrogen  and  serum  creah- 
nine  were  observed  in  20  percent  of  patients.  These  increases  were  almost 
always  reversible  upon  disconhnuahon  of  enalapnl  and/or  diurehc  ther- 
apy. In  such  pahents  renal  funchon  should  be  monitored  during  the  first 
few  weeks  of  therapy. 

Some  pahents  with  hypertension  or  heart  failure  with  no  apparent  pre- 
exishng  renal  vascular  clisease  have  developed  increases  in  olood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapnl  has  been  given  concomitantly  with  a diurehc.  This  is  more  likely 
to  occur  in  pahents  with  pre-exishng  renal  impairment  Dosage  reduchon 
of  enalapnl  and/or  disconhnuahon  of  the  diurehc  may  be  required. 

Evaluation  of  the  hypertensive  pahent  should  always  include  assess- 
ment of  renal  funchon. 

Hemodialysis  Patients:  Anaphylactoid  reachons  have  been  reported  in 
pahents  dialyzed  with  high-fiux  membranes  (eg.,  AN  69*)  and  treated 
concomitantly  with  an  ACE  inhibitor.  In  these  pahents  considerahon 
should  be  given  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  of  anhhypertensive  agent. 

Hyfh’rkalemia  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
obsened  in  approximately  one  percent  of  hypertensive  pahents  in  clini- 
cal trials  treated  with  enalapnl  alone.  In  most  cases  these  were  isolated 
values  which  resolved  despite  conhnued  therapy,  although  hyperkalemia 
was  a cause  of  disconhnuahon  of  therapy  in  0.28  percent  of  hypertensive 
pahents.  Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
pahents  treated  with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hvperKalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diurefics,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cauhously,  if  at  all,  with  enalapnl  (See  Drug  /iift’Wffions.I 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproduchve,  persistent  and  resolves 
after  disconhnuahon  of  therapy.  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differenhal  diagnosis  of  cough 

Si<rgcry/AHt’sf/ies»(7.  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hvpotension,  enalapril  may  bkxTK 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Penodic  determinahon  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  pahents  receiving  thiazide  therapy  should  be  obsen  ed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinahons 
are  parhcularly  important  when  the  pahent  is  vomiting  excessively  or 
receiving  parenteral  fluids  Warning  signs  or  symptoms  of  fluid  and  elec- 


*  Registered  trademark  of  Hospal  Ltd. 


trolyte  imbalance,  irrespechve  of  cause,  include  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguna,  tachycardia, 
and  gastrointeshnal  disturbances  such  as  nausea  and  vomihng. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cinhosis  is  present,  or  after  prolonged  therapy.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensihze  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e  g., 
increased  ventncular  irritability).  Because  enalapnl  reduces  tne  produc- 
hon  of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diuretic-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
reauire  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chlonde  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather,  appropnate  therapy  is  water  restriction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hyponatremia  is  life-threat- 
ening. In  actual  salt  depletion,  appropnate  replacement  is  the  therapy  of 
choice. 

Hyperuncemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  mav  be  required  Hyperglycemia  may  occur  with  thi- 
azide diuretics.  Thus  latent  aiabetes  mellitus  mav  become  manifest  dur- 
ing thiazide  therapy. 

The  anhhypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
svmpathectomy  pahent 

It  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diurehc  therapy 

Thiazides  have  been  showm  to  increase  the  unnarv  excrehon  of  magne- 
sium, this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevahon  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism  Thiazides  should  be  disconhn- 
ued before  carrying  out  tests  for  parathyroid  funchon. 

Increases  in  chofeterol  and  triglycende  levels  may  be  assooated  with 
thiazide  diurehc  therapy 

Information  for  Patients:  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  at  any  hme  during  treatment  with  angiotensin  con- 
verting enzvme  inhibitors,  including  enalapril  Patients  should  be  so 
advised  ancf  told  to  report  immediatelv  anv  signs  or  symptoms  suggest- 
ing angioedema  (swelling  of  face,  extremihes,  eyes,  lips,  tongue,  difficulty 
in  swallowing  or  breathing)  and  to  take  no  more  arug  until  they  have 
consulted  witn  the  prescribing  physician. 

Hi/pi’/tvisiou  Patients  should  be  cautioned  to  report  lightheadedness 
especially  dunng  the  first  few  days  of  therapy  If  actual  syncope  occurs, 
the  pahents  should  be  told  to  disconhnue  the  drug  unhl  they  nave  con- 
sulted with  the  prescnbing  physician. 

All  pahents  should  be  cauhoned  that  excessive  perspirahon  and  dehy- 
drahon  may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduc- 
hon in  fluid  volume.  Other  causes  of  volume  aeplehon  such  as  vomihng 
or  diarrhea  mav  also  lead  to  a fall  in  blood  pressure;  pahents  should  be 
advised  to  consult  with  the  phvsioan. 

Hyperkalemia:  Pahents  shoufd  be  told  not  to  use  salt  subshtutes  contain- 
ing potassium  without  consulhng  their  physiaan. 

Ni’jdrepcjiw  Pahents  should  be  told  to  report  promptly  anv  indicahon 
of  intechon  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutroperua. 

Pregiifuicy  Female  pahents  of  childbearing  age  should  be  told  about 
the  consequences  or  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  trimester.  These  pahents  should  be  asked  to 
report  pregnancies  to  their  physicians  as  six)n  as  possible. 

NOTE  As  with  many  other  drugs,  certain  advice  to  pahents  being  treated 
with  VASERETIC  is  warranted.  This  informahon  is  intended  to  aid  in  the 
safe  and  effechve  use  of  this  medicahon.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drwg  /irienrc/ioiis;  Enalapril  Maleate:  Hyyotension— Patients  on  Diuretic 
Therafry:  Pahents  on  diurehcs  and  especially  those  in  whom  diurehc  ther- 
apy was  recently  inshtuled,  may  occasionally  experience  an  excessive 
reduchon  of  bkxid  pressure  after  inihahon  of  therapy  with  enalapril.  The 
possibilltv  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  disconhnuing  the  diurehc  or  increasing  the  salt  intake  prior  to  inih- 
ahon of  treatment  with  enalapril.  If  it  is  necessary  to  conhnue  the  diurehc. 
provide  medical  supervision  for  at  least  two  hours  and  unhl  blood  pres- 
sure has  stabilized  for  at  least  an  addihonal  hour  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  anhhvpertensive  effect  of  enalapril  is 
augmented  by  anhhypertensive  agents  that  cause  renin  release  (e.g., 
diurehcs) 

Oriicr  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blockmg  agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interachons. 

Agents  Increasing  Serum  Potassium  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  (diurehcs  (e.g.,  spironolac- 
tone, triamterene,  or  amilonde),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
potassium.  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
because  of  demonstrated  hvpokalemia  they  should  be  used  with  cauhon 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  m pahents  receiving  lithi- 
um concomitantly  with  drugs  which  cause  eliminahon  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in 
pahents  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  disconhnuahon  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium. 

Hydrochlorothiazide:  When  administered  concurrently  the  following  drugs 
mav  interact  with  thiazide  diurehcs: 

Alcohol,  barbiturates,  or  iiurcofics— potenhahon  of  orthostahc  hypoten- 
sion mav  occur 

Antidiabetic  drup  (oral  agents  and  insulin) — dosage  adjustment  of  the 
anhdiabehc  drug  may  be  required. 

Other  antihypertensii'e  drugs— additive  effect  or  potenhahon. 
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C/a>/t’S/i/riimi«{'  <nu/  colcatipol  n’s/Ns— Absorption  ot 
hvdrochlorothia/ido  is  impaired  in  the  presence  ot  anionic 
evchan^e  resins.  Single  doses  ot  either  cholestyramine  or 
cok^tlpol  rl^ins  bind  the  IwdriK'hlorolliia/ide  and  reduce  its 
abMirption  trom  the  gaslromti>hnal  tract  b\  up  to  85  and  43 
percent,  respivtiN  clv 

Cortio’stemids.  ACT)!  ■ intensitied  ekvtrolvte  depletion,  parhe- 
ularlv  Inpokalemia. 

Pressor  nnnnes  (e.^\’..  iioreiunef’lirinel— possible  decreased 
rt'sponse  to  pressor  amines  but  not  sufficient  to  prtvfude  their 
use. 

Skeleliil  rni/Sile  rekxunts.  noniiqvliiri:in\i  liiluH  iinirine)— 
possible  increased  responsiveness  to  the  muscle  relaxant 

l ithium  -should  not  generallv  be  given  with  diuretics. 
Diuretic  agents  reduce  the  renal  clearance  of  lithium  and  add  a 
high  risk  ot  lithium  lovicitv  Refer  to  the  package  insert  tor 
lithium  preparations  before  use  of  such  preparations  with 
N’ASERHTIC 

Noii-sterouiiil  AntHHfhimmiUory  Dru;^'s  -lo  some  patients,  the 
admimstrahon  of  a non-sleroidal  anti-iiitlamniator\  agent  can 
reduce  the  diuretic,  natriuretic,  and  anlihvpertensive  efft*cls  ot 
loop,  potassium-sparing  and  thiazide  diuretics.  Therefore, 
when  V.^SERFTIC  and  non-steroidal  anti-inflammatory 
agents  are  used  concomitanllv.  the  patient  should  be  obserx  ed 
closely  to  determine  it  the  desired  effect  ot  the  diuretic  is 
obtained 

Drc/w\’ivit‘s/s,  MidavjeMcs/s,  /lu/vunmvif  0/ ferh/i/i/  Enalapnl  in 
combinahon  with  hydriK'hlorolhiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Fnalapril-hvdrochlorothiazide  did  not  produce 
DNA  single  strand  breaks  in  an  ui  vitro  alkaline  eluhon  assay 
in  rat  hepatcKVtes  or  chromosomal  aberrations  in  an  mj  z’/no 
mouse  bone  marrow  assay. 

Enalapnl  Maleate:  There  was  no  evidence  ot  a tumongenic 
effect  when  enalapnl  was  administered  for  108  weeks  to  rats 
at  doses  up  to  90  mg/kg/dav  (150  times*  the  maximum  daily 
human  dose).  Enaiapril  has  also  been  administered  tor  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg  'day,  respectively,  (150  and  300  times*  the  maximum 
daily  dose  for  humans)  and  showed  no  evidence  ot  carcino 
genicit)'. 

Neither  enaiapril  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapnl  was  also  negative  in  the  follow- 
ing genotoxicitv  studies;  rec-assay,  reverse  mutation  assay 
with  £.  co/i,  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  micronucleus  lest  with  mice,  as  well  as  in 
an  m viw  cytogenic  study  using  mouse  bone  marrow’. 

There  were  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treatcxl  with  10  to  90  mg/kg/day  of 
enaiapril. 

Hviirochlorothiazide:  Twevyear  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicoiogv 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hvdriKhlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/dav)  or  in  male  and  female 
rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  howexer,  found  equivocal  evidence  for  hepatocarcino- 
geruci^  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  m vitro  in  the  Ames 
mutagenicity’  assay  of  Salmonella  tifpliimunum  strains  TA  98, 
TA  1&,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  O arv’  (CHO)  test  for  chromosomal  aberrations,  or  in 
vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophila  sex-linked  recessive  lethal  trait  gene.  Positive  lest 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicity)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrochlorothiazide  from  43  to  1300  mg/mL,  and  in  the 
Aspergillus  nniulans  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  w'herein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respectively,  poor  to  conception  and  throughout  ges- 
tation 

PrcgHrtMii/;  Prt’giw/icy  Cflfegor/es  C (first  tnmester)  and  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnanci/. 
Enalapnl  Maleate,  Fetal/Neonatal  Morbiditi/  and  Mortaliti/ 

Nursing  Mothers:  Enaiapril  and  enaiaprilat  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk  Because  of  the  potential  tor  serious  reactions  in  nursing 
irrfants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enaiapril  or  hydrochlorothiazide. 

The  most  frequent  clinical  adverse  expenences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occumi^in  greater  than  two  percent  of  patients  treated 
with  VASERu  1C  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthema  (2.4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included:  Body  As  A Whole 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular: 
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CVthostalk  hypotension,  palpitation,  tachycardia; 

Vomiting,  dyspepsia,  constipation,  Hatulence,  dry  mouth, 
NrnvH.s/Psi/t7n<ifr/i'  lasomnia,  nervousness,  parl^tht'sla,  som- 
nolence, vertigo;  Skin  Pruritus,  rash;  Of/ii’r.  Dyspnea,  gout, 
back  pain,  armralgia,  diaphoresis,  di^reased  libido,  tinnitus, 
urinary  tract  mtivtion. 

.-iMyioi’i/i'mii.  Angioedema  has  been  reported  in  patients 
receiving  VASEREiIC  (0.6  percent).  Angioedema  asswiated 
with  laryngeal  ixlema  may  be  fatal  If  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  iKcurs,  treat- 
ment with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately  (See  WARNINGS.) 

//i/po/i’iJ.sj()M:  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0.9  percent), 
ortnostatic  hvpotension  (1,5  percent),  other  orthostatic  effects 
(2.3  percent).  In  addition  syncope  (K'curred  in  1.3  percent  of 
pahents.  (See  WARNINCiS.) 

Coiiy/j.  Set>  PRECALTIONS,  Cough. 

Clinica)  bihoraton/  Test  Findinits;  Serum  Electrolytes:  See  PRE- 
CAUTIONS 

Crcrtfu/mc,  B/ixiif  Un’i?  Nj/royt’«  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creahnine, 
reversible  upon  discontinuation  of  therapy,  were  observed  in 
about  0.6  percent  of  patients  with  essential  hypertension  treat- 
ed with  VASERETIC  More  marked  increases  have  been 
reported  in  other  enaiapril  experience  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  artery  stenosis  (See  PRE- 

(JAUnONS.) 

Scr»/»  Unc  Acid.  Glucose.  Magnesium,  and  Calcium:  See  PRH- 
CALTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hematiKHt  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia 

Lii’er  Function  Tests:  Rarely,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  havecKcurred, 

Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  seventy. 

Enalapnl  Maleate— Enalapnl  has  been  evaluated  for  safety  in 
more  than  10,000  patients.  In  clinical  trials  adverse  reactions 
which  occurred  with  enaiapril  were  also  seen  with 
VASERETIC,  Howex  er,  since  enaiapril  has  been  marketed,  the 
following  adverse  reactions  have  been  reported:  Body  As  A 
Whole:  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients);  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARM- 
INGS, Hi/;)o/e»sioM),  pulmonary  embolism  and  infarction,  pul- 
monary edema,  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atrial  fibrillation;  hypotension;  angina 
pectoris;  D/gesfitv  Ileus,  pancreahhs,  hepatic  failure,  hepatitis 
(hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth. 
Hematologic-  Rare  cases  of  neutropenia,  thrombocy  topenia  and 
bone  marrow  depression  Hemolytic  anemia,  incluaing  cases 
of  hemolysis  in  patients  with  G-6-PD  deficiency,  has  been 
reported;  a causal  relationship  to  enaiapril  has  not  been  estab- 
lisned.  Nen’ous  System/Psychiatric:  Depression,  confusion,  atax- 
ia, peripheral  neuropathy  (e.g , paresthesia,  dysesthesia); 
Urogenital-  Renal  failure,  oliguria,  renal  dysfunchon  (see  PRE- 
CAUTIONS), flank  pain,  gynecomastia;  Respiratory: 
Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis, 
rhinonhea,  sore  throat  and  hoarseness,  asthma,  upper  respira- 
tory infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal 
necrolysis,  Slevens-Johnson  syndrome,  herpes  zoster,  erythe- 
ma multiforme,  urticaria,  pemphigus,  alopecia,  flushing,  pho- 
tosensitivity; Special  Senses:  Blurred  vision,  taste  alteration, 
anosmia,  conjunctivitis,  dry  eyes,  teanng. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  ervtnrocvte 
sedimentation  rate,  arthralgia/arthritis,  myalgia/myositis, 
fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosen- 
sitivity, rash  and  other  dermatologic  manifestahons. 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS, 
Pregnancy,  Enaiapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality 

Hydrochlorothiazide— Body  as  a Whole.  Weakness;  Digestive. 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic. 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hy^iersensitivity:  Purpura,  photosensi- 
tivity, urticana,  neaotizing  angiitis  (vasculitis  ana  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal- 
Muscle  spasm;  Nenmis  System/Psychiatric:  Restlessness;  Renal 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS);  Skin:  Erythema  mulhforme  including  Stevens- 
Johason  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Phanna 
Representative  or  see  Prescribing  Information. 
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Imagine . . . 

Earning  continuing  medical 
education  credit  for  relicen- 
sure without  the  expense 
of  travel  and  time  away 
from  your  practice.  Check 
out  programs  available 
from  the  TMA  Library's 
CME  Resource  Center. 


Earn  Category  1 
CME  credit  with: 

• Videos,  including  The 
Network  for  Continuing 
Medical  Education  series 

• Audio  Digest  subscription 
discounts 

• Scientific  American 
DISCOTEST  and 
RxDx  software  for  loan 

• Specialty  board  review 
programs 

TMA  Library. 

The  smart  choice 
for  CME  credit. 

For  more  information, 
call  (800)  880-1300 
or  (512)  370-1552. 
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NEWSMAKERS 


Retired  Lubbock  pediatrician  Robert 
Carr,  MD,  received  the  Hippocratic 
Aw^ard,  the  highest  honor  given  by 
the  Lubbock-Crosby-Garza  County 
Medical  Society. 

Weatherford  physician  Jack  L. 
Eidson,  MD,  was  named  Texas  Fami- 
ly Physician  of  the  Year  by  the  Texas 
Academy  of  Family  Physicians. 

Chester  W.  Fink,  MD,  professor  of 
pediatrics  at  The  University  of  Texas 
Southwestern  Medical  Center  in 
Dallas,  was  elected  chairman  of  the 
Committee  for  Pediatric  Rheumatol- 
ogy of  the  International  League  of 
Associations  for  Rheumatology. 

Daniel  W.  Foster,  MD,  chairman  of 
internal  medicine  at  The  University 
of  Texas  Southwestern  Medical  Cen- 
ter in  Dallas,  was  elected  secretary- 
treasurer  of  the  Association  of  Profes- 
sors of  Medicine. 

Thomas  N.  James,  MD,  president  of 
The  University  of  Texas  Medical 
Branch  at  Galveston,  received  the 
Einthoven  Award  from  the  University 
of  Leiden  (Netherlands)  for  his  contri- 
butions to  the  fundamental  and  clini- 
cal aspects  of  cardiology  worldwide. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  office  of,  or  honors 
from,  a national  or  state  organization;  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine,  401  W 13th  St,  Austin,  TX 
78701;  fax  (512)  370-1632. 


Recognized  for  his  contribution  to  the 
field  of  headache  management,  Hous- 
ton neurologist  Ninan  T.  Mathew, 
MD,  was  invited  to  speak  at  the  inau- 
gural meeting  of  the  Argentinian 
Headache  Society  in  Buenos  Aires. 

Mike  McKinney,  MD,  Austin,  was 
named  vice  president  and  medical  di- 
rector of  the  National  Heritage  Insur- 


Thomas  N.  James,  MD 


Ninan  T.  Mathew,  MD 


Rx:  a good  laugh 

An  ounce  of  humor  is 
worth  a pound  of  dry,  technical 
prose  in  one  Galveston  urolo- 
gist’s book.  In  fact,  Michael 
Warren,  MD,  author  of  the  tongue- 
suppressor-in-cheek  guide  for  pa- 
tients, Surviving  Your  Health  Care,  in- 
jects most  of  his  writing  with  a dose 
of  the  best  medicine  — laughter. 

Despite  chapter  titles  such  as 
“Hospitals  are  worth  considering 
when  planning  a move,”  Dr  Warren  insists  Surviving  is  more  factual 
than  funny. 

“Topics  include  how  to  choose  a doctor  and  when  to  get  a second  opin- 
ion,” Dr  Warren  said.  “It’s  a very  appropriate  book  for  anybody  who  will 
ever  get  sick.” 

Surviving  includes  an  extensive  questionnaire  that  patients  can  answer 
and  give  to  their  physicians. 

“The  book  is  also  designed  to  be  a help  for  the  physician,”  he  said.  “If  pa- 
tients do  what  they’re  supposed  to  with  this  book,  when  they  do  visit  their 
physicians,  the  interaction  will  be  much  smoother  and  easier.” 

The  health-care  guide  follows  Dr  Warren’s  two  other  literary  belly  laughs, 
and  all  were  printed  by  his  Ledero  Press.  Deer  Dad  presents  his  comic  mus- 
ings  on  deer  hunting,  and  That's  Only  the  Downpayment:  A Survival  Manual 
for  the  Father  of  the  Bride  prepares  the  reader  for  the  funny  and  fiscal  aspects 
of  marrying  off  a daughter. 
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ance  Company,  the  Medicaid  carrier 
in  Texas. 

Tyler  physician  William  Moore,  MD, 

was  named  Emergency  Medical  Ser- 
vices Medical  Director  of  the  Year  by 
the  Texas  Department  ol  Health. 

Edward  A.  Morgan,  MD,  of  Austin, 
was  elected  to  the  board  ol  directors  of 
the  American  Urogynecologic  Society. 

Ronald  Peter  Rapini,  MD,  a Lub- 
bock dermatologist,  was  appointed 
chairman  of  the  department  of  der- 
matology at  the  Texas  Tech  Universi- 
ty Health  Sciences  Center. 

Eugene  T.  Tragus,  a Dallas  emer- 
gency medicine  physician,  was  hon- 
ored with  the  establishment  of  The 
Dr  Eugene  Tragus  Chair  in  Molecu- 
lar Cardiology  at  The  University  of 
Texas  Southwestern  Medical  Center. 

DEATHS 


George  B.  Allen,  MD,  78;  Tyler; 
Baylor  College  of  Medicine-Dallas, 
1941;  died  November  27,  1993. 

John  B.  Bryson,  MD,  72;  Bel  Air, 
Md;  The  University  of  Texas  South- 
western Medical  Center,  1945;  died 
December  28,  1993. 

William  R.  Calland,  MD,  78;  Austin; 
Ohio  State  University  College  of  Med- 
icine, 1940;  died  November  22,  1993. 

James  Rollins  Curbo,  MD,  78; 


Houston;  Baylor  College  of  Medi- 
cine-Dallas, 1941;  died  December 
19,  1993. 

Roy  N.  Davis,  MD,  75;  San  Antonio; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1942;  died  Oc- 
tober 23,  1993. 

Richard  Howard  Eckhardt,  MD,  88; 

San  Antonio;  The  University  of 
Texas  Medical  Branch  at  Galveston, 
1931;  died  November  29,  1993. 

M ario  Alberto  Elizondo,  MD,  39; 

Dallas;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1986; 
died  December  10,  1993. 

James  H enry  Goodson,  MD,  68; 

Dripping  Springs;  The  University  of 
Texas  Southwestern  Medical  Center, 
1951;  died  December  5,  1993. 

Adam  D.  Green,  MD,  82;  Dallas; 
The  University  ol  Texas  Medical 
Branch  at  Galveston,  1944;  died  Oc- 
tober 22,  1993. 


John  Michael  Hogan,  MD,  66;  Cor- 
pus Christi;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1967; 
died  November  14,  1993. 

Richard  H.  Jackson,  MD,  68;  Hous- 
ton; Havana  Medical  School,  Cuba, 
1949;  died  November  17,  1993. 

Lawrence  G.  Livingston,  MD,  87; 

Mesquite;  Washington  University 
School  of  Medicine,  1930;  died  No- 
vember 16,  1993. 

Robert  S.  Mallard,  MD,  101;  Eort 
Worth;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1921; 
died  November  23,  1993. 

Melvin  Lynn  Price,  MD,  62;  Pasade- 
na; The  University  ol  Texas  Medical 
Branch  at  Galveston,  1962;  died  De- 
cember 5,  1993. 

W.  Tryon  Robinson,  MD,  81;  Bellaire; 
Tulane  University  School  of  Medicine, 
1939;  died  November  22,  1993. 
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TMLT.  Your  Performance  Trust  for  Fifteen  Years. 


1 W4.  A '>ear  to  Olehrate!  Created  in  I97d  l)y  rexas  Medical  Association  and  hexidcjuartcn'd 
in  Austin,  Texas  Medical  Lial)ility  1 rust  is  firowin*;  into  its  filteentli  year  ol  protecting  Pexas 
physicians  with  [nolcssional  medical  liahilitv  insurance.  Our  policyholders  place  a high  value 
on  IMId ’s  medical  liahilitv  coverage  hacked  hy  strong  financials,  innovative  proactive  risk 
management  |)rograms.  and  outstanding  claim  management  and  deiense.  FMLT  values  the  concerns 
ol  Texas  physicians,  .so  we  keep  abreast  of  tho.se  state  and  national  legislative  issues  alleeting  them. 

It  is  easy  to  see  why  so  many  dexas  |)hysieians  choose  'FMlir  value!  ^XeVe  proud  ol  our 
pertormanee  these  past  tilteen  years  and,  in  some  ways,  we  re  right  w here  we  started— hen*  in  dVxas 
protecting  only  Texas  physicians.  (!hoose  "PMld  . Your  Pei  lormanee  Trust! 

For  a eoveragi'  jnoposal  or  liirther  information,  please  call  l-8()()-.58()-86.'58  or  I -.5 12-4.54-6781. 


treated  and  Etulorst'd  hy  d'exas  Medical  Association 
F.ndorsed  liy  tlie  d’exas  Academy  of  Family  Plivsicians 
6210  Highwav  200  Fast,  Suite  400  • Austin,  dVxas  78723-10.57 
I'.O.  Box  14746  • Austin,  Texas  78761-4746 
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The  pangs  of  prophets 

OK,  so  now  we  know  the  future.  What  do  we  do  about  iK 

V>\  Mark  R l c:  I l a R I > S o N , Associate  editor 


Who  among  us,  at  one 

time  or  another,  hasn’t 
wished  for  the  ability 
to  foretell  the  future? 
To  know  what  challenges  lie  ahead  for  us 
or  our  loved  ones;  to  know  how  long  we 
will  live;  to  know  whether  or  not  we  will 
be  wealthy;  perhaps  even  to  know 
whether  the  stock  market  will  rise  or  fall. 

Stockbrokers  and  economists  aside,  most  of  the  for- 
tune-telling going  on  these  days  can  be  read  about  in  the 
tabloids  at  the  supermarket  checkouts. 

But  with  the  advent  of  genetic  testing,  physicians  will 
be  thrust  — willingly  or  not  — into  the  role  of  prophets, 
according  to  Harold  Y.  Vanderpool,  PhD,  ThM.  Know- 
ing which  team  will  win  the  Super  Bowl  is  one  thing,  but 
knowing  that  your  young  patient  is  likely  to  develop  a fa- 
tal disease  in  his  40s  is  another  matter  entirely,  he  says. 

“Modern  physicians  face  the  same  dilemma  as  did  the 
prophets  like  Jeremiah  in  the  early  Hebrew  text,  who 
knew  the  future  and  agonized  over  it,”  said  Dr  Vander- 
pool, who  will  present  a seminar,  “The  Pangs  of  Prophets: 
Perspectives  on  the  Ethics  of  Genetic  Testing,”  during  the 
Texas  Medical  Association’s  127th  Annual  Session  on 
May  12—15  in  Austin. 

Dr  Vanderpool’s  seminar  will  be  a part  of  the  Internal 
Medicine  Symposium  presented  from  9 am  to  4 pm  on 
Thursday,  May  12.  More  than  200  scientific  programs  are 
scheduled  during  the  4-day  session  at  Austin’s  new  con- 
vention center,  which  is  expected  to  draw  more  than 
2,500  physicians  from  around  the  state. 

Dr  Vanderpool  is  a professor  of  history  and  philosophy 
of  medicine  at  The  University  of  Texas  Medical  Branch  at 
Galveston’s  Institute  for  the  Medical  Humanities.  He 
holds  a doctorate  of  philosophy  in  American  and  religious 
studies,  as  well  as  a doctorate  of  theology  in  the  history  of 
medicine  and  medical  ethics. 

“Where  can  we  find  insight  and  perspective  for  exercis- 


ing our  responsibilities  when  we  are  capable  of  prognosti- 
cating or  foretelling  future  outcomes?”  he  asked.  “As  the  sci- 
ence of  genetics  advances,  the  dilemmas  faced  by  physicians 
will  also  increase.  There  are  going  to  be  many  prolound 
questions  in  this  area  that  society  will  have  to  resolve.” 

The  Human  Genome  Project,  a 15-year,  multimillion- 
dollar  program  sponsored  by  the  National  Institutes  of 
Health,  is  designed  to  map  the  entire  human  genome, 
providing  the  first  clear  set  of  instructions  on  the  human 
genetic  makeup.  As  more  of  the  mysteries  of  the  human 
genome  are  unraveled,  more  tests  to  determine  genetic 
conditions  and  preconditions  will  be  developed,  and  the 
ethical  dilemmas  connected  to  them  are  expected  to  grow. 

The  future,  of  course,  is  already  here  in  the  form  ol 
tests  that  can  be  given  to  determine  if  a person  will  devel- 
op Huntington’s  and  other  related  diseases.  Several  similar 
tests  are  close  to  viability. 

“The  issue  is  focused  on  the  physician-patient  relation- 
ship, but  it  has  much  broader  implications  for  society,”  Dr 
Vanderpool  said.  “There  are  issues  of  patient  consent  and 
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legal  liability,  as 
well  as  potential 
discrimination 
by  employers 
and  insurers.” 

As  both  a pro- 
fessor of  medical 
ethics  and  doctor 
of  theology,  he 
sees  many  paral- 
lels between  the  predicament  faced  by 
modern  physicians  and  biblical 
prophets. 

Dr  Vanderpool  notes  that  the  de- 
bate is  also  fueled  by  the  diverse  reli- 
gious perspectives  influencing  how 
people  make  important  decisions  re- 
garding their  medical  care  and  that 
of  others.  “The  issues  of  religion 
ought  to  play  a greater  role  in  med- 
ical education,  because  more  often 
than  we  realize,  religion  plays  an  im- 
portant role  in  patients’  decision- 
making,” he  said. 

Other  noteworthy  topics  to  be  ad- 
dressed during  TMA’s  annual  session 
include  the  following: 

Occupational  Hazards  to  Physicians: 
Viruses,  Violence,  and  Sex  — This 
symposium  is  designed  to  help  physi- 
cians become  better  able  to  recognize 
and  cope  with  the  occupational  haz- 
ards encountered  on  a daily  basis. 
Seminars  include  “The  Sexually 
Provocative  Patient,”  presented 
by  Richard  R.  Irons,  MD,  of 
Minneapolis,  Minn;  “Violence:  Iden- 
tification, Patient-Physician  Interac- 
tion, and  Treatment,”  by  Richard  L. 
Weddige,  MD,  and  Allan  T.  Hanretta, 
MD,  PhD,  both  of  Lubbock;  and  “Vi- 
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ral  Infections  in  the  Workplace  A-Z: 
Akabane  to  Zelga  Virus,”  by  James  M. 
Goodrich,  MD,  PhD,  of  Houston. 

Pain  Symposium  — Presented  by  the 
Texas  Pain  Society  and  the  Texas  Can- 
cer Pain  Initiative,  seminar  topics  will 
include  “Ethical  Considerations  in  the 
Treatment  of  Patients  With  Pain,”  pre- 
sented by  Roy  Martin,  ThD,  of  Fort 
Worth;  “What  Do  We  Do  When  Pain 
Is  the  Disease?”  by  Darrell  L.  Tanelian, 
MD,  PhD,  of  Dallas;  and  “The  Com- 
prehensive Treatment  of  Pain  in  Sickle 
Cell  Disease,”  by  Richard  Payne,  MD, 
of  Houston. 

Psychiatry  Symposium  — This  sym- 
posium will  discuss  current  trends  in 
all  types  of  practice.  Topics  include 
“The  Best  and  the  Worst  of  Public 
Psychiatry,”  presented  by  William  H. 
Reid,  MD,  of  Austin;  “The  Best  and 
the  Worst  of  Private  Psychiatry,”  by 
Doyle  I.  Carson,  MD,  of  Dallas;  and 
“The  Best  and  the  Worst  of  Academ- 
ic Psychiatry,”  by  A.  John  Rush,  Jr, 
MD,  of  Dallas. 

How  the  Allergist  Can  Use  the  Me- 
dia to  Promote  Public  Health  Issues 

— Presented  by  James  H.  “Red” 
Duke,  MD,  of  Houston,  this  session 
will  explore  some  of  the  ways  physi- 
cians and  educators  can  use  the  media 
to  inform  a broad  audience,  as  well  as 
give  tips  on  avoiding  the  pitfalls  of 
generalized  medical  information. 

For  more  information  on  TMA’s 
annual  session,  see  the  registration  in- 
formation beginning  on  p 33. 


Researchers  issue 
glowing  report 
on  calcium’s  effect  in 
blood  vessels 

By  Mark  Richardson 
Associate  editor 


Researchers  at  Texas 
A&M  University’s  Health 
Science  Center  have  devel- 
oped a new  technique  to 
confirm  that  changes  in  the  level  of 
calcium  in  the  bloodstream  can  dra- 
matically alter  blood  vessel  diameter 
and  blood  pressure. 

Using  a high-powered  microscope, 
an  extremely  sensitive  video  camera 
controlled  by  a computer,  and  phos- 
phorescent dye  to  isolate  calcium,  sci- 
entists at  A&M’s  Microcirculation 
Research  Institute  have  given  medi- 
cine a powerful  new  tool  to  study  the 
how’s  and  why’s  of  hypertension. 

Jeff  Falcone,  PhD;  Lih  Kuo,  PhD; 
and  Gerald  A.  Meininger,  PhD,  collab- 
orated on  the  research.  A significant  as- 
pect of  their  work  is  that  they  were 
able  to  observe  the  effects  of  calcium  in 
an  actual  blood  vessel  (from  a rat) 
rather  than  a cell  culture.  Their  find- 
ings were  published  late  last  year  in  the 
American  Journal  of  Physiobgy. 

“We  were  able  to  observe  the  dila- 
tion of  a blood  vessel  through  both 
the  use  of  chemical  stimulation  and 
through  increased  blood  flow,”  Dr 
Meininger  said.  “Our  results  show  a 
definite  correlation  between  calcium 


Harold  Y.  Vanderpool, 
PhD,  ThM 
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Gerald  A.  Meimnger, 
PhD,  in  his  lab  at  the 
Microcirculation  Re- 
search Institute  at  Texas 
AdrAI  University's 
Health  Science  Center. 


concentration  levels  in  the  vascular 
smooth  muscle  cells  and  the  contract- 
ing or  relaxing  of  the  blood  vessel.” 

Calcium  has  long  been  known  to 
be  involved  in  regulating  many  phys- 
iological processes  involving  cells,  ac- 
cording to  Dr  Meininger,  who  adds 
that  scientists  have  suspected  that 
calcium  plays  a key  role  in  the  behav- 
ior of  microscopic  blood  vessels. 

To  track  the  changes  in  calcium 
levels  that  occur  inside  individual 
cells,  Dr  Meininger  and  his  col- 
leagues tagged  calcium  molecules 
with  a fluorescent  dye  that  can  be  de- 
tected with  special  video  cameras. 
These  cameras,  coupled  with  a high- 
powered  microscope,  allowed  the  re- 
searchers to  determine  the  amount  of 
calcium  in  the  endothelial  cells  and 
vascular  smooth  muscle  cells  of  in- 
tact microscopic  blood  vessels. 

In  hypertension,  these  microscop- 
ic arteries  are  usually  constricted 
more  than  normal,  he  says,  adding 
that  the  increased  constriction  is 
probably  produced  by  some  inability 
of  the  vascular  smooth  muscle  cells 


to  regulate  their  calcium  levels. 

Dr  Meininger  says  the  Texas 
A&M  research  team  had  to  “invent” 
the  technology  it  used  to  study  the 
microscopic  blood  vessels. 

“When  we  started  looking  into 
this,  there  really  wasn’t  a single  piece 
of  equipment  available  that  could  be 
used  to  image  the  microscopic  blood 
vessels,”  he  said.  “So  we  ended  up 
taking  a microscope  from  here,  a 
video  camera  from  there,  a computer 
from  somewhere  else,  and  putting 
them  all  together  to  be  able  to  study 
what  we  wanted.” 

Success  has  its  imitators. 

“Now  that  we  have  done  this, 
there  are  a couple  of  companies  that 
have  begun  marketing  integrated  de- 
vices that  can  do  it,”  he  said,  “but 
they  sure  weren’t  around  when  we 
needed  them.” 

Dr  Meininger  says  that  the  next 
step  in  his  group’s  research  is  to  devel- 
op a three-dimensional  display  of  the 
blood  vessel  to  get  an  even  more  accu- 
rate picture  of  the  inner  workings  of 
calcium  and  smooth  muscle  cells.  ★ 


“The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 

The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
option  for  the  billing  needs  of 
physicians.  Provider  Financial 
Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  of  your  AIR 
Maximize  revenue 

Reduce  reimbursement  time 

Reduce  overhead  at  least  30% 

Increase  staff  productivity 

“P.F.SJ.  takes  the  burden 
of  billing  off  your  mind 
without  taking  the  control 
out  of  your  hands!” 

Call  us  today! 
(800)  766-5405 
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: Legislative  Affairs 

I Changing  of  the  guard 

j Houston  physician/attorney  hired  to  lead 
\ Board  of  Medical  Examiners  staff  into  a new  era 

; By  Ken  O R T O L O N , Associate  editor 


ruce  A.  Levy,  MD,  JD,  recently  sat  amid  a 
group  of  out-of-state  physicians  who  had  just 
completed  the  requirements  to  get  their 
Texas  medical  licenses.  Scanning  the  expec- 
tant faces  about  him,  Dr  Levy  imparted  a piece  of  fatherly 
advice:  Talk  to  your  patients  and  listen  to  their  concerns, 
and  you  probably  can  avoid  seeing  me  again  under  less 
pleasant  circumstances. 

As  the  new  executive  director  of  the  Texas  State  Board 
of  Medical  Examiners  (TSBME),  Dr  Eevy  probably  is  the 
one  medical  colleague  these  physicians  hope  never  to  hear 
from  again  because  his  job  is  to  investigate  and  discipline 
any  doctors  accused  of  violating  the  Medical  Practice  Act. 

Dr  Eevy,  47,  takes  over  as  the  top  staff  person  for  the 
board  that  licenses  and  disciplines  physicians  at  a crucial 
point  in  the  agency’s  existence.  Last  year,  the  board  sur- 


in  the  job,  he  says,  because  he  will 
understand  the  fine  points  of  both 
the  medical  and  the  legal  issues  the 
board  deals  with.  “My  lawyers  won’t 
have  to  spoon-feed  me  the  legal 
stuff,”  he  said. 

His  legal  background,  combined 
with  the  strong  impression  he  made 
on  board  members  during  his  inter- 
view, probably  won  Dr  Levy  the  job. 

John  Lewis,  MD,  Houston,  TSBME 
president  and  a member  of  the  search  committee  that  se- 
lected Dr  Levy,  says  members  of  the  search  committee 
were  leaning  toward  hiring  a nonphysician  as  executive  di- 
rector. In  fact,  several  of  the  five  finalists  were  nonphysi- 
cians, Dr  Lewis  says. 

“The  feeling  of  most  of  the  members  of  the  search  com- 
mittee was  to  back  a nonphysician,”  Dr  Lewis  said.  “But 
his  presentation  was  outstanding.  His  priorities  about  what 


Xkk  j , ,4  — 

vived  a grueling  sunset  review  process  he  wanted  to  do  in  the  job  were  almost 


ii\ 


during  which  it  faced  repeated  criti 
cism  that  physician  cronyism  was  pre- 
venting it  from  truly  protecting  pa- 
tients from  incompetent  doctors. 

Now  the  board  has  new  leadership  — 
both  on  the  board  itself  and  at  the 
staff  level  — and  a new  drive  to  show 
the  Texas  Legislature  and  the  public 
that  such  charges  are  untrue. 

That  mission  could  be  quite  a 
challenge,  but  Dr  Levy  is  used  to 
challenges.  After  a successful  career  as  an  anesthesiologist. 
Dr  Levy  was  forced  to  give  up  his  active  practice  because 
of  health  problems.  Accepting  the  situation  as  a challenge 
rather  than  a defeat,  he  embarked  on  a new  career  by  en- 
rolling in  the  University  of  Houston  School  of  Law.  He 
graduated  in  1992  and  set  up  his  legal  practice  in  Hous- 
ton. He  was  lured  to  Austin  by  the  challenges  he  saw  at 
the  Board  of  Medical  Examiners. 

“I  took  this  job  because  I believe  my  medical  and  legal 
backgrounds  bring  unique  skills  to  the  position  of  execu- 
tive director,  ” Dr  Levy  said.  Those  skills  will  be  an  asset 


I took  this  job 
because  I believe 
my  medical  and  legal 
backgrounds  bring 
unique  skills  to 
the  position  of 
executive  director.” 


identical  to  those  of  the  board  mem- 
bers. There  were  four  of  us  who  imme- 
diately were  turned  around.” 

Board  member  Regina  Kyles,  MD, 
Houston,  TSBME  vice  president  and 
also  a member  of  the  search  committee, 
likewise  was  impressed  by  Dr  Levy’s 
dual  credentials.  “Because  of  his  legal 
background,  coupled  with  his  medical 
background,  I felt  he  was  a logical 
choice  for  spearheading  implementation 
of  Texas’  visionary  new  Medical  Practice  Act,  she  said.  Lur- 
thermore,  he  also  established  as  goals  the  improvement  of  the 
licensure  and  disciplinary  areas  of  the  board  to  ensure  the  de- 
livery of  quality  medical  care  in  Texas. 

While  Dr  Levy  believes  the  board  has  done  a credible 
job  of  protecting  patients,  the  public  perception  that  came 
out  of  last  year’s  sunset  process  was  that  infighting  among 
board  members  and  personality  conflicts  between  board 
member  Cindy  Jenkins  and  former  Executive  Director 
Homer  Goehrs,  MD,  prevented  the  agency  from  operat- 
ing effectively.  Mrs  Jenkins  supported  Dr  Levy’s  selection. 


i8 


TEXAS  MEDICINE  ★ MARCH  1994 


J I M 


Legif ‘Stive  vffairs 


Vital  statistics 


Bruce  A.  Levy,  MD,  JD 


and  Dr  Lewis  believes  that  will  go  a 
long  way  toward  “keeping  everyone 
on  the  same  page.” 

Dr  Levy  embarks  on  his  new  du- 
ties with  a multitiered  mandate  from 
his  new  employers.  “The  mandate  I 
received  from  the  board  was  to  make 
the  agency  as  efficient  as  I can,  be 
fair  and  supportive  of  physicians, 
and,  most  importantly,  protect  the 
public,”  he  said. 

Accomplishing  all  three  tasks  won’t 
be  easy.  Dr  Levy  faces  many  of  the 
same  problems  that  confronted  his 
predecessor:  a huge  increase  in  out-of- 
state  physicians  seeking  Texas  licenses, 
a backlog  of  complaints  with  too  few 
investigators,  and  overwhelming  case- 
loads for  compliance  officers  charged 
with  keeping  track  of  physicians  on 
probation  because  of  drug,  alcohol,  or 
other  problems.  On  top  of  that,  the 


legislature  has  added 
new  duties:  regulating 
physician  assistants 
and  acupuncturists, 
ensuring  physician 
compliance  with  new 
mandatory  continu- 
ing medical  education 
(CME)  requirements, 
and  increasing  public 
access  to  the  board. 

Dr  Levy  and  his 
staff  are  wasting 
little  time.  A toll-free 
complaint  line  already 
has  been  established, 
and  a Spanish-lan- 
guage  complaint  line  is 
planned.  Regulations 
on  the  CME  requirement  and  a re- 
quirement that  physicians  post  notices 
of  how  to  file  complaints  with  the 
board  also  are  in  place. 

Dr  Eevy  has  other  short-term  goals 
in  mind,  as  well.  He  wants  to  see  the 
licensing  process  streamlined  and  to 
decrease  the  time  it  takes  to  investi- 
gate and  resolve  complaints.  Another 
goal  is  to  achieve  more  consistency  in 
the  board’s  disciplinary  actions.  To  ac- 
complish all  this.  Dr  Eevy  may  have 
to  go  to  the  legislature  for  more  fund- 
ing, a fight  Dr  Goehrs  also  waged. 

“We  can  always  use  another  attor- 
ney, a couple  more  investigators,  and 
another  compliance  officer,”  Dr  Eevy 
said.  “These  are  areas  where  we  ex- 
pect to  see  increased  workload.” 

Meanwhile,  Dr  Eevy  praises  the 
quality  of  the  existing  staff  “I  believe 
this  agency  has  many  hardworking, 
dedicated  people  who  want  to  see  that 


Bruch  Ai.len  Levy,  MI),  JD 

Born 

januaty  13,  1947,  Philadelphia,  Pa 

Education 

Medical  degree,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia,  1971 

l.aw  degree.  University  of  Houston  School 
of  Law,  1 992 

Surgical  internship,  Hahnemann  Medical 
College  and  Hospital,  1971-1972 

Anesthesiology  residency,  Hahnemann 
Medical  College  and  Hospital,  1972—1973 

Pain  and  acupuncture  fellowship,  Hahne- 
mann Medical  College  and  Hospital, 

1973- 1974 

Anesthesiology  residency.  University  of 
Washington  School  of  Medicine,  Seattle, 

1974- 1975 


doctors  are  well  served  and  that  the 
public  is  well  protected,”  he  said. 
“With  limited  resources,  they’ve  done 
a very  good  job  of  meeting  those  aims. 

“In  my  opinion,  we  are  now  at  a 
point  where  we  can  improve  on  that, 
to  get  to  a higher  level  of  productivi- 
ty for  all  involved.” 

While  protecting  the  public  is  the 
primary  responsibility  of  the  TSBME, 
Dr  Eevy  says  the  board  also  should 
work  to  instill  public  confidence  in 
the  medical  profession.  “The  board 
serves  a very  important  function  be- 
sides the  basic  functions  of  licensure, 
discipline,  and  CME,”  he  said.  “The 
board  should  be  a positive  force  to 
display  physicians  in  a positive  light, 
to  show  they,  too,  want  to  protect  the 
consumers  of  this  state.”  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association ‘s  stance  on  state  legislation  are  defined  as  "legisLitive 
advertising,"  according  to  Texas  Govt  Code  Ann  §305.027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine.-  Robert  G.  Mickey,  Executive 
Vice  President.  TMA,  401  W 1 5th  St,  Austin,  TX  78701. 
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Medical  Office  Management 
Software  for  the  Macintosh® 

TessSystem  Three™ 


Manage  your  medical  practice  efficiently  with  the  TessSystem  Three. 
Our  comprehensive  software  for  the  Macintosh  computer  can  be  used  in 
single  or  multi-doctor  medical  practices  with  a single  or  multi-workstation 
setup.  TessSystem  Three  is  flexible,  and  very  easy  to  install  and  use. 
Some  of  its  many  valuable  capabilities  include: 

• Insurance  Billing 

• Automated  Patient  Billing 

• Accounts  Receivable  Aging 

• Insurance  Payment  History  Analysis 

• Fast  T ransaction  Entry  System 

• Easy-to-use  Menus  & Buttons 

• Data  Entry  Validation  of  Common  Fields 

• Guarantor  & Employer  Information 

• Patient  Transaction  History  at  Your  Fingertips 

• Productivity  & Efficiency  Analysis 

• Customized  Report  Generation 

• Daily  Audit  Reports 

• Graphic  Business  Reports 

• Electronic  Insurance  Claims  (Optional  module) 


Please  contact  us  today  to  receive  more  information: 

Tess  Data  Systems,  Inc. 

14340  Torrey  Chase  Blvd,  Ste  340 
Houston,  TX  77014  - 1021 

1 - 800  - 218  - TESS  or  (713)  440  - 9995 


HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Houston's  leading  federal 
criminal  defense  attorneys,  Douglas  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  indi\'iduals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNahh 
also  represents  individuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation, 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail/wire  fraud  crimes,  environmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 

Mr.  McNabb  has  been  involved  in  numerous 
high  profile  cases  that  have  been  the  subject  of  several  books  and  mendes.  He  is  licensed 
to  practice  before  the  U.S.  Supreme  Court  and  other  federal  courts  throughout  the 
United  States.  Mr.  McNabb  is  a member  of  the  Houston  and  Federal  Bar  Associations, 
State  Bar  of  Texas,  National  Association  of  Criminal  Defense  Lawyers,  and  the  Texas 
Criminal  Defense  Lawyers  Association.  He  is  also  a member  of  various  Masonic  organi- 
zations including  Arabia  Shrine  and  Scottish  Rite.  Mr.  McNabb's  offices  are  located  on 
the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of  downtown  Houston.  Phone 
(713)  237-0011. 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


REFORM 

WATCH 


Your  Toll-Free  TMA  Link 
to  Health-System  Reform 


(800)  880-7033 


15^  re  you  concerned 
about  how  health-system 
reform  might  affect  your 
patients  and  your  practice? 
Then  keep  informed  of  the 
latest  news  on  the  reform 
debate  by  calling 
ReformWatch,  “Your  Toll- 
Free  TMA  Link  to  Health- 
System  Reform”,  at  (800) 
880-7033.  ReformWatch, 
sponsored  by  Texas 
Medical  Association,  will 
feature  weekly  newscasts 
updated  at  5 p.m.  each 
Friday.  The  newscasts  will 
carry  breaking  news  about 
congressional  action, 
implementation  of  state- 
level  reforms,  TMA  and 
AMA  lobbying  activities 
and  much  more. 


Tfex 


TfexasMedical 

Association 


Focused  by  a collimator  helmet, 
narrow  beams  of  ionizing  gamma 
j radiation  are  crossjired  through 
a target  within  the  cranium  to 
necrose,  thrombose,  or  inactivate 
abnormal  tissue. 


amma  Knife  radiosurgery 
doesn’t  requite  the  fXDoeduies 
of  conventional  craniotomy. 
Such  as  shaving  the  head.  Incising  and 
retracting  the  scalp.  Opening  the  skull. 
It’s  a less  invasive  form  of  neuiosuigery 
that’s  appropriate  for  many  patients. 

Over  the  past  25  years,  this  unique 
treatment  modality  has  proven  eflFec- 
tive  for  a variety  of  brain  disorders, 
including  AVMs,  meningiomas,  meta- 
static tumors,  and  acoustic  neuromas. 
It  requires  no  incision.  Only  local 
anesthetic.  And  most  patients  go  home 
the  next  day. 


The  advantages.’  Less  risk  of  infec- 
tion or  bleeding.  Shorter  recovery.  Less 
costly  hospitali2ation.  No  hair  loss. 
Those  are  headaches  some  patients  can 
easily  do  without. 

Physicians  at  Presbyterian  Hospital 
of  Dallas  have  used  the  gamma  knife 
successfully  for  more  than  three  years. 
It  represents  the  advanced  expertise  in 
neurosdenoes  available  at  Presbyterian 
today.  For  more  infonnation  or  patient 
referrals,  please  call  1-800-800-4PHD. 

Presbyterian 
Hospital  of  Dallas 

A Member  of  Presbyterian  Healthcare  System 


Medical  Economics 


RBRVS  revisited 

Midterm  report  card  shows  Medicare  payment 
system  still  has  problems 

By  Mark  Richardson,  Associate  editor 


t may  seem  like  yesterday’s  news,  given  current 
events  in  the  medical  world,  but  the  introduction 
2 years  ago  of  Medicare’s  resource-based  relative 
value  scale  (RBRVS)  payment  system  is  still  being 
felt  in  physicians’  offices  — and  on  their  bottom  lines. 
And,  experts  warn,  the  full  measure  of  its  influence  will 
not  be  felt  for  2 more  years. 

The  system,  designed  to  reform  a long-standing  pay- 
ment scheme  considered  both  Byzantine  and  unfair  by 
many  in  medicine,  went  into  effect  on  January  1,  1992,  to 
be  phased  in  gradually  until  January  1,  1996.  At  the  mid- 
point of  the  4-year  period,  physicians,  economists,  and 
others  are  saying  that  although  some  of  its  problems  are 
being  corrected,  the  RBRVS  system  still  has  major  flaws. 

“The  general  concept  of  the  RBRVS  system  is  a fair 
approach,  if  they  could  just 
get  the  numbers  right,” 
said  Robert  Donald,  MD, 
a Houston  internist 
who  chairs  TMA’s 
Council  on  Socioeco- 
nomics. “But  we  sti 
have  a lot  of  problems 
with  the  GPCIs  (geo- 
graphical practice  cost  in 
dexes),  and  there  are  some 
specific  RVUs  (relative  value 
units)  we’re  still  working  to  get 
straightened  out.” 

According  to  David  Marcus 
PhD,  Texas  Medical  Association’s 
director  of  health-care  financing, 
those  medical  specialists  who  ex- 
pected to  see  a drop  in  their 
Medicare  revenues  have  indeed  seen 
the  expected  cuts  — and  then  some. 

“Specialties  like  cardiology,  gastroen 
terology,  and  anesthesiology  have  been  hit 
the  hardest,”  he  said.  “Some  specialists  have 


seen  huge  drops  in  the  amount  of 
money  they  are  getting  in  Medicare 
reimbursements  in  the  past  2 years.” 

But,  Dr  Marcus  says,  RBRVS  has 
failed  to  deliver  on  its  other  promise 
— to  increase  fees  for  primary  care 
physicians. 

“Some  family  practitioners  have 
seen  a modest  increase  in  their  fees, 
but  some  others,  particularly  internal 
medicine  physicians,  have  yet  to  see  much  of  an  increase, 
and  some  report  their  revenues  have  actually  fallen.” 

Good  intentions  gone  awry 

Reed  Tinsley,  CPA,  a health-care  specialist  with  the  con- 
sulting firm  of  Haynes  O’Neal,  says  RBRVS  has  been  a 
major  disappointment  for  most  of  his  clients. 

“The  main  problem  is  that 
RBRVS  was  supposed  to  shift  re- 
imbursement away  from  special- 
ists into  the  hands  of  the  prima- 
ry care  doctors,”  he  said.  “So  far, 
our  clients  have  not  seen  that 
big  of  an  increase  in  primary 
care  reimbursement,  at  least 
not  as  big  as  they  expected.” 

He  says  that  while  RBRVS 
probably  has  met  expecta- 
tions as  far  as  cost  contain- 
ment is  concerned,  its  origi- 
nal intent  has  not  been  met. 

The  RBRVS  system  as- 
signs a relative  value  to  each 
medical  service  or  proce- 
dure. To  determine  a physi- 
cian’s payment  for  provid- 
ing that  service.  Medicare 
takes  the  relatiye  value  of 
the  service  and  modifies  it  by 
applying  GPCIs  for  the  physi-  £ 
cian’s  work  location,  office  overhead,  2 

Q 

and  malpractice  insurance  costs.  The  result  is  multi-  S 
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“Having  multiple  conversion  factors 
pretty  much  dilutes  the  original  purpose 
of  assigning  relative  values  to  every  service  and 
procedure.  It  throws  the  entire 
system  out  of  balance.” 


plied  bv  a national  conversion  factor  to 
arrive  at  a monetary  payment. 

Or  at  least  originally  there  was  a 
single,  national  conversion  factor  for 
all  Medicare  payments.  In  1993,  one 
conversion  factor  became  two,  with 
separate  rates  for  primary  care  and 
surgery.  Then,  in  1994,  two  became 
three,  with  conversion  factors  for  pri- 
mary care,  surgical  services,  and  oth- 
er nonsurgical  services. 

“Having  multiple  conversion  fac- 
tors pretty  much  dilutes  the  original 
purpose  of  assigning  relative  values  to 
every  service  and  procedure,”  Dr 
Marcus  said.  “It  throws  the  entire  sys- 
tem out  of  balance.  But  then,  none  of 
us  really  expected  the  government  to 
keep  its  promises  anyway.” 

Since  RBRVS  was  put  in  place  in 
1992,  organized  medicine  has  man- 
aged to  get  two  major  flaws  in  the 
system  corrected.  In  late  1993,  after 
2 years  of  heavy  lobbying  by  the 
American  Medical  Association, 
TMA,  and  others.  Congress  ap- 
proved a measure  reinstating  pay- 
ments for  interpretations  of  electro- 
cardiograms (ECGs)  and  removing 
the  measure  giving  “new”  physicians 
(meaning  those  new  to  Medicare) 
lower  payments. 

The  legislative  victories  came  at  a 
cost,  however,  as  the  Health  Care  Fi- 
nancing Administration  (HCFA) 
merely  diluted  RBRVS  payments  for 
primary  care  to  find  the  extra  funds 
to  pay  for  FCGs  and  equalize  fees  for 
new  physicians. 

“Basically,  they  have  the  same  size 
pie,”  said  Dr  Donald,  “and  any  time 
we  do  something  to  change  the  way 


it  is  allocated,  they  are  just  going  to 
reslice  the  pie.” 

Lies,  damn  lies,  and  statistics 

The  largest  remaining  battle  for  orga- 
nized medicine  is  to  force  HCFA  to 
use  current  and  accurate  statistics  in 
determining  the  GPCIs  that  deter- 
mine Medicare  payments. 

According  to  Dr  Marcus,  the  gov- 
ernment often  used  old,  incomplete, 
or  surrogate  data  to  formulate  re- 
gional indices  when  it  originally  de- 
vised the  RBRVS  system.  In  many 
cases,  he  says,  such  data  were  all  that 
was  available. 

“Much  of  the  data  they  used  was 
very  poor,”  Dr  Marcus  said.  “In 
many  cases,  it  was  outdated  or  just 
plain  inaccurate.  The  numbers  they 
came  up  with  for  Texas  were  way  out 
of  line  with  reality.” 

TMA  and  AMA  continue  to  push 
legislation  that  would  force  HCFA  to 
use  current  and  verifiable  data  to  de- 
termine the  RBRVS  GPCIs,  and 
would  give  AMA,  state  medical  soci- 
eties, and  some  specialty  societies  a 
role  in  gathering  and  verifying  the 
data  used  by  HCFA. 

Such  a measure,  backed  by  al- 
most all  of  tbe  Texas  congressional 
delegation,  made  it  to  the  presiden- 
t’s desk  in  the  waning  days  of  the 
Bush  administration,  but  was  ve- 
toed because  it  was  part  of  an  eco- 
nomic package  President  Bush 
would  not  approve. 

A similar  bill  — though  budget 
neutral  — had  less  success  in  the 
budget-cutting  atmosphere  of  the 
1993  Congress,  as  it  was  cut  from  a 


spending  bill  during  deliberations. 

The  measure  will  be  sent  back  be- 
fore Congress  this  session,  according 
to  Kim  Ross,  TMA  director  of 
public  affairs. 

“We  will  be  looking  for  an  op- 
portunity to  work  it  into  either 
some  health-system  reform  legisla- 
tion or  a technical  corrections  bill,” 
he  said.  “It  will  be  a matter  of  what 
opportunities  present  themselves 
and  if  we  can  keep  it  from  becom- 
ing a bargaining  chip  in  a confer- 
ence committee.” 

Despite  a 2-year  period  in  which 
physicians  and  their  offices  have  had 
time  to  adjust  to  the  RBRVS  system, 
TMA  still  receives  more  complaints 
about  Medicare  hassles  than  about 
any  other  reimbursement  issue. 

“We  received  a total  of  321  com- 
plaints about  Medicare  hassles 
through  1993,  most  of  which  were 
problems  with  coding,  lost  claims, 
or  a reduction  of  billed  charges,” 
said  Dr  Marcus.  “It  took  almost 
58,000  hours  of  physicians’  staff 
time  and  more  than  15,000  hours  of 
physicians’  own  time  to  deal  with 
these  problems.” 

While  Medicare  accounts  for 
the  lion’s  share  of  many  physicians’ 
practices,  it  is  still  significant  that 
of  the  more  than  400  insurance 
companies  and  health  plans  7’MA 
has  received  complaints  about  in 
its  H assle  Factor  Fog  program. 
Medicare  accounted  for  more  than 
12%  of  the  complaints.  No  other 
company  or  plan  accounted  for 
more  than  6.5%  of  complaints 
during  the  same  2-year  period. 
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Medical  Economics 


**RBRVS  is  going  to  make  physicians 
pay  more  attention  to  the  business 
aspects  of  their  practices.  It  will  also 
force  physicians  to  market  themselves 
more  than  they  have  in  the  past.” 


Best  (and  worst)  yet  to  come 

What  do  the  final  2 years  of  the 
Medicare  phase-in  hold  for  physi- 
cians? According  to  most  experts, 
more  of  the  same. 

Mr  Tinsley  says  that  those  physi- 
cians who  have  already  begun  to  see 
cuts  in  their  Medicare  reimburse- 
ments will  continue  to  see  them  for 
the  next  2 years  until  the  program  is 
fully  phased  in. 

Projections  published  by  HCFA 
just  before  the  RBRVS  system  was 
put  in  place  show  that  by  1996,  fam- 
ily practice  physicians  should  see  a 
28%  increase  in  payments  per  service 
compared  to  1991  average  payments. 

But  those  same  projections  show 
that  by  1996,  many  specialists  will 
see  deep  cuts  in  their  reimbursement 
levels.  According  to  HCFA,  cardiolo- 
gists will  see  a 17%  cut  in  average 
payment  per  service;  gastroenterolo- 
gists, an  18%  cut;  radiologists,  a 
22%  cut;  thoracic  surgeons,  a 21% 
cut;  and  anesthesiologists,  a 27%  cut. 

While  the  current  system  of  mul- 
tiple conversion  factors  is  easing 
those  cuts  in  the  interim,  there  are 
no  guarantees  that  HCFA  will  con- 
tinue the  practice  of  giving  specialists 
a higher  boost  than  primary  care 
each  year. 

Mr  Tinsley  says  physicians  need 
to  stay  on  top  of  their  office  opera- 
tions to  make  sure  RBRVS  doesn’t 
throw  them  any  surprises. 

“It’s  an  issue  of  modeling  where 
your  practice  is  going  to  be  in  1996 
with  regard  to  Medicare  reimburse- 
ment,” he  said.  “RBRVS  is  going  to 
make  physicians  pay  more  attention 


to  the  business  aspects  of  their  prac- 
tices. It  will  also  force  physicians  to 
market  themselves  more  than  they 
have  in  the  past.” 

He  adds  that  some  physicians 
could  see  a significant  drop  in  their 
gross  revenues  unless  they  take  action 
now  to  shift  their  payor  mix  away 
from  Medicare.  “That’s  assuming  they 
can  do  that,  which  is  a big  assump- 
tion,” he  said.  “It’s  hard  in  some  spe- 
cialties to  avoid  a large  number  of 
Medicare  patients.” 

A major  concern  at  the  time 
RBRVS  was  instituted  was  whether  it 
would  remain  purely  a Medicare  pay- 
ment system  or  if  other  programs  and 
private  payors  would  adopt  it. 

As  many  predicted,  2 years  later 
the  RBRVS  payment  system  is  gaining 
widespread  use  by  insurance  compa- 
nies, health  maintenance  organiza- 
tions, preferred  provider  organiza- 
tions, and  others  to  reimburse 
physicians  in  their  plans. 

In  Texas,  a slightly  modified  ver- 
sion of  RBRVS  was  adopted  by  the 
state’s  Medicaid  program  as  a method 
to  increase  the  amount  of  reimburse- 
ment paid  to  primary  care  physicians 
under  the  plan. 

And  while  Medicaid’s  adoption  of 
RBRVS  did  initially  result  in  an  in- 
crease in  payments  to  primary  care 
physicians  and  boosted  the  number 
of  physicians  participating,  it  also  ran 
into  one  of  the  major  problems  with 
RBRVS:  the  ease  with  which  it  can  be 
used  to  control  reimbursements. 

When  the  Texas  Legislature  or- 
dered cuts  in  health  and  human  ser- 
vices budgets  in  1993,  the  cost-of-liv- 


ing increases  for  physician  payments 
were  frozen.  TMA  is  working  to  re- 
verse that  decision. 

Also  in  Texas,  Prudential  Insur- 
ance has  adopted  a relative  value  scale 
to  reimburse  physicians  participating 
in  its  many  health  plans,  and  several 
other  insurers  are  currently  studying 
whether  they  should  adopt  it. 

TMA  has  a variety  of  programs  to 
assist  physicians  and  their  office  staffs 
in  coping  with  Medicare  payments. 

A series  of  seminars  titled  “Maxi- 
mizing Your  Third  Party  Reimburse- 
ments” will  be  presented  in  April  in 
eight  cities  around  the  state.  The 
seminars,  presented  by  Harold  Whit- 
tington Associates,  concentrate  on 
coding  and  claims  issues  related  to 
Medicare  reimbursements.  For  a 
schedule  or  to  register,  contact  TMA’s 
practice  management  department  at 
(800)  880-1300,  ext  1421,  or  (512) 
370-1421. 

TMA’s  health-care  financing  staff 
also  travels  to  cities  around  the  state 
presenting  “Medicare  Mini-consulta- 
tions” in  conjunction  with  county 
medical  societies.  The  program  gives 
physicians  and  their  office  managers 
opportunities  to  discuss  specific 
Medicare  coding  and  reimbursement 
issues  one-on-one  with  TMA 
Medicare  consultants. 

Mini-consultations  will  be  held 
around  the  state  in  March,  April, 
May,  and  June.  For  dates  and  infor- 
mation, contact  your  county  medical 
society  or  TMA’s  health-care  financ- 
ing department  at  (800)  880-1300, 
ext  1407,  or  (512)  370-1407.  ★ 
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The  Resolution  Group 

MEDICAL  MAIPRACnCEINSURAifi® 

Consultants  to  the  Medical  Profession 

Providing  Health  Industry  Services 

Aberdeen  Medical  hisimmce  Serrices,  Inc.  will  provide  you  with  e 

in  the  following  areas: 

solutions  to  your  medical  malpractice  insurance  problems. 

Peer  Review 

We  are  a dedicated  group  of  professionals  that  have  built  a repuUition  for 

Medical  Staff  Relations 

ohUiining  retisonably  priced  niidpractice  insunuice  regardless 

Integrated  Practice  Arrangements 

of  a physicituis  ckiim  history,  specialty  or  previous  problems. 

Joint  Ventures 

Medical  Ethics  Decisions 

For  addiliontil  information,  contact: 

Medical-legal  Education 

Forrest  S.  Pullen,  Executive  Director 

Mediation 

Aberdeen  Medical  Insurance  Services,  Inc. 

Clark  Watts,  M.D.,  J.D.* 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 
(800)  622-9296  or  in  Houston  (713)  622-9296 

Director 

98  San  Jacinto  Boulevard, 

I’hysicians  & Surgeons  Professional  Ijability  • Clinics  • Hospitals  • ER  Groups 

Multi  Specialty  Practices  • Outpatient  Surgery  Centers 

Suite  2010 

Ambulatorv  Care  Centers  • l'nit|ue  Flealtlicare  Insurance  Requests 

Austin,  Texas  78701 

mmm 

(512)  476-2020 

* Member:  Texas  Medical  Association, 
National  Health  Lawyers  Association. 

AbeKeN 

Associated  with  Ford  & Ferraro,  L.L.P. 



Medical  Insurance  Services,  Inc. 

Refinancing  or  Purchasing? 

Trust  The  Company  Top  Financial  Pros  Choose 


Top  financial  professionals  turn  to  Financial  Success  Mortgage  to  finance  their  homes.,  .and  for  good  reason.  We've  helped  people 
like  DalLis  Morning  Neivs  fhumcial  columnist  Scott  Burns,  Dallas  Ccmnty  Treasurer  Bill  Melton,  and  EDS  treasurer  Bill  Benac 
select  just  the  right  financing  option  for  their  needs . They  choose  Financial  Success  because  they  know  we  specialize  in  working 
ivith  highdncome  indk’iduals , professionals , and  the  self-employed. 


Flere's  how  ive  can  help  you  get  the  knvest  mortgage. . . 


- We  monitor  the  bond  market  on  a second-by-second 
basis  to  get  you  the  best  rate  possible 

- We  sort  through  over  500  different  programs  to  find 
the  loan  that  best  meets  your  needs 

' We  have  custom  computer  programs  to  advise 
you  of  your  best  financial  options 

' We  specialize  in  high-income  individuals 


FINANCIAL 

SUCCESS 

MORTGAGE 

1-800-800-9177 


Professionals  • S e I f - E m I o y e d • hi  i g h - I n c o rn  e Individuals 


THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  collect:  Cpt.  Cheryl  Carson  (214)  767'1640 
Ltc.  James  Valentine  (210)  826'9892;  Maj.  John  Rich  (713)  963'0815 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 
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A NEW  STUDY  GIVES  A 

CLOSE"I_JP  LOOIv  AT  THE  ISSUES  BEHIND 

THE  DECLINING  IMAGE 

OF  THE  MEDICAL  PROFESSION 

By  Beth  Graddy,  Assistant  editor 

t’s  an  axiom  among  political 
scientists  that  the  average  American 
likes  and  trusts  his  own  senator  but 
has  low  regard  for  Congress  as  a 
whole.  As  much  as  physicians  may 
not  want  to  hear  a comparison  between 
themselves  and  anyone  inside  the  Belt- 
way,  a growing  body  of  research  — in- 
cluding a 1993  study  conducted  by  the 
Texas  Medical  Association  — reveals  that 

most  people  feel  similarly  about  the  med- 
ical profession;  that  is,  they  like  and  re- 
spect their  own  physicians  but  distrust 
doctors  in  general. 

In  the  increasingly  hostile  climate  of 
health-system  reform,  a growing  number  of 
physicians  believe  bolstering  their  faltering 
image  requires  a return  to  the  foundation  of 
medicine:  the  fragile  human  bond  between 
the  healer  and  the  sick. 

i7 
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Told  that  physicians 
are  concerned  about  how 
they  are  perceived,  one 
Austin  man  replied,  “Are 
they  crying  on  their  way  to 
the  bank  or  back?  I really  bleed  as 
they  go  out  in  their  Mercedes  and 
drive  up  to  northwest  Austin.” 

His  remarks  reveal  an  attitude 
that  surfaced  repeatedly  during  meet- 
ings of  six  focus  groups,  conducted 
in  three  Texas  cities  in  January  1993 
by  the  marketing  consultant  firm 
NuStats,  Inc,  for  TMA’s  Council  on 
Communication.  Cost,  quality,  and 
availability  of  health  care  were  major 
patient  concerns  identified  by  the  re- 
searchers in  their  final  report. 

“Cost  was  the  single  most  impor- 
tant issue  in  all  cities,  among  all 
types  of  respondents,”  according  to 
the  report.  “Respondents  felt  costs 
could  be  contained  but  are  not.  They 
hold  the  government,  malpractice  in- 
surance, insurance  companies,  phar- 
maceutical companies,  and  doctors 
responsible.” 

Another  respondent  put  it  more 
succincrly:  “It  all  comes  back  to  the 
greenbacks.” 

The  respondents  attribute  what 
they  consider  the  physician’s  share  of 
the  blame  to  greed.  Over  half  those 
in  the  focus  groups  held  the  attitude 
that  people  go  into  medicine  for  the 
money,  although  a handful  of  them 
thought  their  doctors  were  worth 
every  penny.  Here’s  a sampling  of 
their  comments: 

“My  husband  and  i will  go  for 
weeks  with  no  antibiotics . . . 
blowing  our  noses  and  taking  aspirin, 
because  of  the  cost  of 
seeing  a doctor.  And  this  is 
the  United  States.” 


“There  are  a lot  of 
starving  lawyers.  I’ve  never 
seen  a starving  doctor.” 

“Who’s  the  bad  guy: 
the  guy  who  says  I’ll  give  you 
what  you  need  to  cover  your  bill, 
or  the  guy  who  knows  that  guy 
will  cover  the  bill  at  any  cost 
and  therefore  will  raise  the  bill 
because  he  knows  it 
will  be  covered?” 

“I  work  every  bit  as  hard 
as  doctors  do.  I make 
life-and-death  decisions  every 
day  because  I’m  in  the  safety 
business,  but  I don’t  make 
what  they  pay  in  taxes.” 

“Shoot  the  lawyers. 

I believe  the  medical  costs  would 
go  down,  I really  do.” 

“I  appreciate  doctors. 

I had  one  doctor  who  was 
an  infectious  disease  specialist 
that  saw  my  daughter  when  she 
was  in  the  hospital.  He  was 
there  at  10:30  at  night,  and 
then  he  was  back  the  next 
morning  at  6:00,  and  in  the 
meantime,  he  read  up  on  what 
was  wrong  with  her.  Then  I 
got  his  bill,  and  I realized, 
‘Gee  I really  appreciate  it.’” 


Aroun  d the  time  of  the  TMA 
study,  a much-publicized  and  contro- 
versial survey  by  the  Families  USA 
Foundation  claimed  that  the  public 
thinks  radiologists  and  anesthesiolo- 
gists make  too  much  money  — al- 
though the  respondents  greatly  un- 
derestimated how  much  those 
specialists  on  average  do  make.  While 
radiologists  averaged  $229,800  in 
1991  and  anesthesiologists  $221,100, 
the  respondents  estimated  they 
earned  $100,000  and  said  that  they 
should  make  $80,000. 

The  survey  was  widely  criticized 
by  the  medical  community  because  it 
measured  only  perception  and  be- 
cause in  citing  two  of  the  highest- 
paid  specialties,  it  distorted  the  pic- 
ture of  what  most  physicians  earn. 
Yet  American  Medical  News,  reporting 
on  the  results,  cited  Bureau  of  Labor 
Statistics  showing  that  from  1983  to 
1992,  physician  earnings  increased 
59%  faster  than  inflation.  For  the 
same  period,  lawyers’  earnings  in- 
creased 33%  faster;  accountants,  5%; 
and  engineers,  3%. 

One  expert  notes  that  the  occa- 
sional disparagement  of  doctors  as 
greedy  isn’t  really  a new  trend;  the 
stakes  have  simply  gone  up.  Fifty  to  a 
hundred  years  ago,  medicine  was  lim- 
ited in  what  it  offered  the  patient,  ac- 
cording to  F.  Daniel  Duffy,  MD,  a 
member  of  the  board  of  directors  of 
the  Academy  on  Physician  and  Pa- 
tient. Therefore,  if  the  cost  of  med- 
ical treatment  was  prohibitive,  people 
might  complain  but  it  didn’t  matter 
very  much  to  them. 

“Now  there  are  things  that  really 
work,  and  those  things  are  very  ex- 
pensive,” explained  Dr  Duffy,  who 
also  chairs  the  Department  of  Inter- 
nal Medicine  at  the  University  of 
Oklahoma  College  of  Medicine-Tul- 
sa.  “Medicine  has  progressed  from  an 
item  that  people  could  kind  of  take 
or  leave  to  something  that  most  peo- 
ple consider  absolutely  essential  to  a 
healthy,  happy  life.” 

Patients  seem  prepared  to  spread  the 
blame  for  the  high  cost  of  health  care 


28 


TEXAS  MEDICINE  ★ MARCH  1994 


A THUMBNAIL  SKETCH 

OF  THE  STUDY 

■ ■ l l'H  Al  l THK  CHANGES  O !•  HEALTH-  nurse  practitioners,  physician  assistants,  midwives, 

■ system  reform,  as  well  as  other  important  is-  and  podiatrists; 

■■■■  sues  such  as  the  Clinical  Laboratory  Im-  • Expressed  concern  about  physicians’  taking  proactive 

provement  Amendments  of  1988,  doctors  stances  with  regard  to  legislative  issues  or  asking  pa- 

V V were  becoming  directly  involved  in  the  leg-  tients  to  vote  in  certain  ways; 

islative  process,”  said  Susan  Rudd  Wynn,  MD,  chair  of  • Did  not  want  physicians  counseling  them  on  social 

the  Texas  Medical  Association  Council  on  Communica-  issues  such  as  domestic  violence  or  substance  abuse, 

tion,  which  initiated  the  study.  “Yet  it  had  been  a long  although  they  did  expect  physicians  to  recognize  and 

time  since  TMA  had  done  any  type  of  public  survey  to  refer  for  these  problems; 

ascertain  public  opinion.”  • Favored  regulations  requiring  inspection  of  physi- 

The  study,  conducted  by  the  marketing  research  firm  cians’  laboratories  and  failed  to  comprehend  physi- 

NuStats,  Inc,  consisted  of  six  focus  groups  in  three  cities:  cians’  concerns  about  those  regulations. 

Austin,  Houston,  and  Lubbock.  In  each  city,  researchers  r i-  -n  i i a rr  ■ \ 

, , , r • 1 1 hese  hndings  will  help  IMA  more  effectively 

sought  one  group  of  insured  and  one  group  of  uninsured  , , i r • i i i 

^ ...  -I  T r address  the  frustrations  members  have  been  express- 

patients.  Dr  Wvnn  said  the  council  chose  to  use  focus  . ^ , i-  i r 

, ' u 1 . 1 • • -AW  Ills  over  the  declining  image  of  the  medical  profes- 

groups  because  doing  a big  survey  is  expensive.  We  . „ ^ ^ i aw  i r i-  r 

, ,,  , 1 r 1 > Sion,  according  to  Lisa  otark  Walsh,  director  of 

werent  sure  wed  get  the  most  value  for  our  members  waaa’  it-  i • i “-ni  i rr 

, 1 11  1 1 • 1 'I  1 MAs  public  relations  department.  1 hey  also  will 

dues  dollars  by  doing  that.  , i • i . . , i • i i 

1 ■ 1 T 1 1 • ■ be  used  m the  associations  media  relations  and  other 

1 he  researchers  identihed  three  maior  issues:  concern  , ... 

, , .]  1 -1.  rill  1-1  public  programs  to  correct  misperceptions  patients 

about  cost,  quality,  and  availability  of  health  care;  high  } i i i i • • i • i i 

• 1-  • 1 1 1 • • 11  -11  1 have  about  the  role  physicians  play  m the  cost  and  ac- 

regard  for  individual  physicians  coupled  with  low  regard  i i i i/ 

P , ^ . ,,  ii  ri  cess  to  health  care. 

for  the  profession  as  a whole;  and  desire  for  better,  more  . ....  i r-  i r-  ■ • i i 

In  addition,  the  Uouncil  on  Communication  has  de- 
personal relationships  with  physicians.  i i • i i t • • • i 

„ . . ■ 1 r 1 II  veloped  a video  and  speech  presentation  summarizing  the 

Participants  in  the  focus  groups  also  generally:  , i i ■ L i i i • • r 

research  and  designed  to  help  physicians  foster  a more 

• Sympathized  with  doctors  about  the  cost  of  malprac-  positive  image  of  the  medical  profession.  A presentation 

tice  insurance;  can  be  arranged  for  your  county  medical  society  or  hospi- 

• Disliked  physicians’  fighting  with  other  health-care  tal  medical  staff  meeting  by  calling  Melissa  McAdoo  at 

providers,  mentioning  specifically  chiropractors,  (800)  880-1300,  ext  1393,  or  (512)  370-1393. 

among  others  in  the  health-care  sys- 
tem. But  they  appear  to  place  responsi- 
bility for  another  of  their  major  con- 
cerns squarely  on  physicians’  shoulders. 

The  TMA  study  identified  a sig- 
nificant erosion  of  the  bond  between 
doctors  and  their  patients,  an  erosion 
patients  attributed  to  cold,  uncaring 
attitudes  among  physicians.  In  fact, 
that  theme  arose  so  often  in  the  re- 
search in  one  form  or  another  that  its 
profundity  cannot  be  ignored. 

“What  struck  me  was  how  differ- 
ently the  public  perceives  a good 
doctor  and  a bad  doctor  versus  how 
the  profession  sees  a good  doctor  and 
a bad  doctor,”  said  Susan  Rudd 
Wynn,  MD,  chair  of  the  TMA 
Council  on  Communication.  “To 


the  public,  a good  doctor  is  a good 
communicator,  someone  who  gets 
back  to  them  with  lab  results,  who 
appears  to  be  caring,”  Dr  Wynn  said. 

Patients  who  felt  good  about 
physicians,  according  to  the  study, 
did  so  primarily  because  their  physi- 
cians listened  to  their  questions  and 
took  the  time  to  provide  clear,  under- 
standable answers;  allowed  them  to 
carry  overdue  bills  over  several 
months;  and  called  them  at  home 
with  lab  results  or  to  follow  up  on 
medical  treatment. 

Patients  who  felt  bad  about  physi- 
cians described  waiting  too  long  to 
be  seen;  being  “herded  like  cattle” 
into  and  out  of  exam  rooms;  and  not 
having  reasons  for  treatments  or  lab- 


oratory tests  explained. 

According  to  the  study,  the  single 
thing  patients  want  most  from  their 
doctors  is  to  be  treated  with  respect. 

“In  the  profession,”  explained  Dr 
Wynn,  a Fort  Worth  allergist,  “we 
certainly  realize  communication  skills 
are  important,  but  we  take  a lot  of 
other  things  into  consideration  in 
evaluating  doctors:  Where  did  they 
train?  What  kind  of  experience  do 
they  have?  What  is  their  practice  set- 
ting? What  resources  do  they  have  at 
their  disposal?  Communication  skills 
are  going  to  be  on  tbe  list  some 
place,  but  for  tbe  public,  on  a list  of 
10,  communication  is  probably 
numbers  1 through  6.” 

Part  of  that  discrepancy  may  re- 
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suit  from  the  fact  that  patients  assess 
physicians  according  to  measure- 
ments they  can  use.  Most  don’t  know 
a great  deal  about  formal  medical 
training  or  continuing  medical  edu- 
cation. What  they  do  know  about  is 
face-to-face  interaction.  And  they 
know  what  they  like  and  don’t  like. 
In  their  own  words: 

“There  must  be  a course 
in  medical  school  called 
superiority,  so  that  you  walk  in 
assuming  that  the  person  you're 
talking  to  — the  patient  — 
is  an  idiot,  if  that  assumption 
wasn’t  there,  doctors 
and  I would  get  along 
so  much  better.” 

“I  like  for  them  to 
come  in  and  sit  down 
instead  of  just  making  a 
U-turn  in  the  room, 
ask  a few  questions, 
and  kind  of  tell 
me  something.” 

“i  get  a Christmas  card  and  a 
birthday  card  from  my  pastor, 
and  I get  them  from  my 
insurance  agent  Why  can’t 
my  doctor  send  one  to  me?” 

“You  call  them  Doctor,  and 
they  often  call  you  by  your 
hrst  name.  So  it’s  like  being 
talked  to  by  a cop.” 

30 


“I  don’t  really  care  if  they’re 
social,  as  long  as  they’re 
I informative.  You  get  the  abridged 
version,  and  I don’t  want  the  abridged 
version.  I want  to  know  everything.” 

1 

j 

“I  have  a doctor  that’s  real 
down  to  earth.  I talk  to  him 
like  I talk  to  my  husband.” 

“We  are  a society  that 
dwells  on  the  awful.  There  are 
doctors  out  there  who  are  bad, 
but  I really  believe  that  the 
majority  of  the  doctors 
out  there  do  care.” 

“I  guess  they’re  so  scared 
of  people  having  malpractice 
incidents  that  they’re  almost 
afraid  to  be  personal.” 

Some  of  the  disappointment  pa- 
tients feel  about  physicians’  attitudes 
may  partly  be  fueled  by  unrealistic 
expectations  about  what  a doctor 
should  be.  “People  always  have  the 
Norman  Rockwell  image  of  doctors,” 
Dr  Duffy  said.  “That’s  probably  no 
more  real  than  any  Norman  Rockwell 
painting.” 

However,  Dr  Duffy  says,  the  reali- 
ty has  been  closer  to  the  paintings 
than  it  is  now. 

“Since  the  1940s,  medicine  has 
become  increasingly  biomedical,  in- 
creasingly science  student-based,”  Dr 
Duffy  explained.  “We  have  failed  to 
teach  humanistic  communication, 
emotional  interactions,  and  relation- 
ship-building — all  those  aspects  that 
made  up  the  bulk  of  what  doctors  did 
years  ago.  We  have  to  realize  that  we 
are  human  beings  applying  science  in 
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WHAT’S  YOUR 

OPINION? 

H M ■ E ASKED  PATIENTS 
what  they  thought 
■■MB  about  their  physicians, 
and  they  told  us.  Now 
■ ■ it’s  your  turn.  Tell  us 
what  you  think  about  the  findings 
of  the  TMA  public  opinion  study 
by  calling  the  toll-free  Texas 
Medicine  comment  line  at  (800) 
880-1475. 

human  conditions.” 

Physicians  must  try  to  achieve 
that  balance  not  simply  in  order  to 
improve  their  image  but  for  the  sake 
of  patient  care,  Dr  Duffy  adds. 

“We  know  that  maybe  as  much  as 
20%  of  all  the  beneficial  effects  of 
any  treatment  that  a doctor  pre- 
scribes for  a patient  is  a direct  result 
of  the  positive  relationship  between 
doctor  and  patient,”  Dr  Duffy  said. 
“A  positive  relationship  has  a thera- 
peutic value,  and  it’s  so  strong  that  to 
do  pure  science  research,  one  has  to 
control  for  that.” 

He  added,  “Easily  50%  of  the  prob- 
lems we  see  in  our  clinic  aren’t  because 
of  molecules  gone  wrong;  they  are 
troubles  with  living,  with  family  life.  If 
the  doctor  is  not  open  to  discussing 
those  and  sensitive  to  the  clues,  a 
wrong  diagnosis  could  be  made.” 

Patient  health  and  physician  im- 
age aren’t  the  only  casualties  of  ne- 
glecting the  doctor-patient  relation- 
ship. Physicians  who  don’t  explore 
and  deal  with  the  dynamics  of  inter- 
acting with  patients  miss  one  of  the 
most  rewarding  aspects  of  practicing 
medicine.  Dr  Duffy  says. 

“Medicine  is  really  very  human  — 
and  therefore  emotional  — work,”  he 
said.  “If  we  can  be  aware  of  that,  and 
use  it,  our  lives  become  incredibly 
rich  and  fulfilled,  and  our  patients’ 
lives  become  so,  too.”  ★ 
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PATIENT-FRIENDLY 

IS  YOUR  OFFICE? 

By  Sharon  Carter 


A PHYSICIAN  WALKS  IN  TO  A BUSY  WATTING 
room,  and  it  makes  him  leel  good.  It  means  he  has 
a successhil  practice.  A patient  walks  into  a busy 
waiting  room,  and  he  thinks  the  doctor  is  running 
behind  schedule,  the  receptionist  has  overbooked, 
and  he’s  going  to  be  leh  sitting  there  lor  hours. 

Marketing  experts  say  your  olhce  is  one  ol  the  best 
tools  you  have  lor  attracting  and  keeping  patients.  And 
the  first  step  in  making  your  office  patient-lriendly  is  to 
see  your  office  the  way  your  patients  see  it.  Is  it  a place 
that  makes  people  want  to  come  back? 

Seeing  your  office  can  be  like  seeing  your  own  home 
— it  looks  good  to  you  because  it's  what  you’re  used  to 
and  comfortable  with.  But  hearing  your 
home  described  by  an  outsider  can  give 
you  a real  jolt. 

A messy  office  is  one  ol  the  biggest 
patient  turn-offs,  says  Barbara  Steckler  of 
Concepts  in  Medical  Marketing  in  Dal- 
las. “The  worst-case  scenario  is  when  the 
office  is  just  plain  a mess:  boxes  piled  all 
around;  files  and  charts  stacked  here, 
there,  and  everywhere;  dirty  coffee  cups 
littering  table  tops;  dirty  dishes  in  the 
sink;  newspapers  and  magazines  looking 
like  they’d  been  caught  by  a high  wind,” 

Ms  Steckler  said.  “Maybe  patients  aren’t 
supposed  to  see  it,  but  believe  me,  some  of  them  will.  And 
it  may  easily  send  them  running.” 

Ms  Steckler,  who  specializes  in  helping  physicians  mar- 
ket themselves  and  their  practices,  says  problems  can  be  as 
simple  as  not  having  a place  to  hang  your  clothes  while 
you  wait  for  the  doctor.  “Patients  may  not  mention  it  to 
the  doctor  or  staff,  but  you  can  be  sure  they  remember  it.” 

What  do  patients  like  to  see  when  they  walk  into  your 
office?  Ms  Steckler  says  one  important  element  is  evidence 
of  a personal  touch,  things  that  tell  something  about  the 
doctor  as  a person. 

For  example,  patients  like  to  see  family  photos. 
Framed  drawings  done  by  the  doctor’s  children  may 
make  an  art  critic’s  teeth  itch,  but  most  patients  like 
them.  They  say  something  good  about  the  physician  — 


Sharon  Carter  is  an  Irving-based  freelance  writer  who  specializes  in  medical  topics. 


that  he  or  she  is  a proud  parent. 

(A  physician  in  another  state  who  is  an  aerobatic  pilot 
has  flying  memorabilia  all  over  his  office.  Patients  invari- 
ably leave  saying,  “Now  you  be  careffil,  doctor,  you  hear?”) 

If  your  practice  includes  a lot  of  elderly  patients,  in- 
clude a few  touches  to  make  them  more  comfortable. 
More  light  in  the  waiting  room  and  exam  rooms,  a 
blanket  to  wrap  up  in  while  waiting  for  the  doctor,  a 
comfortable  place  to  sit,  and  large-print  reading  materi- 
al might  all  be  appreciated. 

11  many  of  your  patients  bring  their  children  with 
them,  the  waiting  room  might  include  some  child-sized 
lurniture,  perhaps  a television  set  in  one  corner  with 
cartoons  going,  and  a few  toys.  Or  you 
may  want  to  have  separate  waiting  areas 
for  patients  with  and  without  children. 

Consider  the  viewpoint  of  one  Dallas 
woman,  who  hadn’t  had  a Pap  smear  in 
almost  3 years:  “I  think  my  OB/GYN 
doctor  is  terrific,  but  going  to  see  him 
can  be  described  in  no  other  way  than  as 
an  ordeal,”  she  said.  “The  waiting  room 
is  always  bedlam  — crying  babies,  yowl- 
ing toddlers,  diapers  getting  changed  on 
the  coffee  table,  2-year-olds  throwing 
tantrums  on  the  floor.  Half  an  hour  in 
that  atmosphere  and  I could  bite  the  leg 
off  a wrought  iron  table.” 

Don’t  underestimate  the  role  your  staff  plays  in  mak- 
ing your  office  patient-friendly. 

A recent  letter  to  Ann  Landers  was  from  a woman 
who  called  for  a doctor’s  appointment  and  was  asked  by 
the  receptionist  how  old  she  was.  When  she  replied  58, 
the  receptionist  said,  “Oh,  the  doctor  doesn’t  see  old 
people,  but  maybe  he  can  recommend  someone  who 
would.”  The  caller,  understandably,  hung  up  boiling.  Is 
it  possible  some  of  your  own  employees  have  uninten- 
tionally sabotaged  yout  practice  in  this  way? 

“I  tell  doctors  who  hire  me  to  call  the  front  desk  of 
their  practices  in  the  middle  of  the  afternoon,  disguise 
their  voices,  and  see  what  kind  of  response  and  service 
they  get,”  said  Ms  Steckler.  “A  rude  receptionist,  a snitty 
secretary,  or  a nurse  who  doesn’t  return  phone  calls  can 
really  hurt  you.” 


FRAMED 

DRAWINGS  DONE 

BY  THE  DOCTOR’S 
CHILDREN  MAY  MAKE 
AN  ART  CRITIC’S 
TEETH  ITCH,  BUT 

MOST  PATIENTS  LIKE 

THEM. 
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GET  AWA' 
AND 


10,000  acre  private  island...  only  24  guests... 
7-mile  secluded  beach...  comfortable  coimtry  inn. 
seafood  & great  home  cooking... 
miles  of  trails  through  forests... 
boating...  fishing...  hiking...  horseback  riding... 
canoeing...  swimming...  natural  history... 
interpretive  guides...  wildlife... 
peace  & relaxation... 

Enjoy  the  wilderness 

with  the  comforts  of  home. 

Call  912-638-7472  or  write: 


LITTLE 

ST.  SIMONS 


ISLAND  p.o.  Box  21078TM,  St.  Simons  Island,  Georgia  31522 


Medical  Malpractice  Insurance 


“Whatever  Your  Needs  Demand” 


Part  Time 

Individual 

Group 

Corporate 

Slot 

Per  Patient 

D&O 

Locum 

Excess 

Declined 

Clinic 

Hospital 

M.S.O. 

Discounts 

H.B.  18 

LL.R 

H.P.A. 

ERA. 

“We  Can 

Provide 

Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Health  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634'9513 


HEALTHCARE 
REFORM 
WHAT  YOU’RE 
NOT 

BEING  TOLD 

Once  Global  Budgets  are  adopted; 
Once  RBRVS  is  fully  phased  in; 
Once  Health  Alliances  are  created 

- What  Happens  to  Your 
Bottom  Line?  Government  stud- 
ies estimate  physician  incomes 
dropping  substantially: 

General  Surgery  -44% 

Ophthalmology  -58% 

Orthopedic  Surgery  -54% 

Internal  Medicine  -13% 

Cardiovascular  -51  % 

These  net  incoifie  changes 
will  happen  with  or  with- 
out healthcare  reform. 

This  book  provides  a different 
perspective  to  understanding 
healthcare  reform: 

• Understanding  the  Physician 
Population  • The  Planned 
Elimination  of  200,000  (50%) 
Physician  Specialists  • The 
Impact  of  the  Universal  Adoption 
of  RBRVS  on  Your  Practice  • 
The  Political  Environment  • 
Clinton’s  Package  • The 
Republican  Package  • What 
Happens  Next  • Making 
Decisions  about  HMOs,  MSOs, 
PHOs,  Mergers,  Clinics  Without 
Walls  and  Hospital  Affiliation 
Arrangements  • Planning 

You  cannot 
make 
decisions 
without 
knowing  this. 

Send  $120: 

Mark  T.  Bower,  CPA 
555  N.  Caranchahua, 
Suite  903, 

Corpus  Christi,  Texas  78478 


SCHEDULE  OF  EVENTS 


WEDNESDAY  - MAY  11 


I Golf  Tournament 


THURSDAY  - MAY  12 


'House  of  Delegates  (8-9:30) 

Exliibits  (8-5;30) 

Basic  Cardiac  Life  Support  (8-12) 

Tx  Academy  of  Family  Physicians 
(8-5) 

Reference  Committees  (10-1) 

Symposia 

Emergency  Medicine  (9-1) 

Medicine  and  the  Law  (9:30-12:30) 

General  Session:  Health 
System  Reform  ( 1-4) 

Advanced  Cardiac  Life  Support 
(1-5) 

.After  6:30  pm 

■Alumni  Events 

County  Medical  Society  Receptions 
Specialty  Society  Functions 


FRIDAY  - MAY  13 


Exhibits  (8-5:30) 

■ACLS  (cont'd  8-5) 

House  of  Delegates  (9-12;  2-5) 


Scientific  Programs 

9 am- 12  noon;  2-5  pm 
Cancer  (2-5) 

Digestive  Diseases 
Diseases  of  the  Chest 
Endocrinoiogy 
Family  Practice  (8-5) 

Internal  Medicine 
Neurological  Surgeiy 
(8:30-12;  1:30-5) 

Neurology  (2-5) 

Dbstetrics  and  Gynecology 
Occupational  Hazards  to  Physicians: 

Viruses,  Violence  and  Sex  (2-5) 
Occupational  Medicine  (9-12;  1-5) 
Ophthalmology 
Otolaryngology 
Pain  (1-5) 

Physicians  and  the  EnvironmenI 
(2-5) 

Plastic,  Reconstructive  & 
Maxillofacial  Surgery  (1-5) 
Psychiatry 
Public  Health 
Rheumatic  Diseases  (2-5) 

Sports  Medicine  (8-12) 

Surgery 

Specialty  Societies 

Tx  Dermatological  Society  (1-6) 

Tx  Ort  hopaedic  Assn/Texas  Society 
of  Sports  Medicine  (1:30-5) 

Tx  Society  of  Plastic  Surgeons 
(8-12) 

Risk  Management  Seminar  (2-5) 

TMA/TMAA  Presidents’  Installation 
and  Reception  (5:15-7) 


TMA/TMAA  Benefit  Gala  for  Shots 
Across  Texas  (8-midnight) 


SATURDAY  - MAY  14 


Fun  Run  (7-8) 

Exhibits  (8-2:30) 

ACLS  (cont’d  8-noon) 

Scientific  Programs 

9 am  - 5 ]3m 
Addictions  (9-12;  2-4) 

Adolescent  Health  (9-12) 

Allergy,  Asthma  and  Clinical 
Immunology  (8-12;  1-3:30) 
Cardiovascular  Diseases 
Colon  and  Rectal  Surgery  (9-1) 
Geriatrics 

Neurological  Surgery  (9:30-11) 
Neurology 
Nuclear  Medicine 
Dncology  (9-12) 

Ophthalmology  (8-12) 
Otolaryngology  (9-12) 

Pathology  (8:30-12) 

Pediatrics 

Occupational  Medicine/Physical 
Medicine  and  Rehabilitat  ioir/Texas 
Orthopaedic  Assn  Joint  Session 
(8-12) 

Plastic,  Reconstructive  and 
Maxillofacial  Surgery  (8-3) 
Transfusion  Medicine  (2-5) 

Specialty  Societies 

Tx  Pediatric  Surgeons  (11-3) 

Tx  Dermatological  Society  (8-5) 


Tx  Orthopaedic  Assn  (1:30-3:30) 
Tx  Society  of  Anesthesiologists 
(8-5) 

House  of  Delegates  Sections 

Hospital  Medical  Staff  (8-12) 
Medical  Student  (2-5) 

Resident  Physician  (2-5) 

Young  Physician  ( 10:30-12) 

After  6 pm 

■Alumni  Events 
Specialty  Society  Functions 


SUNDAY  - MAY  15 


Impairment  Evaluation  Under 
Workers’  Compensation  (8-5) 
(cont.  Monday) 

Tx  D('rmatological  Society  (8-12) 


No  general  registration  fee  for 
TMA  tnenibers 

For  more  details,  ivatclifor  the 
ADVANCE  PROGRAM  in 
February! 

REGISTER  TODAY! 


PHYSICIANS  CARING  FOR  TEXANS 


Tex 

tt 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 

401  WEST  15TH  STREET 
AUSTIN,  TEXAS  78701-1680 
FAX  # (512)  370-1635 


Annual  Sessioi 

INTERLINK  FOR  PATIENT  CAR 


127th  Annual  Session 


REGISTRATION  FORM 


May  12-15,  1994 
Austin  Convention  Cente 


Complete  registration  form  following  steps  1 through  9 and  return  by  mail  with  check  or  by  fax  (512)  370-1635  with  credit  card 
information.  Separate  checks/charges  are  required  for  benefit  gala  tickets.  Pick  up  tickets  and  badges  at  the  registration  area  in 
Austin  at  the  Convention  Center. 
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Address 
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Phone# 

Fax# 

Please  check  all  appli 

J Physician 

J Intern/ResidenT/Fellow 
J Medical  Student 
J TMA  Officer 
J TMA  Delegate 
J TMA  Alternate  Delegate 
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J TMA  Councilor 
J TMA  Vice  Councilor 
J TMA  Board  Member 
J Chairman 

J TMA  Council  Member 
J Chairman 


_l  TMA  Committee  Member 
J Chairman 
J TMA  Trustee 
J AMA  Member 
J AMA  Delegate 
J AMA  Alternate  Delegate 


J Speaker 
J Scientific  Exhibitor 
J Past  President 
J HMSS  Representative 
J TEXPAC 
J TEXPAC  300  Club 


J MSS  Executive 
Council 

J MSS  Chapter 
Officer 

J MSS  Chairman 
J RPS  Executive  Council 


J RPS  Chairman 
J RPS  Councilor 
J YPS  Chairman 
J YPS  Governing  Boa 
J CMS  Officer 


Fee  Quantity 

Subtotal 

Registration  Fees 

MEMBER 

0 

0 

NONMEMBER 

Speaker 

waived 

0 

TMA  Member's  Family 
(attach  names) 

waived 

0 

County  Medical  Society  Staff 
and  Family  (attach  names) 

waived 

0 

Physician 

$100 

Intern,  Resident,  Fellow 

$10 

Medical  Student 

$10 

Allied  Health  Personnel 

$10 

Approved  Visitor 

$50 

Nonmember's  family  over 
age  21  (attach  names) 

$10 

Wednesday,  May  11 

Golf  Tournament 

12:30  p.m.,  Austin  Country  Club  $95  

Average  Score  or  Handicap  

Thursday,  May  12 

Basic  Cardiac  Life  Support 

for  Physicians  $ 50  

8 a. m. -noon,  Radisson  Hotel 
Must  register  prior  to  April  26. 

Advanced  Cardiac  Life  Support 

Provider  Course  $225  

1-5  p.m.,  Radisson  Hotel 
Continued  Friday  & Saturday. 

Must  register  prior  to  April  26. 

Enclose  copy  of  front  & back 
of  BCLS  Course  C card. 

Saturday,  May  14 

Town  Lake  Fun  Run  0 0 

7 a.m..  Four  Seasons 


Q TOTAL  FEES  (Steps  1-7)  = 

J Enclosed  is  my  check  for  $ 

Charge  to  my  □Visa  □Mastercard  Amount  $_ 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

No  refunds  given  after  April  29. 


$ 

_ payable  to  TMA. 


TMA/TMAA  Benefit  Gala  for  Shots  Across  Texas 

with  Rick  Trevino,  Friday,  May  13,  8 p.m. -midnight,  Hyatt 
Regency  Pick  up  tickets  by  5 p.m.  Thursday,  May  12. 

Seating  is  limited. 


$75  each  x (#) 


Benefit  Gala  Ticket  Total 


□ Enclosed  is  my  check  for  $ payable  to  Shots 

Across  Texas/HERF-TMA.  $25  per  ticket  is  tax  deductible. 

Charge  to  my  □Visa  □Mastercard  Amount  $ 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

No  refunds  given  after  April  29. 


Return  form,  registration  fees  and  benefit  gala  ticket  paymen 
to  TMA  Annual  Session,  401  West  1 5th  Street,  Austin,  TX 
78701-1680  OR  FAX  (512)  370-1635  with  credit  card  informal 


Advance  Copy  of  Final  Program 
with  Presentation  Summaries 
and  Complete  Details 
(available  mid-April)  $ 7 


J Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  cc 
tact  you  to  discuss  your  needs.  We  cannot  assure  the  availability  of  disabilil 
assistance  without  prior  notification  of  need. 


©Medical  Student  Sponsorships: 

Help  make  it  possible  for  a medical  

student  to  participate  by  donating  $75,  $50  or  $25. 

Funds  will  be  used  to  defray  travel  and  housing  costs  for 
medical  students  through  the  Medical  Student  Section. 


Questions?  Call  TMA  Annual  Session  Department, 
(800)  880-1300,  Ext.  1451  or  1453. 
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Honsing  Form 


AnmialSftjS'^” 

INTERLINK  FOR  PATIENI  C 


Deadline  for 
Reservation 


April  13 


PARTICIPATING  HOTELS  AND  AUSTIN  CONVENTION  CENTER 


IP  The  Driskill  Hotel 

Sixth  and  Brazos  Street 
$80  Single  $90  Double 

5 Embassy  Suites  Hotel 

Austin  DowurtowTi/Town  Lake 
300  S.  Congress  Avenue 
$110  Single  or  Double 
One  Bedroom  Suites 

S)  *Four  Seasons  Hotel  - Austin 

98  San  Jacinto  Boulevard 
$105  Single  $105  Double 
Scientific  Program  Participants; 
General  Housing 

3 Guest  Qnarters  Suite  Hotel 

303  W.  15th  Street 
$89  Single  or  Double 
One  Bedroom  Suites 

^ Holiday  Inn  Austin  - 
^ Town  Lake 

. 20  N.  IH  35 

$69  Single  $74  Double 

'5  *Hyatt  Regency  Austin 
on  Town  Lake 

208  Barton  Springs  Road 
$99  Single  or  Double 
i Delegate  Housing;  Board, 

i Council,  Committee  Meetings 


O *Marriott  at  the  Capitol 

701  E.  11th  Street 
$99  Single  or  Double 
Scientific  Program  Participants 
General  Housing 

O *Oinni  Austin  Hotel 

700  San  Jacinto  Boulevard 
$88  Single  $96  Double 
Texas  Medical  Association 
Alliance  Headquarters; 

General  Housing 

Q Radisson  Hotel  on 
Town  Lake 

111  E.  First  Street 
$75  Single  $85  Double 

<0  Sheraton  Austin  Hotel 

500  N.  IH-35 

$86  Single  $92  Double 

o Austin  Convention  Center 

500  E.  First  Street 

The  above  room  rates  do  not 
include  13%  hotel  occupancy  tax. 

* Headquarters  Hotels 


MAKE  YOUR  RESERVATIONS  NOW! 


H Requests  will  be  processed  on  a first-come,  first-served 
, basis  by  the  Housing  Bureau  of  the  Austin  Convention  & 
Visitors  Bureau.  Send  your  request  to  the  Bureau. 

I Hotels  will  not  accept  reservations  directly. 

Complete  this  Official  Housing  Request  Form 
and  return  to: 

TMA  Housing  Bureau 
201  E.  Second  Street 
Austin,  Texas  78701 
' or  Fax  to  (512)  404-4385 

- Do  NOT  send  housing  form  to  Texas  Medical  Association, 
j This  will  delay  your  request. 

H List  three  hotels  in  order  of  preference. 


CONFIRMATIONS 


>-  Reservation  confirmation  will  be  sent  from  the 
hotel. 


ROOM  DEPOSITS 


>-  Reservations  will  be  held  until  6 pm  unless  special 
arrangements  are  made  with  hotel.  The  hotel  may 
request  a deposit. 


CANCELLATIONS,  CHANGES,  & CORRECTIONS 


All  cancellations,  changes  or  corrections  prior  to 
April  13  should  be  made  directly  wit  h the  Housing 
Bureau  in  waiting.  After  April  13,  please  contact 
the  assigned  hotel  directly. 

Check  your  hotel  confirmation  regarding  cancella- 
tion policy.  Policy  may  vary  from  hotel  to  hotel. 


RESERVATION  CUT-OFF  DATE 
APRIL  13,  1994 


TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 
MAY  12-15, 1994 


Mail  to: 


OFFICIAL  HOUSING  REQUEST  FORM 


ACVB  HOUSING  BUREAU 
201  E.  2ND  STREET 
AUSTIN,  TEXAS  78701 


or  FAX  to:  (512)  404-4385 

‘PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

‘COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  PROCESSING. 

‘SHOULD  MORE  THAN  TWO  (2)  ROOMS  BE  NEEDED,  FORM  MAY  BE  DUPLICATED,  OR  SUPPLEMENTAL 
ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 

‘ALL  CONFIRMATIONS  WILL  BE  SENT  TO  THE  FIRST  INDIVIDUAL  INDICATED  IN  EACH  ROOM  REQUESTED. 

PARTI 


tt 


TexasMedical 

Association 


NAME  OF  PERSON  REQUESTING  ROOMS 


(First  Name) 

(Last  Name) 

(M.  Initial) 

(Name  of  Company  or  Firm) 

(Street  Address  or  P.O.  Box  Number) 

(Area  Code)  Phone  # 

FAX# 

(City) 

(State) 

(Zip) 

(Major  Credit  Card  and  Number  to  Guarantee  for  Late  Arrival)  (Expiration  Date) 


PART  II 

INSTRUCTIONS:  Select  THREE  Hotels  of  your  choice.  No  request  will  be  processed  without  THREE  choices. 


(First  Choice) 


(Second  Choice) 


(Third  Choice) 


PART  III 

INSTRUCTIONS:  1 . Print  or  type  names  of  all  persons  occupying  each  room. 

2.  Select  type  of  room  desired  with  arrival  and  departure  dates.  Note:  Room  type  requested  is  not  guaranteed. 
Rooms  with  two  beds  are  limited,  therefore,  priority  will  be  given  to  rooms  with  3 or  more  occupants. 

3.  Supplemental  list  for  additional  rooms  must  use  same  format. 

4.  Print  or  type  last  name  first. 


□ check  HERE 
IF  HANDICAPPED 
SERVICES  ARE 
REQUIRED 


ROOM  1 
1. 


OCCUPANT'S  NAME/S  (PRINT  LAST  NAME  FIRST) 


2._ 

3. _ 

4. 


CHECK  ONE 

SINGLE  (1  RM-1  PER-1  BED) 

DOUBLE  (1  RM-  2 PPL-1  BED) 

DBL7DBL  (1  RM-2  PPL-2  BEDS) 

TRIPLE  (1  RM-  3 PPL-  2 BEDS) 

OUAD  (1  RM-  4 PPL-  2 BEDS) 

SUITE  (N/A  @ CONE.  RATE) 


NON  SMOKING 


SMOKING  . 


ARRIVAL  DATE: 


DEPARTURE  DATE: 


ARRIVAL  TIME: 


ROOM  2 OCCUPANT'S  NAME/S  fPRINT  LAST  NAME  FIRST) 


1. 


2. 


3. 


CHECK  ONE 

SINGLE  (1  RM-  1 PER-  1 BED) 

DOUBLE  (1  RM-  2 PPL-  1 BED) 

DBL7DBL  (1  RM-  2PPL-  2 BEDS) 

TRIPLE  ( 1 RM-  3 PPL-  2 BEDS) 

QUAD  ( 1 RM-  4 PPL-  2 BEDS) 

SUITE  ( N/A  @ CONF.  RATE) 


NON  SMOKING SMOKING 


ARRIVAL  DATE: 


DEPARTURE  DATE: 


ARRIVAL  TIME: 


DEPOSIT  INFORMATION: 

1 . Some  hotels  require  a first  night  deposit  if  a credit  card  number  is  not  provided.  DO  NOT  send  the  deposit  to  the  housing  bureau  with  your 
request.  Wait  for  confirmation  from  hotel  before  forwarding  deposit  to  hotel  assigned. 

2.  Reservations  at  hotels  not  requiring  a deposit  will  be  held  only  until  6:00  p.m.  unless  a credit  card  number  is  received. 

3.  You  will  be  charged  for  the  first  night  if  you  do  not  arrive  on  your  confirmed  arrival  date  and  credit  card  or  deposit  is  in  place.  Please  check 
all  information  carefully  and  make  corrections  or  cancellations  as  necessary. 


Looking 
for  that 
perfect 
fit? 

You  just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  lit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  senice  for 
physician  applicants 

★ 

Low-cost  recruitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  seance 

★ 

Urban  and  ntral  placements 

★ 

Texas-based  matching  seance 

CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 
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TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


YOCOi 


YOHIMBINE  HC 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohlmblne-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha -2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ' is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  m conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3, 4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 

How  Supplied:  Oral  tablets  of  YOCON’  1/12  gr.  5,4mg  in  bottles  of  100's 
NOC  53159-001-01,  1000's  NOC  53159-001-10  and  Blister-Paks  of  30's 
NDC  53159-001-30 

References: 


1. 

2. 


3. 

4. 


A.  Morales  et  al..  New  England  Journal  of  Medicine: 
Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188.  McMillan 
December  Rev.  1/85. 

Weekly  Urological  Clinical  Letter,  27:2,  July  4, 1983, 
A.  Morales  etal..  The  Journal  of  Urology  128: 
45-47, 1982.  .,,35 
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YOCON^^ 

HYDROCHU)"** 

100  tablets 

~£S  PHARMACEUnOj** 


YOCON® 

yohimbine  MYDR0CHU>RIM  r 

mg,  (t/ijQraui){»f  labW 

1000  TABLETS 
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Herelur*  lot  complete  infotmebort 
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yocon 


Yphimbine 

nydrochlnriH^^ 


Available  at  pharmacies  nationwide 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)569-8502 
(800)  237-9083 


Law 


Doc  Hollywood,  beware 

Recent  laws  further  restrict  advertising  by  physicians 

By  Hugh  M.  Barton,  JD 

TMA  assistant  general  counsel 


Over  time,  the  regulation  of  health-care  advertis- 
ing has  swung  like  a pendulum  between  toler- 
ance and  prohibition.  Laws  enacted  during  the 
sunset  review  process  show  the  1993  Texas  Leg- 
islature in  an  arc  toward  greater  prohibition.  Physicians 
who  advertise  or  contemplate  advertising  should  be  aware 
of  this  trend,  as  well  as  recent  changes  in  the  law. 


The  medical  profession’s  traditional  concern  about  pa- 
tient solicitation  was  reflected  in  the  American  Medical 
Association’s  1955  edition  of  the  Principles  of  Medical 
Ethics,  which  stated,  “Solici- 
tation of  patients,  directly  or 
indirectly,  by  a physician,  by 
groups  of  physicians,  or  by 
institutions  or  organizations, 
is  unethical”  (1). 

In  Texas,  the  law  prohibit- 
ed “securing,  soliciting,  or 
drumming  patients  or  patron- 
age.” However,  physicians 
were  specifically  permitted  to 
advertise  their  profession  and 
places  of  business  both  in 
newspapers  and  handbills  (2). 

In  1975,  when  the  US 
Supreme  Court  held  that  the 
learned  professions  were  sub- 
ject to  antitrust  law,  the  door 
was  opened  to  challenge  ethical 
prohibitions  against  solicitation 
as  being  anticompetitive  (3).  A 
complaint  by  the  Federal  Trade 
Commission  (FTC)  against  the 
AMA  followed,  resulting  in  a 
1982  court  order.  The  court  al- 
lowed to  stand  an  FTC  order 
that  prohibited  the  AMA  from  restricting  or  regulating  cer- 
tain types  of  patient  solicitation  and  advertising  of  fees  and 
services  by  physicians. 


Under  the  FTC  order,  however,  the 
AMA  could  formulate  “reasonable  eth- 
ical guidelines  governing  the  conduct 
of  members  . . . with  respect  to  repre- 
sentations, including  unsubstantiated 
representations  that  would  be  false  or 
deceptive  ...  or  uninvited,  in  person 
solicitation  of  actual  or  potential  pa- 
tients who  ...  are  vulnerable  to  undue 
influence”  (4). 

Today,  the  AMA  ethical  statement  on  advertising  says 
“there  are  no  restrictions  on  advertising  except  those  that 
can  be  specifically  justified  to  protect  the  public  from  de- 
ceptive practices”  (5). 

In  1981,  the  Medical  Prac- 
tice Act  was  amended  to  pro- 
vide that  grounds  for  discipli- 
nary action  include  use  of  any 
advertising  statement  that  is 
false,  misleading,  or  deceptive. 
According  to  the  amendment, 
advertising  professional  superi- 
ority or  the  performance  of 
services  in  a superior  manner 
that  could  not  be  “readily  sub- 
ject to  verification”  could  re- 
sult in  discipline  (6). 

In  1988,  the  Texas  State 
Board  of  Medical  Examiners 
(TSBME)  adopted  rules  re- 
quiring that  if  a physician  ad- 
vertises himself  or  herself  as 
“board  certified,”  then  the 
physician  must  also  disclose 
the  name  of  the  specialty 
board  that  conferred  that 
certification  (7). 

Recent  changes  in  the  law 

The  Medical  Practice  Act,  revised  under  the  sunset  review 
process  in  1993,  continues  the  prohibition  against  false  ad- 
vertising. But  the  act  now  places  some  restrictions  on  the 
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Clinic 

We  help  you  put  the  pieces 
back  together. 


555-1234 

Out  of  Town  Call  1-800-1  AM-SICK 


•Free  Consultation 
• No  Recouery,  No  Fee 
•Se  Habla  Espanol 

Xke  ‘ftiedicd  f^i^tiee  of 

Dr.  Gette  Wellfast 

“Don't  worry,  I've  been  doing  this  for  a real  long  time.” 

You’re  health  is  our  livelihood! 


This  simulated  yelloiv  pages  ad  may  violate  no  laws  except  those 
of  good  taste. 
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TSBME,  meaning  changes  aimed 
specifically  at  physicians.  The  board 
may  not  adopt  rules  that  restrict  com- 
petitive bidding  or  adverrising  (except 
to  prohibit  false,  misleading,  or  de- 
ceptive advertising),  nor  may  the 
board  restrict  a physician  in  regard  to: 

• Type  of  advertising  medium  used 
(such  as  print,  television,  or  radio); 

• An  individual’s  personal  appear- 
ance or  voice; 

• The  size  or  duration  of  an  adver- 
tisement; or 

• Advertising  under  a trade  name  (8). 

In  order  to  get  an  accurate  picture 
of  advertising  restrictions  on  health 
professionals  in  Texas,  the  Medical 
Practice  Act  must  be  read  together 
with  the  Health  Professions  Council 
Act  (9).  In  enacting  that  law,  the  leg- 
islature applied  uniform  advertising 
rules  to  all  licensed  health  profession- 
als by  declaring  illegal  all  false,  mis- 
leading, or  deceptive  advertising,  as 
well  as  advertising  not  readily  subject 
to  verification.  This  includes  advertis- 
ing that  specifically: 

• Makes  a material  misrepresenta- 
tion of  fact  or  omits  a fact  neces- 
sary to  make  the  statement  as  a 
whole  not  materially  misleading; 

• Makes  a representation  likely  to 
create  unjustified  expectations 
about  the  results  of  a health-care 
service  or  procedure; 

• Compares  a health-care  profes- 
sional’s services  with  that  of  an- 
other unless  the  comparison  can 
be  substantiated; 


• Contains  a testimonial; 

• Causes  confusion  or  misunder- 
standing as  to  the  credentials,  ed- 
ucation, or  licensure  of  a health- 
care professional; 

• Advertises  or  represents  that  health- 
care insurance  deductibles  or  copay- 
ments may  be  waived  or  are  not  ap- 
plicable to  health-care  services  to  be 
provided  if  the  deductibles  and  co- 
payments are  required; 

• Advertises  or  represents  that  the 
benefits  of  a health-care  insurance 
plan  will  be  accepted  as  full  pay- 
ment when  deductibles  or  copay- 
ments are  required; 

• Makes  a representation  that  is  de- 
signed to  take  advantage  of  the 
fears  or  emotions  of  a particularly 
susceptible  type  of  patient;  or 

• Advertises  or  represents  in  the  use 
of  a professional  name  a title  or 
professional  identification  that  is 
expressly  or  commonly  reserved  to 
or  used  by  another  profession  or 
professional. 

These  violate  the  Medical  Practice 
Act.  Additionally,  civil  penalties  of 
up  to  $ 1 ,000  per  day  may  be  assessed 
by  the  attorney  general  against  any- 
one in  violation  of  these  rules  (9). 

What  is  legal 

Reading  the  legislative  acts  together, 
the  following  information  may  be 
advertised: 

• Name  of  practice,  including  use  of 
a trade  name; 

• Practice  location,  including  multi- 
ple locations; 


• Hours  of  practice  (eg,  nights, 
weekends,  or  late  hours); 

• Fees  charged; 

• Types  of  payment  or  insurance  ac- 
cepted (eg,  specific  health  mainte- 
nance organizations  or  preferred 
provider  organizations.  Medicare, 
or  Medicaid); 

• Conditions  treated  (either  the 
medical  specialty  or  common 
names  of  conditions,  such  as  bro- 
ken bones); 

• Types  of  services  performed  (eg, 
surgery,  diagnostic  testing); 

• Types  of  special  equipment  the 
practice  has  (eg,  ultrasound); 

• Types  of  diagnostic  tests  per- 
formed (eg,  blood  counts); 

• Number  of  physicians  and  other 
personnel  on  staff; 

• Physicians’  credentials  (eg,  what 
schools  they  attended,  board  cer- 
tifications); 

• Information  about  success  and 
complication  rates  (if  there  are  ac- 
curate records  ro  support  this);  and 

• Hospitals  at  which  the  physicians 
have  privileges. 

In  addition,  a physician  may  use 
anyone’s  personal  appearance  or 
voice  (be  it  a physician  or  profession- 
al announcer)  so  long  as  no  testimo- 
nials are  used. 

The  results  of  a statistically  valid 
patient  satisfaction  survey  could  be 
advertised  if  a copy  of  the  survey  and 
supporting  documents  are  available 
to  anyone  who  asks. 

Advertisements  may  discuss  par- 
ticular medical  conditions  and  stress 
the  need  to  have  the  conditions  treac- 
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ed  on  a timely  basis,  but  they  may 
not  take  advantage  ol  the  fears  or 
emotions  of  a particularly  susceptible 
class  of  patient. 

Physicians  may  still  advertise  in 
newspapers,  in  the  yellow  pages,  on 
radio,  on  television,  on  billboards,  in 
handbills,  or  even  by  mail. 

Restrictions  on  mental  health, 
chemical  dependency 

In  1993,  the  Texas  Legislature  enact- 
ed the  Treatment  Facilities  Market- 
ing Practices  Act  so  that  the  public 
may  “distinguish  between  marketing 
activities  and  clinical  functions.” 

Mental  health  and  chemical  depen- 
dency treatment  facilities  are  allowed 
to  advertise  their  services  in  a general 
way  and  promote  their  specialized  ser- 
vices. However,  there  are  a number  of 
significant  restrictions  (10). 

First,  a treatment  facility  may  not 
compensate  any  agent  or  employee 
for  the  number  of  patient  admissions, 
the  number  of  contacts  with  refertal 
sources,  or  the  number  of  patient  stay 
determinations.  In  other  words,  nei- 
ther a lay  employee  nor  a member  of 
the  medical  staff  may  be  compensated 
for  admissions  or  referrals. 

Second,  no  agent  or  employee  of  a 
treatment  facility  may  contact  a po- 
tential patient  or  referral  source  in 
order  to  solicit  referrals  without  dis- 
closing his  or  her  affiliation  with  the 
treatment  facility. 

Third,  an  employee  of  a treatment 
facility  may  not  provide  services  to  a 
public  or  private  school  if  that  em- 
ployee is  in  a position  to  make  refer- 
rals. There  are  certain  exceptions  for 
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group  educational  programs  and  cri- 
sis counseling. 

Fourth,  no  agent  or  employee  of  a 
treatment  facility  may  make  a referral 
of  a state  or  local  government  em- 
ployee without  obtaining  the  govern- 
ing authority’s  permission  to  make  re- 
ferrals. Given  permission,  the 
employee’s  relationship  with  the 
treatment  facility  must  be  disclosed 
to  the  prospective  patient. 

Fifth,  a treatment  facility  may  not 
pay  an  “intervention  or  assessment 
service”  for  referrals  unless  the  service 
is  operated  by  a medical  society;  by 
the  Texas  Department  of  Mental 
Health  and  Mental  Retardation;  by 
certain  “qualified  mental  health  refer- 
ral services”;  or  by  a nonprofit  organi- 
zation concerning  family  violence, 
rape,  or  runaway  children. 

Physicians  involved  in  this  area  of 
practice  should  pay  close  attention  to 
these  issues.  If  they  have  contractual 
agreements  with  this  type  of  health-care 
facility  compensating  them  for  market- 
ing activities,  they  may  he  subject  to  the 
new  restrictions  and  may  need  to  exam- 
ine their  agreements  carefully. 


TEXAS  MEDICINE  ★ MARCH  1994 


References 

1.  Opinions  and  Reports  of  the  Judicial 
Council,  American  Medical  Association, 
1960,  p 27. 

2.  Tex  Rev  Civ  Stat  Ann  arts  4505a  & 
4505b  (Vernon  1976)(repealed  1981). 

3.  Goldfarb  v Virginia  State  Bar,  421  US  773 
(1975). 

4.  Federal  Register,  June  10,  1982,  p 251 18, 
§IC. 

5.  Annotated  Current  Opinions  of  the 
Council  on  Ethical  and  Judicial  Affairs  of 
the  American  Medical  Association,  1992, 
Opinion  5.02,  p 37. 

6.  Tex  Rev  Civ  Stat  Ann  art  4495b,  §3.08 
(6)  & (7)(Vernon  supp  1983). 

7.  Tex  Admin  Code  §161.4  (West  Supp 
1993). 

8.  Medical  Practice  Act,  73rd  Leg,  RS,  ch 
862,  §18,  1993  Tex  Sess  Law  Serv  3377, 
3391  (to  be  codified  at  Tex  Rev  Civ  Stat 
Ann  art  4495b  §3.085). 

9.  Act  of  May  26,  1993,  73rd  Leg,  RS,  ch 
669,  §1.01,  1993  Tex  Sess  Law  Serv 
2685,  2687  (to  be  codified  at  Tex  Rev 
Civ  Stat  Ann  art  4512p  §4). 

10.  Act  of  May  25,  1993,  73rd  Leg,  RS,  ch 
705,  §2.01,  1993  Tex  Sess  Law  Serv  2745, 
2749  (to  be  codified  at  Tex  Health  & 
Safety  Code  Ann  §§164.001—164.014). 


’V' 


Law  helps 
physicians  collect 
on  assigned 
insurance 
benehts 

By  C.J.  Francisco,  JD 

VMA  associate  general  counsel 


PHYSICIANS  FREQUENTLY 
accept  assignment  of  the 
benefits  of  a health  company 
or  a health  benefit  plan.  Assur- 
ing collection  on  a claim  that  was  as- 
signed to  the  physician  can  sometimes 
prove  difficult.  One  ot  the  tools  avail- 
able to  physicians  is  the  use  of  a pro- 
vision under  the  Texas  Insurance 
Code,  Article  21.55,  which  provides 
lor  prompt  payment  ol  claims. 

Q:  What  does  it  mean  to  “assign” 
your  rights? 

A:  Assigning  your  rights  refers  to  giv- 
ing or  selling  one  or  more  of  your  le- 
gal rights  to  another  person.  For  in- 
stance, if  you  have  the  legal  right  to 
receive  some  money,  you  can  assign 
that  right  to  another  person.  The 
other  person  will  then  have  the  legal 
right  to  receive  the  money  that 
would  otherwise  go  to  you. 


Charlie  E L D R E IL  , TMA  tegiil  intern,  contributed  to 
this  article. 


Q:  Can  patients  assign  their  legal 
rights  to  be  paid  by  their  health  insur- 
ance companies  for  covered  medical 
care  to  their  physicians? 

A:  Yes.  The  physician  must  ensure  that 
a proper  assignment  ol  benefits  is  used, 
however.  There  is  a critical  legal  dis- 
tinction between  an  “authorization  to 
pay”  and  an  “assignment  ol  benefits.” 
An  assignment  is  a legal  contract  that, 
as  mentioned  previously,  affects  the 
rights  of  the  health-care  provider,  in- 
sured, and  carrier  or  plan,  and  shifts 
the  payor’s  duties  and  obligations. 

An  authorization,  in  contrast,  is 
merely  the  patient’s  permission  for  the 
carrier  or  plan  to  pay  the  physician 
rather  than  the  patient  and,  as  such, 
is  not  a legally  binding  obligation  for 
the  payor  to  do  so.  Two  sample 
forms  of  an  assignment  of  benefits 
are  reproduced  on  pp  42  and  43. 

Q.  What  legal  rights  does  assignment 
give  the  physician? 

A.  A proper  assignment  of  benefits 
provides  the  physician  an  indepen- 
dent right  to  obtain  payment  from 
the  insurance  carrier  or  benefit  plan. 
Accordingly,  if  payment  is  wrongfully 
withheld,  the  physician  need  not  bill 
the  patient  but  may  proceed  directly 
against  the  carrier  or  plan. 

Additionally,  if  the  carrier  wrong- 
fully pays  the  patient  (insured  or  plan 
beneficiary)  for  the  physician’s  ser- 
vices, the  physician  may  demand, 
and  obtain,  payment  from  the  carrier 
or  plan  anyway  and  force  the  carrier 
or  plan  to  obtain  the  payment  back 
from  tbe  patient. 

To  preserve  this  right,  however. 


the  physician  must  provide  the  carri- 
er or  plan  with  a copy  of  the  assign- 
ment. An  indication  on  a HCFA 
1500  or  similar  claim  form  is 
insufficient.  It  is  therefore  recom- 
mended that  the  physician  always  in- 
clude a copy  of  the  assignment  with 
the  claim  documents  initially  filed 
with  the  carrier  or  plan. 

Q.  Can  insurance  carriers  refuse  to 
honor  an  assignment  obtained  by  a 
physician? 

A.  No.  Before  1991,  an  insurance 
carrier  was  permitted  to  include  an 
“antiassignment”  clause  in  its  policy 
which,  in  effect,  prevented  the  in- 
sured patient  from  assigning  benefits 
to  health-care  providers.  On  Septem- 
ber 1,  1991,  however.  Article  21.24- 
1 of  the  Texas  Insurance  Code  was 
enacted  prohibiting  such  antiassign- 
ment clauses  for  most  insured  health 
benefit  products. 

Q:  Do  any  laws  address  the  length  of 
time  insurance  carriers  have  to  reim- 
burse claims? 

A:  Article  21.55  of  the  Insurance 
Code,  a law  that  became  effective 
September  1,  1991,  is  designed  to 
minimize  the  time  a claim  is  under 
review  by  a carrier  and  the  time  the 
carrier  can  withhold  payment  with- 
out risk  of  penalty.  The  law  establish- 
es claims-processing  requirements 
and  time  limits  to  be  followed  by 
carriers,  and  penalties  if  either  is  not 
met.  For  instance,  the  statute  re- 
quires insurers  to  promptly  acknowl- 
edge claims  and  begin  any  necessary 
investigation  of  such  claims. 
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Q:  What  are  the  specific  time  re- 
quirements placed  upon  insurance 
companies  under  Article  21.55  of  the 
Insurance  Code? 

A:  Within  15  days  ol  receiving  notice 
ol  a claim,  the  insurer  must  acknowl- 
edge receipt  ol  the  claim,  commence 
any  necessary  investigation  ol  the 
claim,  and  request  from  the  claimant 
all  items,  statements,  and  forms  that 
the  insurer  reasonably  believes  will  be 
required.  However,  insurers  may 
make  additional  requests  for  items, 
statements,  and  lorms  if,  during  the 
course  ol  the  investigation,  such  addi- 
tional requests  become  necessary  (1). 
Failure  to  provide  appropriate  docu- 
mentation can  significantly  delay  pay- 
ment ol  a claim. 

Within  15  days  of  obtaining  all 
inlormation  necessary  to  make  a 
claim  determination,  tbe  insurer 
must  accept  or  reject  the  claim  (2). 
The  insurer  may  obtain  an  extension 
of  up  to  45  days,  provided  it  notifies 
the  claimant  in  writing,  within  15 
days  ol  the  receipt  ol  all  necessary  in- 
lormation, ol  the  reasons  it  needs  the 
additional  time  (3).  All  claims  rejec- 
tions must  state  the  reasons  lor  de- 
nial (4).  II  the  insurer  decides  the 
claim  is  payable,  in  whole  or  in  part, 
the  insurer  must  pay  the  claim  or 
part  ol  the  claim  within  5 days  ol 
such  a determination  (5). 

Q:  What  are  the  consequences  for  in- 
surance companies  that  do  not  obey 
the  time  limits  of  Article  21.55  of  the 
Insurance  Code? 

A:  An  insurance  company  in  viola- 
tion ol  Article  21.55  is  liable  to  pay 


Because  of  concerns  about  ensuring  payments  from  insurance  companies  when 
patients  assign  their  claims  to  physicians,  the  Texas  Medical  Association  secured 
the  sample  forms  on  this  and  the  next  page.  By  signing  the  “long  form,  ” the  pa- 
tient assigns  all  causes  of  action  to  the  physician  and  names  the  physician  as  “at- 
torney in  fact,  " which  confers  additional  authority  in  pursuit  of  payment  from 
an  insurance  company  or  health  benefit  plan.  The  “short  form"  does  not  name 
the  physiciaji  as  attorney  in  fact  or  assign  all  causes  of  action. 

Sample  “long  form”  for  assignment  of  benefits  with  power  of  attorney  in  fact 


[Physician’s  Name  or  Letterhead] 

Patient  Name: 

Patient  Number: 

Treatment  Date: 

Irrevocable  Assignments  and  Financial  Responsibility 

In  consideration  of  the  services  rendered  and  to  be  rendered,  I hereby  irrevocably  assign  and 
transfer  to  [Physician’s  Name]  (hereinafter  referred  to  as  “Physician”)  all  right,  title,  and  in- 
terest in  all  benefits  payable  for  the  health  care  rendered,  which  are  provided  in  any  and  all 
insurance  policies,  employee  benefit  plans,  and/or  third  party  actions  against  any  other  per- 
son or  entity  from  whom  my  dependents  or  I am  entitled  to  recover  (hereinafter  referred  to 
as  “Benefits”).  I further  hereby  irrevocably  assign  and  transfer  to  Physician  all  right,  title, 
and  interest  in  any  and  all  causes  of  action  against  all  insurance  companies,  employee 
benefit  plans,  third  party  administrators,  and/or  other  persons  or  entities  responsible  for 
payment  of  Benefits  (hereinafter  referred  to  as  “Responsible  Parties”),  and  I hereby  appoint 
the  Physician  as  my  attorney  in  fact,  with  power  of  substitution,  to  sue  or  otherwise  obtain 
payment  of  Benefits  from  the  Responsible  Parties.  Said  irrevocable  assignment  and  transfer 
shall  be  for  the  purposes  of  granting  the  Physician  an  independent  right  of  recovery  against 
such  Responsible  Parties,  but  shall  not  be  construed  to  be  an  obligation  of  the  Physician  to 
pursue  any  such  right  of  recovery. 

I hereby  authorize  all  Responsible  Parties  to  pay  directly  to  the  Physician  all  benefits  and 
amounts  due  for  services  rendered  by  the  Physician. 

I understand  that  if  the  Physician  is  not  paid  in  full  by  proceeds  of  any  Benefits,  then 
this  assignment  does  not  release  my  obligation  and  liability  to  the  Physician  to  payment  and 
all  services  and  items  provided  to  me  or  the  above-referenced  patient  by  the  Physician.  In 
the  event  no  Benefits  are  paid  by  the  Responsible  Parties,  then  I agree  to  pay  Physician  for 
all  charges  incurred.  In  the  event  Benefits  are  paid  by  the  Responsible  Parties,  then  I agree 
to  pay  Physician  for  all  charges  in  excess  of  the  Benefits  paid.  All  payments  will  be  made  to 
Physician  at  [Address]. 

The  terms  and  consequences  of  these  irrevocable  assignments  and  financial  responsibili- 
ties have  been  fully  explained  to  me  to  my  understanding,  and  1 have  signed  this  document 
freely  and  without  inducement  other  than  the  rendition  of  services  by  the  Physician. 


signature  of  insured 


date 


signature  of  patient  witness 

or  patient 's  authorized 

representative 
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Sample  “short  form”  for  assignment  of  benefits 


[ P H s I c I A N ’ s Name  r Letterhead] 

Patienc  Name: 

Patient  Number: 

Treatment  [^ate: 

Irrevocable  Assignments  and  Financial  Responsibility 

In  consideration  of  the  services  rendered  and  to  be  rendered,  I hereby  irrevocably  assign 
and  transfer  to  [Physician’s  Name]  (hereinafter  referred  to  as  the  “Physician”)  all  right,  title, 
and  interest  in  all  benefits  payable  for  the  health  care  rendered,  which  are  provided  in  any 
and  all  insurance  policies,  employee  benefit  plans,  and/or  third  party  actions  against  any 
other  person  or  entity  from  whom  my  dependents  or  I are  entitled  to  recover  (hereinafter 
referred  to  as  “Benefits”).  Said  irrevocable  assignment  and  transfer  shall  be  for  the  purposes 
of  granting  the  Physician  an  independent  right  of  recovery  against  such  Responsible  Parties, 
but  shall  not  he  construed  to  be  an  obligation  of  the  Physician  to  pursue  any  such  right  of 
recovery. 

I hereby  aurhorize  all  Responsible  Parties  to  pay  directly  to  the  Physician  ail  benefits 
and  amounts  due  for  services  rendered  by  the  Physician. 

I understand  that  if  the  Physician  is  not  paid  in  full  by  proceeds  of  any  Benefits,  then 
this  assignment  does  not  release  my  obligation  and  liability  to  the  Physician  to  payment 
and  all  services  and  items  provided  to  me  or  the  above-referenced  patient  by  the  Physician. 
In  the  event  no  Benefits  are  paid  by  my  insurance  company  or  health  benefit  plan,  then  I 
agree  to  pay  Physician  for  all  charges  incurred.  In  the  event  Benefits  are  paid  by  my  insur- 
ance company  or  health  benefit  plan,  then  1 agree  to  pay  Physician  for  all  charges  in  excess 
of  the  Benefits  paid.  All  payments  will  be  made  to  Physician  at  [Address]. 

The  terms  and  consequences  of  these  irrevocable  assignments  and  financial  responsibili- 
ties have  been  fully  explained  to  me  to  my  understanding,  and  I have  signed  this  document 
freely  and  without  inducement  other  than  the  rendition  of  services  by  the  Physician. 


signature  of  insured 


date 


signature  of  patient  witness 

or  patient’s  authorized 

representative 


the  holder  or  beiiehciary  of  the  poli- 
cy the  amount  of  the  claim;  a penalty 
based  on  an  annual  percentage  rate 
of  18%  of  the  principal  amount  of 
the  claim;  and  reasonable  attorney’s 
fees  that  the  holder  or  the  benehciary 
of  the  policy  expended  to  acquire 
payment  (6).  These  damages  are  in 
addition  to  any  other  available  dam- 
ages to  be  paid  by  the  insurance 
company  (7).  These  are  civil  reme- 
dies and  are  not  available  through  the 
Texas  Department  of  Insurance. 

Q;  Are  the  remedies  provided  in  Arti- 
cle 21.55  of  the  Insurance  Code  avail- 
able to  physicians  who  are  assigned 
claims  against  insurance  companies 
by  their  patients? 

A:  Mark  Herbert,  JD,  an  expert  in 
health  insurance  litigation,  said  that 
“although  the  definitions  make  un- 
clear whether  a health-care  provider 
may  avail  itself  of  article  21.55  — by 
defining  a ‘claim’  as  one  made  by  an 
insured,  policyholder,  or  beneficiary 
named  in  the  policy  — a strong  ar- 
gument can  be  made  that  health-care 
providers  can  invoke  its  protection.” 
This  argument  is  threefold: 

• First,  the  “claimant  ” is  a “person” 
making  a claim.  Although  “person  ” 
is  not  defined  in  Article  21.55,  in 

, other  sections  of  Article  21  it  in- 
! eludes  health-care  providers. 

• Second,  the  penalty  section  makes 
damages  payable  to  the  “holder” 
of  the  policy.  This  term  was  found 
in  Article  3.62  of  the  Texas  Insur- 
ance Code  (which  was  repealed 
and  replaced  with  Article  21.55) 
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and  was  held  to  include  a health- 
care provider  with  a proper  as- 
signment of  benefits. 

• Third,  the  statute  calls  for  liberal 
construction.  It  would  defeat  the 
statute’s  purposes  of  prompt  pay- 
ment of  claims  if  health-care 
providers  — the  largest  potential 
group  of  claimants  — were 
excluded. 

Supporting  Mr  Herbert’s  con- 
tention is  a question-and-answer  pa- 
per prepared  by  the  Statutory  Imple- 
mentation Division  of  the  Texas 
Department  of  Insurance.  This  paper 
states  that  as  long  as  the  provisions  of 
Article  21.24-1  of  the  Insurance 
Code  (Assignment  of  Health  Care 
Benefits)  are  followed,  and  the  as- 
signment is  a valid  one,  then  there 
should  not  be  an  impediment  to  a 
claim  filed  by  a health-care  profes- 
sional (8). 

Q:  Do  the  remedies  provided  for  in 
Article  21.55  of  the  Insurance  Code 
cover  insurance  companies  that  pay 
health  benefit  payments? 

A:  Most  insurance  companies  are  gov- 
erned by  the  statute;  however.  Blue 
Cross/Blue  Shield  is  not  covered.  It 
has  agreed  with  the  Texas  Medical  As- 
sociation to  honor  assignments  from 
patients  to  physicians  and  has  amend- 
ed its  policy  regarding  its  health 
benefits  plan,  Parplan,  to  honor  as- 
signments even  if  the  assignee  is  not  a 
participating  physician.  Health  main- 
tenance organizations  also  are  not 
covered,  except  when  there  is  an  out- 
of-area  or  emergency  claim  for  which 


benefits  are  not  assigned  or  payment  is 
not  made  directly  to  the  physician  or 
provider  (9). 

Other  uncovered  entities  are  mort- 
gage guarantee  insurance;  title  insur- 
ance; fidelity,  surety,  or  guaranty 
bonds;  marine  insurance  other  than 
inland  marine  insurance;  and  title 
guaranty  associations  (10).  Also  not 
included  are  health  benefit  plans  that 
are  self-insured  and  covered  by  the 
Employee  Retirement  Income  Securi- 
ty Act  of  1974  (ERISA).  The  damages 
provisions  of  Article  21.55  do  not  ap- 
ply to  guaranty  associations  for  prop- 
erty and  casualty  insurance  or  for  life, 
accident,  and  health  insurance  (11). 

References 

1.  Insurance  Code,  Article  21.55  §2. 

2.  Insurance  Code,  Article  21.55  §3(a). 

3.  Insurance  Code,  Article  21.55  §3(d),  3(e). 

4.  Insurance  Code,  Article  21.55  §3(c). 

5.  Insurance  Code,  Article  21 .55  §4. 

6.  Insurance  Code,  Article  21.55  §6. 

7.  Insurance  Code,  Article  21.55  §7. 

8.  “Questions  and  Answers,  Article  21.55, 
Insurance  Code,  Prompt  Payment  of 
Claims,”  Statutory  Implementation  Divi- 
sion, September  30,  1991. 

9.  Insurance  Code,  Article  20A.09(i). 

10.  Insurance  Code,  Article  21.55  §5(a). 

1 1 . Insurance  Code,  Article  21 .55  §6. 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 
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Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departments  are  seeking 
BE/BC  family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  and 
clinical  public  health  trained 
physicians  for  full-time  employment 
with  excellent  benefits. 

Join  our  innovative  and  progressive 
health  departments  and  work  with 
dedicated  health  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  call.  New  program 
development  and  research 
opportunities  are  available.  Texas 
license  or  ability  to  obtain  required. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 

@ 

Fort  Worth/Tarrant  County  Health  Departments 
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Seeing  a lion  at  the 
mouth  of  the  cave 

How  physicians  in  high-risk  specialties  cope  with  stress 

Bv  Barbara  A.  Lancsham 


Kenneth  Mattox,  MD,  chief  of  staff  at 
Houston’s  Ben  Taub  Hospital,  which  he 
calls  “one  of  the  busiest  MASH  hospi- 
tals in  the  world,”  follows  a schedule 
that  would  drive  many  physicians  up  the  wall. 


Up  by  5:30,  he  leads  a 7 am  meeting  of  the  surgical 
team,  then  proceeds  to  the  operating  room,  conferences, 
or  his  othce,  where  five  of  seven  telephones  may  be  ring- 
ing at  once.  After  a working 
lunch,  he  makes  rounds  of 
the  emergency  room  and  in- 
tensive care  unit  and  shuttles 
in  and  out  of  meetings.  He 
returns  to  his  office  to  answer 
mail  (he  receives  a stack  1 2 to 
24  inches  thick  every  day),  to 
write  (he’s  editing  his  fourth 
book),  and  to  catch  up  on 
journals.  At  7:30  pm,  he 
heads  home,  although  he  at- 
tends board  meetings  about 
three  nights  a week.  Usually 
in  bed  by  midnight,  he  is 
wakened  two  to  five  times  by 
emergency  phone  calls. 

“There  are  folks  who  run 
from  stress,  and  folks  who 
run  to  stress,”  he  said,  plac- 
ing himself  squarely  in  the 
second  category.  “I  don’t  ac- 
knowledge stress  as  some- 
thing to  be  afraid  of” 

Dr  Mattox,  a trauma  sur- 
geon with  training  in  cardiovascular  surgery,  and  other 
physicians  in  high-risk  specialties  manage  hectic  schedules 
and  a constant  stream  of  life-or-death  decisions  with  a 
mixture  of  elan  and  humility.  How  they  cope  depends  to 


Barbara  A.  Langham  is  an  Austin-based  education  and  human  resources  writer. 


a large  extent  on  what  they  perceive 
as  stressful  and  how  they  view  them- 
selves and  their  roles  with  patients. 

A mind  and  body  response 

“Stress  is  a response  of  mind  and 
body  to  that  which  is  perceived  as  a 
change,  a challenge,  or  a threat,”  said 
Doyle  I.  Carson,  MD,  medical  director  at  Timberlawn 
Psychiatric  Hospital  in  Dallas. 

It’s  the  “fight  or  Bight”  response  imbedded  deep  in  the 

human  psyche  since  prehis- 
toric times  and  stimulated  by 
“seeing  a lion  at  the  mouth  of 
the  cave,”  he  explained.  The 
body  responds  with  an  out- 
pouring of  nervous  impulses 
from  millions  of  brain  cells. 
The  heart  beats  faster,  bringing 
more  oxygen  to  the  muscles 
and  brain,  and  hormones  Bow, 
priming  the  body  to  act.  Sens- 
ing a greater  risk  from  outside, 
the  body  slows  activity  in  the 
gut  and  immune  system. 

Everyone  feels  some  degree 
of  stress  all  the  time,  according 
to  the  late  Hans  Selye,  a Vien- 
nese-born physician  whose 
1950s  research  is  considered 
classic.  “Stress  is  not  even  nec- 
essarily bad  for  you,”  he  wrote. 
“It  is  also  the  spice  of  life.” 

Dr  Carson  agrees.  “People 
are  happiest  when  they’re  in- 
volved in  some  amount  of 
stress.”  For  example,  a seasoned  tennis  player  engages  in  a 
tough  match  with  excitement:  “He  plays  well,  he  feels 
good,  he  has  a sense  of  mastery.  Without  stress,  life  would 
be  a numbing  experience,”  he  said.  “It’s  the  essence  of  life,” 
it  calls  forth  “the  energy  we  use  to  get  through  the  day.” 
Problems  occur  when  stress  continues  unabated  for  ex- 
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The  Physician’s  Life 


'7  began  to  say  no  a lot.  I felt  some  guilty 
but  I think  it  was  the  selfishly  healthy 
thing  to  do. '' 


tended  periods.  Pressures  from  over- 
work, business  hassles,  or  marriage 
difficulties  can  surface  as  indigestion, 
cardiovascular  problems,  migraines, 
neck  or  lower  back  pain,  fatigue,  anxi- 
ety, irritability,  burnout,  and  more. 

Problems  can  also  occur  when  a 
stressful  event  is  especially  strong. 
Perhaps  a physician  loses  a patient  or 
encounters  a string  of  perceived  fail- 
ures, says  Dr  Carson.  Such  experi- 
ences can  cause  physicians  to  “devel- 
op self-doubt  and  lose  their  sense  of 
mastery  and  competence.”  They  may 
begin  having  nightmares,  insomnia, 
or  other  symptoms.  They  may  try  to 
cope  by  withdrawing,  drinking  more, 
or  self-medicating  — all  the  while 
not  realizing  what  is  happening. 

The  mother’s  milk  of  productivity 

Managing  stress  depends  to  a great 
extent  on  how  you  perceive  life’s 
events.  Dr  Mattox,  for  example, 
seems  to  relish  situations  that  many 
would  find  stressful. 

“1  carry  around  a laptop  comput- 
er,” he  said.  “At  the  top  of  the  menu 
screen  in  great  big  letters  are  these 
words:  ‘Stress  is  the  mother’s  milk  of 
productivity.’” 

Dr  Mattox  feels  most  calm  in  set- 
tings that  others  would  describe  as 
uncontrollable.  He  poses  this  exam- 
ple: Five  shock  rooms  in  the  emer- 
gency department  are  full  of  patients 
either  recovering  from  or  ready  for 
surgery,  and  two  operating  rooms  are 
going.  Suddenly,  a bus  arrives  carry- 
ing people  who  have  been  exposed  to 
a toxic  chemical. 

“1  begin  to  think  how  1 can  maxi- 


mally utilize  the  staff  1 have.  Which  pa- 
tients need  immediate  attention,  and 
which  ones  can  wait?  I look  at  ICU  — 
who  can  go  and  who  can  stay?”  He 
quickly  scans  the  scene,  makes  a steely 
appraisal,  and  clicks  into  action. 
“That’s  a comfortable  time  for  me.” 

Some  individuals  seek  out  chal- 
lenge, he  says,  citing  “top-gun”  pilots 
dodging  missiles  in  Desert  Storm, 
tethered  astronauts  repairing  the  Hub- 
ble telescope,  and  chess  players  vying 
in  a world-championship  tournament. 
To  these  risk-loving  professionals  and 
to  himself,  he  applies  a Chinese 
proverb:  “Go  to  the  heart  of  danger, 
and  there  you  will  find  safety.” 

“Ask  a Navy  pilot  to  ferry  a Piper 
Cub  from  Austin  to  El  Paso  at  50 
knots.  In  5 minutes,  be’s  stressed  be- 
cause he’s  going  too  slow  and  he’s  not 
on  an  important  mission,”  said  Dr 
Mattox.  Likewise,  “If  things  are  not 
happening,  I get  bored.” 

Learning  to  say  no 

For  some  physicians  in  high-risk  spe- 
cialties, managing  stress  becomes  a 
matter  of  “finding  the  proper  balance 
— not  too  much,  and  not  too  little,” 
said  Dr  Carson. 

Austin  oncologist  and  hematolo- 
gist Brenda  Towell,  MD,  has  found  a 
balance  by  cutting  back  on  clinical 
responsibilities  and  dropping  off 
boards.  “I  began  to  say  no  a lot,”  she 
said.  “I  felt  some  guilt,  but  1 think  it 
was  the  selfishly  healthy  thing  to  do.” 

She  continues  to  have  difficulty  with 
overscheduling,  however,  noting  that 
most  days  she  is  running  an  hour  late 
by  noon.  Fifteen-minute  appointments 


are  not  long  enough  for  some  of  her  pa- 
tients, most  of  whom  have  breast  can- 
cer. She  could  lengthen  appointments 
but  would  probably  still  run  late. 

“I  believe  work  expands  to  fill  the 
time  available,”  she  said.  And  besides, 
she  mused,  “I  don’t  watch  the  clock 
— I’m  a poor  judge  of  time,  especial- 
ly in  getting  from  place  to  place.” 

The  enemy  within 

In  coping  with  stress,  physicians  are  of- 
ten their  own  worst  enemies.  As  Dr 
Carson  explained,  “Typically,  physi- 
cians have  a high  set  of  standards,  high 
self-expectations,  a need  to  be  perfect.” 

Dr  Towell  testified:  “I’m  really 
compulsive  about  making  sure  that 
everything  is  done  right.”  She  relies 
heavily  on  staff  for  getting  test  results 
promptly  and  handling  paperwork, 
but  still  worries.  “I  don’t  want  some- 
thing to  fall  through  the  cracks.” 

High  expectations,  combined  with 
the  emotions  associated  with  treating 
patients  who  are  suffering  or  hover- 
ing on  the  brink  of  death,  can  wreak 
havoc  on  peace  of  mind. 

“I’ve  learned  it’s  important  to  have 
compassion  but  to  maintain  some 
distance,”  she  said. 

At  the  outset,  she  tries  to  give  the 
patient  and  family  members  realistic 
expectations  of  the  disease  and  treat- 
ment. “I  try  to  give  them  a realistic 
expectation  of  me,  too,”  she  said.  “I 
don’t  try  to  play  God.” 

Being  realistic  also  holds  true  for  Dr 
Mattox.  “When  the  going  gets  tough,  I 
focus  on  the  problem,”  he  said.  “Can  I 
do  something  right  now?  If  so,  I get  on 
with  it.”  If  not,  he  deals  with  it  later  in 


46 


TEXAS  MEDICINE  ★ MARCH  1994 


''Did  I use  the  wrong  technique?  Did  i , 
know  enough?  Weve  all  been  haunted  by 
these  thoughts  since  we  left  medical  school. '' 


“a  quiet  moment  of^  reHection”  or  at  the 
daily  surgical  meeting.  In  that  meet- 
ing, he  and  stah-  consider:  What  was 
in  our  control?  What  was  not? 

When  a problem  was  outside 
their  control  — perhaps  the  ambu- 
lance was  delayed,  the  paramedics  ill- 
equipped  — they  address  that  as  a 
new  research  opportunity,  he  says, 
rhey  investigate  all  options  — their 
procedures,  the  system  in  which  they 
work,  even  widely  held  concepts  and 
“sacred”  strategies  in  medicine. 

Did  i not  know  enough? 

Inevitably,  some  problems  boil  down 
to  the  attending  staff’s  skill  and 
knowledge  and  the  choices  they 
made.  “Did  I use  the  wrong  tech- 
nique? Did  I not  know  enough? 
We’ve  all  been  haunted  by  these 
thoughts  since  we  left  medical 
school,”  said  Dr  Mattox. 

“Some  patients  die  despite  your 
best  efforts,”  he  said.  And  not  every 
patient  responds  to  the  same  treat- 
ment in  the  same  way. 

From  his  perspective  as  editor  of 
Complications  in  Trauma,  Dr  Mattox 
believes  that  variations  occur  because 
“you’re  dealing  with  a unique  biolog- 
ical entity.”  Consequently,  “one 
makes  decisions  on  the  basis  ol  the 
knowledge  one  has.” 

What  il  the  information  was  in  a 
journal  and  the  physician  had  not 
read  it?  “Then  ask,  how  can  I better 
distribute  this  information?” 

In  some  cases,  there  is  no  one 
right  way  to  treat.  “There’s  a lot  of 
art  to  oncology,”  said  Dr  Towell.  In 
the  soul-searching  that  follows  a pa- 


tient’s decline,  “it’s  reassuring  to  re- 
view the  case  with  colleagues.  Most 
of  the  time  1 find  that  they  would 
have  done  it  just  the  way  1 did.” 

Depending  on  the  depth  ol  the 
physician-patient  relationship,  a pa- 
tient’s relapse  or  death  can  hit  hard. 
“Sometimes  1 go  home  and  cry,”  Dr 
Towell  admitted.  But  lor  the  most 
part,  she  copes  by  realizing  that  her 
job  is  to  “help  people  through  a 
difficult  period  ol  their  lives.” 

“I  don’t  see  death  as  the  enemy.  II 
I did,  I couldn’t  do  this  job,”  she 
said.  Before  they  die,  her  cancer  pa- 
tients may  have  been  through 
surgery,  endured  great  pain,  suffered 
the  ravages  of  chemotherapy,  been 
deprived  of  satisfying  work  and  other 
things  they  love,  and  struggled  with 
emotionally  distraught  family  mem- 
bers. “I  try  to  remind  myself  about 
the  poor  quality  of  life  they  had  in 
the  last  days,”  she  said. 

Potentially  more  unsettling  than 
the  incurable  conditions  are  those 
that  might  be  curable.  “I  know  that  if 
1 push  really  hard  with  an  aggressive 
treatment,  the  patient  will  have  a 
poor  quality  of  life  for  a time,”  Dr 
Towell  said.  “Sometimes  it’s  difficult 
knowing  where  the  line  is,  whether  I 
will  do  more  harm  than  good.” 

Coping  strategies 

It’s  not  unusual  for  physicians  to  deny 
they  are  under  stress  or  ignore  its  harm- 
ful effects.  “Physicians  are  so  oriented 
to  caretaking  that  they  can  forget  to 
take  care  of  themselves,”  said  Dr  Car- 
son,  whose  ACCEL  program  treats  psy- 
chologically dysfunctional  physicians, 


attorneys,  business  executives,  and  oth- 
er high-achieving  professionals. 

Dr  Carson  says  strong,  caring  re- 
lationships are  a powerful  way  for 
diffusing  stress.  “Some  physicians  be- 
lieve they  shouldn’t  complain,  and  so 
they  withdraw  and  become  isolated,” 
he  said.  “But  having  someone  with 
whom  you  can  ventilate  your  feelings 
can  be  incredibly  helpful.” 

Dr  Lowell  confides  in  her  husband 
and  fellow  oncologist,  Dennis 
Tweedy,  MD.  “He’s  very  supportive.  1 
know  1 can  unload,  and  if  he  has 
nothing  to  say,  he  just  listens.”  And 
she  finds  their  children  — Nathan,  4, 
and  Beth,  6 — a source  of  strength. 

Dr  Carson  also  points  to  the  value 
of  belief  systems,  whether  religious 
philosophies  or  social  causes:  “To  be 
healthy,  you  have  to  have  things  you 
believe  in  passionately,”  he  said. 

Since  stress  depletes  the  body  of 
vital  chemicals,  he  encourages  physi- 
cians, even  those  who  thrive  on 
stress,  to  take  timely  breaks.  “There’s 
something  about  getting  away  that 
allows  the  mind  and  body  to  replen- 
ish themselves.” 

It’s  not  enough,  however,  to  leave 
Friday  for  the  lake  cabin  and  spend 
all  weekend  reviewing  the  surgery 
manual  for  that  complicated  proce- 
dure on  Monday,  he  points  out. 
“The  body  may  have  gone  to  the 
lake,  but  the  mind  didn’t.” 

He  recommends  other  mind-body 
diversions,  including  relaxation  tech- 
niques, hobbies,  creative  outlets, 
recreation,  and  exercise.  “I  swim  every 
day,  and  it’s  wonderful,”  he  said.  “I 
can  feel  the  stress  drain  away.”  ★ 
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The  Texas  Medical  Association  Physician  Oncology  Education  Program  was  designed  to  enhance  the  role  of 
the  primary-care  physician  in  communicating  and  implementing  cancer  prevention,  screening  and  early 
detection.  This  spring  the  POEP  will  be  presenting  a series  of  seminars  on  cancer  prevention: 


“Cancer  Prevention  1994:  Breast,  Coeorectae  and  Prostate” 


Harlingen 

Saturday,  March  12 
Valley  Baptist  Medical  Center 
8:00  am  - 12:00  pm 


Nacogdoches 
Wednesday,  March  23 
Nacogdoches  Medical  Center 
5:30  pm  - 9:00  pm 


Waco 

Thursday,  April  21 

Hillcrest  Baptist  Medical  Center 

5:30  pm  - 9:00  pm 


Abilene 

Thursday,  April  28 
Embassy  Suites  Hotel 
5:30  pm  - 9:00  pm 


Wichita  Falls 
Thursday,  May  26 
Wichita  Falls  Country'  Club 
5:30  pm  - 9:00  pm 


“AIDS-Reeated  Oncoeogy” 

Austin 

Thursday,  May  26 
Guest  Quarters  Hotel 
5:30  pm  -9:15  pm 


“Breast  Cancer:  Prevention, 
Detection  and  Risk  Management 

Texarkana 
Thursday,  June  9 
Texarkana  Country  Club 
5:30  pm  - 9:00  pm 


Each  seminar  has  been  approved  for  three  credit  hours  in  category  1 of  the 
Physicians  Recognition  Award  of  the  American  Medical  Association. 

For  more  information  on  these  programs  or  to  register  call  the  POEP  at  f800)  880-1300  Ext.  1672. 


PUBLIC  HEALTH  MEDICAL/SCIENTIFIC  SYMPOSIA 

“Genetics  As  It  Impacts  Primary  Health  Care 

IN  THE  Rio  Grande  Valley” 

McAllen 

Embassy  Suites  Hotel 

Friday,  April  29,8:00  am  -5:00  pm 

Saturday,  April  30,  9:00  am  - 12:00  pm 

Pain  Management 

Austin 

Doubletree  Hotel 

Friday,  August  26 

8:00  am  - 5:00  pm 

“New  Perspectives  in  Adolescent  Health” 

Austin/TMA  Annual  Session 

Doubletree  Hotel 

Saturday,  May  14 

9:00  am  - 12:00  pm 

Infectious  Diseases 

Friday  October  21  61 
Saturday  October  22 
Houston 

8:00  am  - 5:00  pm 

For  more  information  on  these  programs  or  to  register  call  the  Division  of  Public  Health 
and  Scientific  Affairs  at  (800)880-1300  Ext  1466. 

For  Professionals: 
The  Texas 

Physicians'  Directory 

Showcase  your  practice 
orcli  n ic  i n Texas  Med  ici  ne 

Fax  or  phone  in  your  listing  to 
Texas  Medicine  withyour 
Visa  or  Mastercard  number. 


For  more  professional 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department 

at  (512)  370-1382 
or  FAX  (512)  370-1632 


Integrated  delivery  systems 
we  advise  physicians. 

Clark  Watts,  M.D.,  J.D. 

FORD  & FERRARO,  LLP. 

ATTORNEYS  AT  LAW 

98  SAN  JACINTO  BOULEVARD,  SUITE  2000 
AUSTIN,  TEXAS  78701 
512  476-2020 


Thanks  for 
Sticking  with  Us. 


Give  Ability  A Chance. 


THE  DOCTORS  OFFICENTER 

MEDICAL  GROUP 

A well-established,  quality-driven,  physician  group  practice,  that  has  successfully 
merged  the  practice  of  fee-for-service  with  managed  care,  has  several  FULL  and 
PART-TIME  opportunities  for  Board  Certified  & Board  Eligible 
Physicians  in  General  Medicine /Primary  Care  and 

various  Subspecialties.  We  have  19  comprehensive  primary  care  centers  in 
and  throughout  Houston  and  Dallas.  LOOK  for  your  specialty  and  area  of  interest 
below  and  give  us  a call  for  an  immediate  interview. 

1-800-633-2373,  ext. 283,  JONI  TAYLOR 

HOUSTON  Baytown  ClearLake  Conroe  DeerBrook  Huntsville  DALLAS  Arlington  Bedford  Denton  Ft.  Worth(2)  Irving  NE  Dallas  RedBird 

MedCenter  I960  MemorialSE  SugarLand  TexasCity  Town&Country  Willowbrook 


SUBSPECIALTY  PRIMARY  CARE 

Hematology /Oncology  Endocrinology 

Infectious  Diseases  Dermatology 

Pulmonary  Disease  Cardiology 

Gastroenterology  Geriatrics 

PRIMARY  CARE 

PEDIATRICS 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 


Pediatrics 
Family  Practice 
Internal  Medicine 


f DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


Medicine’s  View 


Laurance  Nickey,  AID, 
El  Paso,  testifies  in  sup- 
port of  HR  23(D  before 
the  Health  Subcommittee 
of  the  House  Energy  and 
Commerce  Conimittee. 
Looking  on  is  Irwin 
Redlener,  AID,  New 
York,  president  of  I he 
Children 's  Health  Eurid. 


Organized  medicine 
renews  fight  to  address 
border  health  issues 


The  Texas  Medical 

Association  took  its  fight  to  im- 
prove health  conditions  along 
the  US-Mexico  border  directly 
to  Congress  in  January. 

In  testimony  before  the  Health 
Subcommittee  of  the  House  Commit- 
tee on  Energy  and  Commerce,  Lau- 
rance N.  Nickey,  MD,  El  Paso,  urged 
support  of  legislation  to  create  a US- 
Mexico  Border  Health  Commission. 

Meanwhile,  I'MA  President-Elect 
Betty  P.  Stephenson,  MD,  Houston, 
joined  representatives  of  the  Ameri- 
can Medical  Association  and  local 
county  medical  societies  at  news  con- 
ferences in  Corpus  Christi  and 
McAllen  to  bolster  grassroots  support 
for  the  legislation. 

“The  border  is  in  crisis,”  said  Dr 
Nickey,  director  of  the  El  Paso  City- 
County  Health  and  Environmental 
District  and  chairman  of  TMA’s  Coun- 
cil on  Public  Health.  “The  health  prob- 
lems that  originate  in  the  border  region 
impact  the  rest  of  our  country  seriously, 
and  the  consensus  of  all  the  experts  on 
border  issues  is  that  we  must  establish 
this  US-Mexico  Border  Health  Com- 
mission to  address  these  problems.” 

Dr  Nickey’s  testimony  came  dur- 
ing one  of  a series  of  hearings  by  the 
Health  Subcommittee  on  President 
Clinton’s  health-system  reform  plan 
and  only  a day  before  the  president 
reiterated  the  need  for  reform  in  his 
State  of  the  Union  address. 


Dr  Nickey,  speaking  on  behalf  of 
TMA,  AMA,  and  the  state  medical 
associations  in  New  Mexico,  Arizona, 
and  California,  asked  the  subcom- 
mittee to  incorporate  the  border 
commission  bill  into  any  health-sys- 
tem reform  plan  enacted  this  year. 
The  border  bill,  HR  2305,  is  spon- 
sored by  US  Rep  Ron  Coleman  (D- 
El  Paso)  and  cosponsored  by  more 
than  40  Democratic  and  Republican 
congressmen  from  Texas,  New  Mexi- 
co, Arizona,  and  California.  US  Sen 
Jeff  Bingaman  (D-NM)  has  filed 
companion  legislation  in  the  Senate. 

“The  United  States  shares  a 2,000- 
mile  border  with  Mexico,”  Dr  Nickey 
told  the  subcommittee.  “Geographi- 
cal borders  are  lines  on  a map,  which 
do  not  protect  us  from  the  diseases 
that  are  originating  there.  Even 
though  there  are  two  sovereign  na- 
tions, for  the  purposes  of  public 
health,  there  is  a large  population 
sharing  the  same  air,  the  same  water, 
the  same  pollution,  and  the  same  dis- 


ease almost  on  an  immediate  basis.” 

Neither  the  president’s  plan  nor  any 
of  the  competing  proposals  that  have 
been  filed  address  the  border  situation. 

“Just  as  the  causes  of  these  problems 
are  international  in  origin  and  scope,  so 
too  are  the  solutions  beyond  the  local 
community  level,”  Dr  Nickey  said. 
“HR  2305  addresses  Washington’s  role. 
It  recognizes  that  these  staggering 
health  problems,  which  cross  all  politi- 
cal boundaries,  can  only  be  addressed 
by  an  international  authority.” 

US  Rep  Henry  Waxman  (D- 
Calif),  who  chairs  the  subcommittee, 
did  not  comment  specifically  on  HR 
2305  but  did  raise  concerns  that  the 
Clinton  health  plan  would  exclude 
undocumented  aliens  from  coverage. 

Dr  Nickey  also  expressed  that  con- 
cern. “How  will  individuals  crossing 
the  border  in  search  of  medical  care  at 
hospitals  or  public  clinics  be  treated, 
especially  if  direct  services  are  elimi- 
nated from  the  public  health  system, 
as  is  proposed  in  the  president’s  plan?” 
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he  asked.  “How  will  an  em- 
ployer-based health-care  sys- 
tem meet  the  needs  of  un- 
employed resident  aliens?  Medicaid 
and  local  funds  are  already  stretched 
to  the  limit.” 

At  the  same  time  Dr  Nickey  was 
testifying  in  Washington,  DC,  Dr 
Stephenson;  AMA  President  Joseph  T. 

Painter,  MD,  Houston;  and 
county  medical  society 
(CMS)  presidents  from  Cor- 
pus Christi  and  McAllen 
joined  congressmen  and  state 
legislators  at  news  confer- 
ences supporting  HR  2305. 

“Our  association  is 
working  to  gain  the  support 
of  the  entire  Texas  con^res- 
sional  delegation  for  this 
measure,  and  we  will  con- 
tinue our  efforts  to  bring  about  solu- 
tions to  border  health  concerns 
throughout  the  health-sys- 
tem reform  debate,”  Dr 
Stephenson  said. 

US  Rep  Kika  de  la  Garza 
(D-McAllen)  told  reporters 
in  McAllen  that  he  is 
confident  the  Clinton  ad- 
ministration will  be  sup- 
portive of  efforts  to  address 
border  concerns. 

Others  appearing  at  the 
news  conferences  were  Nue- 
ces CMS  President  William  Swan, 
MD;  Hidalgo-Starr  CMS  President 
Carlos  de  Juana,  MD;  state  Rep  Hugo 
Berlanga  (D-Corpus  Christi),  chair- 
man of  the  Texas  House  Committee 
on  Public  Health;  and  state  Sen  Eddie 
Lucio  (D-Brownsville). 


Betty  Stephenson.  AID,  TMA  president-elect,  re- 
sponds to  a reporter  's  question  on  border  health 
concerns  during  a question-and-answer  session 
with  the  media  at  the  Nueces  County  Medical 
Society  in  Corpus  Christi.  State  Rep  Hugo 
Berlanga,  chairman  of  the  House  Committee  on 
Public  Health,  far  right,  explains  the  importance 
of  the  proposed  federal  legislation. 


William  Swan,  MD,  Nueces  County  Medical 
Society  president,  answers  a reporter's  question 
on  the  tieed  for  a border  health  commission. 


American  Medical  Association  President  Joseph 
T.  Painter,  MD,  left,  discusses  national  and  in- 
ternational health  concerns  along  the  border 
during  a AIcAllen  press  conference  held  at  Rio 
Grande  Regional  Hospital.  US  Rep  Kika  de  la 
Garza,  center,  who  is  a cosponsor  of  HR  2305, 
and  Carlos  de  Juana,  AID,  Hidalgo-Starr 
County  Medical  Society  president,  were  on 
hand  to  discuss  the  need  for  the  legislation. 


Surgeon  general  urges 
Texas  physicians  to 
support  comprehensive 
health  education 


Her  opponents  claim  US 
Surgeon  General  Joycelyn  Elders, 
MD,  delivers  nothing  more  than 
an  overdose  of  preachings  and 
teachings  on  condoms,  drugs,  and 
abortion.  But  her  supporters  believe 
the  country’s  top  political  doctor  of- 
fers a healthy  dose  of  medical  wisdom. 

While  in  Austin  this  January  to 
help  dedicate  The  Ghristine  H.  Aubrey 
Center  for  Sexualiry^  Education,  Dr  El- 
ders urged  Texas  physicians  to  become 
involved  in  local  and  statewide  efforts 
to  bring  comprehensive  health  educa- 
tion into  the  school  systems. 

“Doctors  have  the  most  infiuence 
of  anyone  to  promote  comprehensive 
health  education  programs,”  Dr  El- 
ders told  Texas  Medicine.  “Private 
physicians  have  a responsibility  to 
their  patients  and  children  in  their 
communities  to  support  health  edu- 
cation programs  for  kindergarten 
through  12th  grade.” 

Dr  Elders  said  that  although  there 
are  a lot  of  good  programs  available, 
“only  5%  of  the  school  districts  in 
this  entire  country  have  comprehen- 
sive health  education  programs.” 

During  the  73rd  Eegislative  Ses- 
sion, the  Texas  Medical  Association 
supported  efforts  to  pass  laws  requir- 
ing school  districts  to  offer  self-devel- 
opment and  life  skills  programs,  in- 
cluding sex  education,  from 
kindergarten  through  12th  grade. 
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Senate  Bill  20,  sponsored  by  Sen 
Mike  Moncrief  (D-Fort  Worth),  nev- 
er emerged  for  a vote  from  commit- 
tee hearings. 

TMA  policy  supports  uniform  in- 
struction on  family  life,  human  sexu- 
ality, and  comprehensive  health  edu- 
cation for  students  from  kindergarten 
through  college. 


San  Antonio  physician 
gets  federal  post 

CiRO  SuMAYA,  MD,  San 
Antonio,  has  been  named  ad- 
ministrator of  the  Health  Re-  j 
sources  and  Services  Administra-  i 
tion  (HRSA)  by  President  Clinton.  [ 
Dr  Sumaya,  the  only  Texas  physi- 
cian to  serve  on  President  Clinton’s 
health-system  reform  task  force,  as- 
sumed his  new  duties  in  February. 

HRSA,  based  in  Rockville,  Md, 
sponsors  efforts  to  integrate  health  i 
services  delivery  programs  with  pub- 
lic and  private  health-financing  pro- 
grams, particularly  for  the  disadvan- 
taged and  underserved.  It  also 
administers  health  services  block 
grants,  provides  for  personal  health 
services  to  designated  beneficiaries,  j 
and  administers  programs  to  improve  j 
utilization  of  health  resources. 

The  agency,  which  is  a compo- 
nent of  the  US  Public  Health  Ser- 
vice, is  composed  of  four  bureaus: 
the  Maternal  and  Child  Health  Bu- 
reau, the  Bureau  of  Health  Resources 
Development,  the  Bureau  of  Health 
Professions,  and  the  Bureau  of  Pri- 


mary  Health  Care.  It  has  an  annual 
budget  of  $2.6  billion. 

Dr  Sumaya  previously  was  associ- 
ate dean  for  affiliated  programs  and 
continuing  medical  education  and 
professor  of  pediatrics  and  pathology 
j at  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  He  is 
an  expert  in  childhood  infectious  dis- 
eases and  has  spent  several  years 
heading  initiatives  to  improve  health 
conditions  throughout  South  Texas 
and  the  Rio  Grande  Valley.  He  also 
has  served  as  coordinator  of  the  Area 
Health  Education  Council  for  South 
Texas,  director  of  the  federal  Area 
Health  Education  Center  for  the  Rio 
Grande  Valley  and  South  Texas,  and 
director  of  the  state-funded  South 
Texas  Health  Research  Center. 

A Brownsville  native.  Dr  Sumaya 
came  to  the  attention  of  the  Clinton 
administration  when  he  was  recom- 
mended for  a seat  on  the  health-system 
reform  task  force  headed  by  First  Lady 
Hillary  Rodham  Clinton.  He  also  was 
a member  of  the  Health  Task  Force  for 
the  North  American  Free  Trade  Agree- 
ment and  the  Surgeon  General’s  Na- 
tional Hispanic  Flealth  Initiative. 

Dr  Sumaya  received  his  medical 
degree  from  The  University  of  Texas 
Medical  Branch  at  Galveston  and 
trained  in  Philadelphia  and  at  Tulane 
University  School  of  Medicine.  He 
has  been  a member  of  the  Bexar 
Gounty  Medical  Society  and  TMA 
since  1 986.  Dr  Sumaya  has  served  on 
the  Texas  Medicine  editorial  commit- 
tee and  as  a consultant  to  TMA’s 
committees  on  Continuing  Educa- 
tion and  Rural  Health. 
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House  of  Delegates  Handbook 
deadline  April  I 

IN  JUST  A FEW  MONTHS, 
the  House  of  Delegates  will  con- 
vene during  the  Texas  Medical  As- 
sociation’s 127th  Annual  Session 
May  12—15  in  Austin.  Deadline  for 
county  medical  societies  and  individ- 
ual delegates  to  submit  resolutions 
for  inclusion  in  the  Handbook  for 
Delegates  is  April  1.  Physicians  who 
would  like  to  propose  resolutions  for 
submission  should  contact  their 
county  medical  societies  or  delegates. 


Scott  and  White  exhibit 
offers  interesting  perspective 
on  history  of  medicine 

Mospital  advertisements 
from  early  issues  of  the  Texas 
State  Journal  of  Medicine  offer 
an  intimate  glimpse  of  the  de- 
cidedly low-tech  circumstances  un- 
der which  turn-of-the-century 
physicians  practiced. 

The  Texas  Sanitarium  for  Tuber- 
culosis in  Llano,  for  example,  touts 
its  “new  and  thoroughly  equipped 
building  and  tents,”  as  well  as  a 
“mild,  sunny,  dry,  and  dustless”  cli- 
mate. An  advertisement  for  the  Tem- 
ple Sanitarium,  listing  Dr  A.C.  Scott 
and  Dr  R.R.  White  as  attending  sur- 
geons, proudly  points  out  that  the 
building’s  inside  walls  are  “plastered 
with  cement  and  enameled  with 
many  coats  of  hard  paint.” 
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An  advertisement  for  the  Physi- 
cians and  Surgeons  Hospital  in  San 
Antonio  promises  a sterilizing  room 
“furnished  with  the  best  obtainable 
water,”  but  also  promotes  a benefit  of 
contemporary  interest:  “Patients  al- 
lowed to  select  their  own  doctors.” 

Reproductions  of  the  old  adver- 
tisements, along  with  photographs, 
portraits,  enlargements  of  postcards, 
and  other  arrifacts,  make  up  a new 
exhibit  on  display  through  June  30 


in  the  History  of  Medicine  Gallery 
on  the  first  floor  of  the  I’exas  Med- 
ical Association  Building  in  Austin. 
In  addition  to  early  Texas  hospitals, 
the  exhibit  showcases  physicians, 
nurses,  medicines,  and  medical 
equipment  and  services  in  the  state. 

I’he  exhibit  was  researched  and  as- 
sembled by  staff  at  Scott  and  White 
Memorial  Hospital  and  Clinic  (for- 
merly the  Temple  Sanitarium).  It  can 
be  viewed  from  8:13  am  to  7 pm, 
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Monday  through  Friday,  and  9 am  to 
1 pm  on  Saturday.  The  TMA  building, 
located  at  401  W 13th  St  in  Austin,  is 
closed  on  major  holidays.  For  more  in- 
formation, contact  Patty  Mullins, 
TMA  exhibit  coordinator,  at  (800) 
880-1300  or  (312)  370-1343.  ★ 
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...a  promise  to 
defend, , , 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
ancy  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 
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Survey  data  fi'om  113  female  physi- 
cians, 634  male  physicians,  and  4 1 fe- 
male dentists  were  compared.  Instru- 
ments designed  to  assess  work 
satisfaction,  work  stress,  marital  satis- 
faction, family  competence,  and  psy- 
chiatric symptoms  atid  treatment  were 
used,  thereby  exploring  important  life 
domains  concurrently. 

The  results  suggest  that  female 
physicians  are  much  more  like  both 
male  physicians  and  female  dentists 
than  anticipated.  Generally,  female 
physicians  describe  high  levels  of  work 
satisfaction,  moderate  levels  of  work 
stress,  average-to-high  levels  of  marital 
satisfaction,  and  relatively  low  levels  of 
psychiatric  distress.  Their  lower  levels 
of  practice  income  remain  something  of 
an  enigma  as  gender  remains  the  most 
powerful  predictor  of  income  and  is  not 
replaced  in  statistical  analyses  by  spe- 
cialty, hours  worked,  or  other 
significant  variables. 

Tinally,  female  physicians  who  find 
higher  levels  of  satisfaction  in  work  also 
report  higher  levels  of  marital  satisfac- 
tion  and  fewer  psychiatric  symptoms. 
Tor  these  women,  a highly  satisfying 
medical  career  does  not  apparently 
need  to  be  experienced  at  the  cost  of 
marital  or  personal  distress. 


Send  reprint  requests  to  Dr  Lewis,  Fimberlawn  Psychiatric 
Research  Foundation,  2750  Grove  Hill  Rd,  Dallas, 

TX  75227. 
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Jerry  M.  Lewis,  MD 
Edgar  P.  Nace,  MD 
F.  David  Barnhart,  MA 


DE  S r>  I T E REPORTS  OF 
discrimination  in  academic 
medicine,  sexual  harass- 
ment in  medical  school,  and  dispro- 
portionate responsibilities  for  home 
and  children  in  addition  to  their  pro- 
fessional work,  increasing  numbers 
of  women  are  entering  medical 
school  (1-4).  In  1971,  women  ac- 
counted for  13.7%  of  freshman  med- 
ical students;  in  1991  they  accounted 
lor  almost  40%  (5). 

About  1 5%  of  physicians  practic- 
ing  currently  are  women  (6).  Al- 
though a small  number  ol  publica- 
tions have  reported  on  gender 
differences  in  work  productivity  (7,8), 
marital  support  and  conHict  (9,10), 
spouses  of  female  physicians  (11),  and 
the  prevalence  of  affective  disorders 
and  suicide  in  female  physicians  (12), 
the  findings  are  confounded  by 
methodologic  problems.  Indeed,  Not- 
man  and  Nadelson  (13)  have  called 
lor  further  studies  of  female  physi- 
cians, particularly  those  simultaneous- 
ly investigating  multiple  domains  in 
the  lives  of  these  professionals. 

We  conducted  a mail  survey  of 
members  ol  the  Dallas  County  Medi- 
cal Society  and  the  Dallas  County 
Dental  Society  and  their  spouses.  Pre- 
vious reports  from  this  survey  have  ad- 
dressed physicians’  work  satisfaction 
(14),  work  stress  (15),  and  marital  sat- 
isfaction (16).  This  paper  focuses  on 
the  experiences  of  female  physicians 
and  addresses  three  questions: 

1.  What  are  the  differences  in  the 
personal  and  professional  lives  of 
female  physicians  and  male 
physicians? 

2.  What  are  the  differences  in  the  per- 
sonal and  professional  lives  of  fe- 
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male  physicians  and  female  dentists? 

3.  What  relationships  exist  between 
work,  marriage,  family,  and  psy- 
chiatric symptoms  in  the  lives  of 
female  physicians? 

procedure 

Following  a pilot  project  involving 
mailing  the  survey  instruments  to  ev- 
ery 16th  physician  in  the  Dallas 
County  Medical  Society,  the  major 
project  was  undertaken.  The  remain- 
ing members  of  the  medical  society 
and  all  members  of  the  Dallas  County 
Dental  Society  were  surveyed  along 
with  the  spouses  of  these  profession- 
als. Members  in  training  were  exclud- 
ed. Anonymity  was  assured  through  a 
numbering  system  that  prevented  re- 
search personnel  from  gaining  knowl- 
edge of  respondents’  names. 

Along  with  a questionnaire  explor- 
ing demographic  and  practice  charac- 
teristics, five  paper-and-pencil  instru- 
ments were  used.  The  Physician  Job 
Satisfaction  Scale  of  Linn,  Yager,  Cope, 
and  Leake  was  modified  and  a Work 
Stress  Scale  was  constructed  for  this 
study  based  in  part  on  the  work  of 
Linn,  Yager,  Cope,  and  Leake  (17). 
The  Locke- Williamson  Marital  Adjust- 
ment Test  (MRI)  (18),  a widely  used 
marital  satisfaction  inventory,  was  in- 
cluded. A family  competence  question- 
naire and  a brief  physical  and  psycho- 
logical health  survey  were  constructed 
for  this  project.  The  family  competence 
questionnaire  was  based  on  variables 
that  have  been  shown  to  distinguish 
healthy  and  dysfunctional  families  in 
observational  research  (19-23). 

Usable  questionnaires  were  re- 
turned by  747  physicians,  490  of 
their  spouses,  325  dentists,  and  231 


Uihlc  /.  IVrsoiial  characteristics  of  [ihysiciaiis. 


Women 

Men 

(N=l  13) 

(N=6.M) 

Significance 

Age,  average  years 

Marital  status 

41.3 

49.2 

r =7.28(1 79),  /'<.0001 

tairreml)'  married,  % 

72 

88 

Cairreiitly  divorced,  % 

16 

“7 

a-=20.6(2),  iP<.001 

Never  married,  % 

10 

4 

Average  mimber  of  children 
in  ever  married  sample 

Marital  satishtetion 

1 .66 

2.53 

f =5.49(687),  /'<.0001 

Average  MRI 

100.4 

98.9 

r =.90(603),  ns 

Spouses’  average  MRI 

101.7 

100.7 

r =.48(4 11),  ns 

MRI  = Marital  Adjustment  lest 
ns  = not  significant 

Ihble  2.  Professional  characteristics  of  physicians; 

hours  worked. 

Women 

(N=113) 

Men 

(N=634) 

Significance 

Hours  worked  per  week 

Total 

57.3 

58.1 

ns 

Direct  patient  care 

42.6 

44.0 

ns 

Older  physicians  (>48  yrs) 

52.0 

52.0 

ns 

Younger  physicians  (<48  yrs) 

59.0 

64.0 

7=3.18(399),  /’<.01 

Without  children 

61.5 

62.7 

ns 

With  children 

57.0 

64.8 

7=3.52(283),  P<.01 

ns  = not  significant 


of  their  spouses.  These  represent  re- 
sponse rates  of  from  19%  through 
26%,  not  adequate  for  generalizing 
from  heterogeneous  samples.  For  ho- 
mogeneous samples,  however,  the  is- 
sue of  adequate  response  rates  is  less 
clear  (24).  From  a demographic  per- 
spective, the  respondents’  data  are 
very  similar  to  data  available  from 
both  Dallas  County  Medical  Society 
and  the  American  Medical  Associa- 
tion (25-26).  Furthermore,  the  data 
from  the  pilot  study  of  every  16th 
member  of  the  medical  society  are 
remarkably  similar  to  the  data  from 
the  major  study  regarding  demo- 
graphics, practice  variables,  work 
satisfaction,  work  stress,  marital  satis- 
faction, and  psychiatric  symptoma- 
tology. Finally,  the  responses  of  this 
sample  regarding  the  work  satisfac- 
tion items  do  not  differ  significantly 
from  those  reported  from  a sample  of 
California  internists  (17).  These 


analyses  (available  from  author  JML) 
lead  us  to  be  cautiously  optimistic 
about  the  representativeness  of  the 
sample  for  physicians  and  spouses  in 
a southwestern  urban  center.  The  ob- 
servation that  1 5%  of  both  our  sam- 
ple and  of  the  entire  medical  society 
are  women  suggests  that  gender  did 
not  influence  the  response  rate. 

RESULTS 

Of  the  physician  respondents,  113 
were  women.  Table  1 presents  the 
gender  differences  in  age,  marital  sta- 
tus, number  of  children,  and  physi- 
cians’ and  spouses’  levels  of  marital 
satisfaction.  Note  that  the  MRI  scores 
of  only  1 1%  of  female  physicians  and 
15%  of  male  physicians,  and  similar 
percentages  of  their  spouses  suggest 
low  levels  of  marital  satisfaction  (MRI 
<85).  Further,  both  female  and  male 
physicians  and  their  respective  spouses 


agree  about  the  level  of  marital  satis- 
faction. For  female  physicians  and 
their  spouses,  the  correlation  is  r = 
.68,  (P<.0001);  for  male  physicians 
and  their  spouses,  the  correlation  is 
r=  .70,  (T<.0001). 

In  only  4 of  the  22  items  of  the 
MRI  are  there  significant  gender  dif- 
ferences. Female  physicians  are  more 
likely  than  male  physicians  to  report 
frequently  talking  things  over  with 
their  spouses  (91%  versus  81%  re- 
sponded “always”  or  “almost  al- 
ways”), to  rate  their  marriages  as 
“very  happy”  (63%  versus  48%),  and 
to  report  sexual  intercourse  as  “al- 
ways” an  expression  of  love  (61% 
versus  44%).  Fewer  female  physi- 
cians (87%)  than  male  physicians 
(98%)  report  their  physical  reactions 
during  sexual  intercourse  are  either 
“very”  or  “somewhat”  satisfactory. 

Broad  gender  differences  exist  in 
certain  aspects  of  professional  practice. 
Almost  one  half  of  the  women  practice 
internal  medicine,  pediatrics,  or  psy- 
chiatry, and  women  are  clearly  under- 
represented in  general  surgery  and  the 
surgical  specialties.  Also,  more  women 
report  full-time  salaried  positions. 

Although  76%  of  the  women  are 
board  certified,  this  is  significantly 
less  than  the  85%  of  men  who  report 
board  certification  (x’  = 5.46(1), 
P<.Q2).  This  difference  is  accounted 
for  by  older  female  physicians  (>48 
years),  few  of  whom  are  certified. 

Table  2 presents  information 
about  hours  worked  each  week.  As 
can  be  noted,  there  are  no  significant 
gender  differences  except  among 
younger  physicians.  Here,  however, 
the  difference  is  a function  of  parent- 
hood. Younger  women  with  children 
report  a shorter  work  week,  whereas 
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Ihble  3-  Prol-essional  characteristics  of  physicians;  overall  work  satishiction  and  stress. 


Women 

No.  (%) 

(N=l  13) 

Men 

No.  (%) 
(N=634) 

Significance 

Overall  work  satishretion 

High 

79  (72) 

424  (68) 

Moderate 

28  (25) 

1 60  (26) 

ar=  1 .43(2),  ns 

Low 

3 (3) 

33  ( 5) 

Overall  work  stress 

High 

33  (30) 

136  (22) 

Moderate 

62  (56) 

326  (53) 

v-=7.65{2),  /’<.05 

Low 

15  (9) 

152  (25) 

Fable  4.  Professional  characteristics  of  physicians: 

net  income. 

Women 

Men 

No.  (%) 

No.  (%) 

(N=113) 

(N=634) 

Level  of  net  income 

$200,000  or  more 

17  (16) 

232  (38) 

$100,000  to  $199,000 

31  (29) 

239  (39) 

$ 50,000  to  $ 99,000 

53  (50) 

110  (18) 

Less  than  $50,000 

6 ( 5) 

32  ( 5) 

x’=  55.32(3),  /’<.001 


younger  men  with  children  report  a 
slightly  longer  work  week. 

lable  3 presents  the  data  about 
overall  work  satisfaction  and  work 
stress  (item  analyses  for  work  satisfac- 
tion, work  stress,  variance  of  overall 
work  stress,  income  differences,  and 
comparison  of  female  physicians  and 
female  dentists  are  available  from  au- 
thor JML).  Note  that  most  physicians 
report  high  levels  of  work  satisfaction 
and  that  no  significant  gender  differ- 
ences appear  in  the  distributions  of 
overall  work  satisfaction. 

The  significant  differences  in  the 
distributions  of  overall  work  stress  re- 
sponses have  been  examined  in  an 
analysis  of  variance  that  demon- 
strates that  both  female  gender  and 
younger  age  are  associated  with  high- 
er levels  of  work  stress. 

I'able  4 presents  data  regarding 
the  levels  of  reported  net  income  (af- 
ter ofhce  expenses  and  before  taxes). 
As  can  be  noted,  female  physicians 
report  lower  levels  of  net  income.  In 
a series  of  analyses,  the  effects  of  age, 
specialty,  hours  of  direct  patient  care 
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per  week,  salaried  versus  private  prac- 
tice status,  and  having  children  at 
home  have  been  explored.  Altbough 
each  of  these  factors  is  a significant 
predictor  of  income,  they  do  not  re- 
place gender.  Indeed,  gender  remains 
the  strongest  predictor  in  multivari- 
ate analyses. 

An  additional  perspective  on  the 
gender  differences  in  net  incomes  is 
to  consider  the  income  of  physicians’ 
spouses.  Only  6%  of  the  spouses  of 
male  physicians  report  higher  in- 
comes (>$100,000),  whereas  28%  of 
the  spouses  of  female  physicians  re- 
port these  income  levels.  At  the  other 
end  of  the  income  continuum,  19% 
of  the  spouses  of  female  physicians  in 
contrast  to  70%  of  the  spouses  of 
male  physicians  report  incomes  of 
less  than  $25,000  per  year. 

Table  5 presents  the  percentages 
of  female  and  male  physicians  report- 
ing present  prevalences  of  various 
psychiatric  symptoms.  Although 
even  in  anonymous  surveys  physi- 
cians and  other  professionals  may 
underreport  psychiatric  symptoms, 
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we  have  no  reason  to  believe  that  ei- 
ther gender  does  so  more  or  less  than 
the  other  gender.  As  can  be  noted, 
the  only  significant  gender  difference 
is  that  more  women  than  men  report 
“any”  anxiety.  This  is  a reflection  of 
the  numbers  who  checked  “mild,” 
rather  than  “moderate”  or  “severe.” 
More  female  physicians  (20%)  than 
male  physicians  (12%)  report  current 
or  past  outpatient  psychotherapy  (x^ 
= 5.13(1),  T<.05).  The  data  show 
that  26%  of  female  physicians  and 
31%  of  male  physicians  report  cur- 
rent or  past  marital-family  therapy. 
This  difference  is  not  significant,  and 
the  differences  between  the  4%  of 
both  groups  who  report  psychiatric 
hospitalization  and  the  2%  of  male 
physicians  (in  contrast  to  none  of  the 
female  physicians)  who  report  inpa- 
tient care  for  substance  abuse  are  also 
not  significant. 

Of  the  325  dentists,  4l  are  wom- 
en. Although  they  are  younger  (aver- 
age age,  34  years)  than  female  physi- 
cians, they  exhibit  no  differences  in 
percentages  married,  divorced,  or 
never  married.  Female  dentists  report 
significantly  fewer  hours  worked  per 
week  (42  total  hours  and  33  hours  of 
direct  patient  care).  More  female 
dentists  are  in  solo  practice.  Female 
dentists  report  significantly  lower  in- 
come levels,  but  we  find  no  differ- 
ences in  overall  work  satisfaction  and 
work  stress  for  the  two  groups. 

Levels  of  marital  satisfaction  re- 
ported by  female  physicians  and  fe- 
male dentists  do  not  differ.  The  only 
significant  difference  in  current 
prevalences  of  psychiatric  symptoms 
involves  prescription  drug  abuse,  re- 
ported by  7%  of  female  dentists  and 
1%  of  female  physicians.  There  are 
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Women 
(N=l  13) 

Men 

(N=6.t4) 

Significance 

Depression 

All)' 

27 

26 

ITS 

Moilcr.uc  or  scs  crc 

6 

5 

ITS 

Anxiety 

Any 

46 

35 

.v-'=4.61(l),  /^<.()5 

Moderate  or  severe 

8 

6 

ITS 

Psychosotnatic  symptoms 

Any 

6 

6 

ns 

Moderate  or  severe 

2 

1 

ns 

Dbse.ssions  or  compulsions 

Any 

12 

15 

ns 

Moderate  or  severe 

2 

3 

ns 

Social  withdr.twal 

Any 

14 

17 

ns 

Moderate  or  severe 

3 

2 

ns 

Eating  disorders 

Any 

12 

9 

ns 

Moderate  or  severe 

3 

1 

ns 

Alcohol  abuse 

Any 

4 

6 

ns 

Moderate  or  severe 

1 

1 

ns 

Prescription  drug  abuse 

Any 

1 

2 

ns 

Moderate  or  severe 

1 

1 

ns 

Nonprescription  drug  abuse 

Any 

2 

1 

ns 

Moderate  or  severe 

2 

0 

ns 

Fig  1.  Correlations  between  measures  ot  life  domains  in  1 13  female  physicians.* 

Family  Competence 


Work  Stress 


*AI1  correlations  are  significant  at  the  P=  .05  level  or  less. 


no  diffcrence.s  in  the  two  groups’  re- 
ports of  psychiatric  treatment. 

Fig  1 presents  the  correlations  of 
life  domains  for  the  female  physi- 
cians. Fhese  Hndings  mirror  those 
for  the  entire  sample  (I'i)  and 
demonstrate  important  connections 
between  love,  work,  and  the  relation- 
ship to  self. 

DISCUSSION 

The  differences  in  the  lives  of  female 
physicians  and  male  physicians  ap- 
pear to  be  remarkably  few.  In  both 
personal  and  professional  endeavors, 
the  two  groups  are  much  the  same. 
Fhe  fact  that  the  women  are  younger 
than  the  men  may  help  explain  why 
more  of  the  female  physicians  are 
currently  divorced  or  have  never 
married.  That  female  physicians  have 
fewer  children  than  do  the  wives  of 
male  physicians  is  also  not  surprising 
because  more  than  75%  of  the  fe- 
male spouses  are  full-time  at  home. 

A number  of  beliefs  about  female 
physicians  and  other  female  profes- 
sionals are  not  supported  by  these 
data.  First,  the  marriages  of  female 
physicians  are  not  less  satisfactory 
than  those  of  male  physicians,  and 
this  is  confirmed  by  their  spouses. 

Second,  female  physicians  work  as 
many  hours  as  their  male  colleagues. 
The  only  significant  difference  is  the 
fewer  hours  worked  by  younger  fe- 
male physicians  with  children.  Even 
with  children,  however,  female  physi- 
cians work  an  average  of  57  hours 
per  week.  Most  working  women,  in- 
cluding professionals,  carry  a dispro- 
portionate share  of  responsibility  for 
home  and  children,  and  we  have  no 
reason  to  believe  such  is  not  so  for 
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this  sample  (4).  From  this  perspec- 
tive, 57  hours  of  professional  work 
per  week  is  truly  remarkable. 

Third,  female  physicians  find  the 
practice  of  medicine  as  satisfactory  as 
their  male  counterparts  do.  This 
finding  is  all  the  more  noteworthy 
when  we  consider  the  fact  that  more 
female  physicians  report  higher  levels 
of  work  stress. 

Fourth,  female  physicians  experi- 
ence no  higher  prevalences  of  psychi- 
atric symptoms  than  do  male  physi- 
cians. Of  nine  psychiatric  symptoms, 
female  physicians  report  only  more 
mild  anxiety  than  do  male  physicians. 
Although  the  prevalence  rates  are  for 
current  symptoms,  few  of  either  fe- 
male or  male  physicians  report  mod- 
erate or  severe  symptoms  of  any  type. 

An  important  question,  unanswer- 
able from  these  data,  is  why  female 
physicians  report  less  income  than 
their  male  colleagues.  All  of  the  analy- 
ses exploring  this  finding  show  that 
gender  is  the  strongest  predictor  of 
net  income  and  is  independent  of 
hours  of  direct  patient  care  per  week, 
specialty,  salaried  versus  private  prac- 
tice status,  and  having  children  at 
home.  Although  the  higher  income 
reported  by  the  spouses  of  female 
physicians  might  be  considered  a fac- 
tor in  the  income  reported  by  these 
women,  note  that  they  report  lower 
incomes  for  the  same  number  of 
hours  worked  even  when  both  spe- 
cialty and  salaried  status  are  consid- 
ered. These  findings  lead  to  a series  of 
questions:  Do  female  physicians  take 
more  time  with  each  patient,  thereby 
earning  less  per  unit  of  time?  Do  they 
spend  a greater  proportion  of  their  di- 
rect patient  hours  with  charity  pa- 
tients? Do  female  physicians  pursue 

6o 


copayments  less  aggressively?  Are  they 
quicker  to  write  off  late  payments?  Is 
the  difference  in  income  understand- 
able in  terms  of  patient  variables?  Do 
the  patients  of  female  physicians  deal 
with  their  medical  expenses  different- 
ly than  do  the  patients  of  male  physi- 
cians? These  and  other  questions  will 
require  studies  of  the  ways  in  which 
the  gender  of  both  physicians  and  pa- 
tients influence  the  economic  aspects 
of  medical  practice. 

The  comparisons  of  the  lives  of  fe- 
male physicians  and  female  dentists 
also  reveal  few  dififerences.  The  dentists 
work  fewer  hours  and  report  lesser  net 
incomes  than  do  the  physicians,  a find- 
ing that  holds  true  for  the  total  sample 
of  physicians  and  dentists.  Work  satis- 
faction, work  stress,  marital  satisfac- 
tion, and  psychiatric  symptomatology 
are  remarkably  similar. 

The  finding  that  female  physi- 
cians are  much  more  alike  than  dif- 
ferent from  both  male  physicians  and 
female  dentists  may  reflect  some- 
thing both  of  the  personality  charac- 
teristics leading  to  acceptance  into 
professional  schools  and  of  the  in- 
tense process  of  professional  social- 
ization that  occurs  in  these  schools. 

Finally,  finding  significant  correla- 
tions in  the  experiences  of  female 
physicians  at  work,  in  their  marriages 
and  families,  and  in  their  relation- 
ships to  themselves  is  important  both 
to  current  and  future  generations  of 
women  physicians.  Although  these 
relationships  are  undoubtedly  com- 
plex, at  the  very  minimum  they  sug- 
gest that  long  hours  of  medical  prac- 
tice can  be  associated  with  high  levels 
ol  work  satisfaction  and  moderate 
levels  of  work  stress  without  undue 
cost  to  marriage,  family,  or  self 
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The  United  States  Army  Medical 
Department  operates  one  of  the  largest 
comprehensive  medical  care  systems. 
Health  of  adolescents  is  promoted  by 
providing  them  with  access  to  care 
without  the  impedimejit  of  direct  mon- 
etary charge.  This  study  defines  the 
scope  of  health  concerns  and  the  avail- 
ability of  care  for  the  common  health 
problems  of  adolescents  in  this  geo- 
graphically widespread  medical  care 
system  of  high  accessibility.  In  addition 
to  common  respiratory  illness,  more 
age-group-unique  musculoskeletal,  psy- 
chosocial, dermatologic,  gynecologic, 
and  sexuality-related  problems  are  not- 
ed. Availability  of  care  varies  by  loca- 
tion, with  tertiary  centers  providing 
more  services  appropriate  to  develop- 
mental stage.  These  data  are  useful  in 
platuiing  improved  health-care  services 
appropriate  to  developmental  stages  of 
adolescents  in  the  Army  medical  system 
as  well  as  in  other  health-care  systems. 
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The  United  States 
Army  Medical  Department 
(AMEDD)  operates  one  of 
the  largest  medical  care  systems,  both 
in  terms  of  numbers  of  recipients 
and  in  geographical  area.  The  patient 
population  spans  the  range  Irom  the 
newborn  to  the  geriatric  age.  Al- 
though priority  lor  care  is  given  to 
active  duty  personnel,  care  is  provid- 
ed also  for  dependent  family  mem- 
bers of  active  duty,  retired,  and  de- 
ceased soldiers.  Over  the  past  30 
years,  the  Army  has  changed  Irom  a 
force  of  about  70%  single  members 
to  one  of  more  than  50%  married 
(1).  Active  duty  families  include 
about  700,000  children  (2,3).  Al- 
though children  of  active  duty  fami- 
lies tend  to  be  young,  recent  changes 
in  the  demographics  ol  the  military, 
along  with  the  eligibility  for  care  of 
dependents  of  retired  and  deceased 
soldiers,  have  resulted  in  approxi- 
mately 200,000  dependent  adoles- 
cents in  the  medical  care  population. 
A similar  number  of  older  adoles- 
cents on  active  duty  makes  this 
group  a sizeable  segment  of  the  pop- 
ulation receiving  AMEDD  care  (4). 
This  study  defines  the  primary  care 
needs  of  the  adolescent  dependent 
patient,  examines  care  availability 
and  needs  for  this  population  in  the 
AMEDD  system,  and  describes  the 
AMEDD  system  ol  health  care  in 
which  adolescents  are  seen  without 
direct  charge. 

METHODS 

Descriptive  and  clinical  data  on  pri- 
mary care  needs  were  collected  over  a 
2-year  period  from  records  of  outpa- 
tient visits  at  a busy  general  adoles- 


cent medicine  clinic.  Patients  studied 
were  seen  by  a single  provider  and 
were  assigned  under  a uniform 
schedule  for  all  physicians  in  the 
clinic.  Excluded  from  the  study  were 
telephone  contacts  and  patients  seen 
by  physicians  in  training.  Data  on 
care  availability  were  collected  by  a 
survey  of  pediatric  and  family  prac- 
tice groups  at  AMEDD  medical 
treatment  facilities  worldwide. 

RESULTS 

Ol  3439  consecutive  visits,  2090 
(60.8%)  were  made  by  females  and 
1349  (39.2%)  by  males.  Little 
monthly  variation  was  noted,  with  a 
maximum  of  374  (11.2%)  seen  in 
February  and  a minimum  of  241 
(5.9%)  seen  in  September.  Diagnoses 
were  coded  and  grouped  into  nine 
categories.  Visits  coded  by  diagnosis 
and  sex  were  generally  evenly  dis- 
tributed throughout  the  year  except 
for  respiratory  diagnoses,  with  510 
visits  (48.7%)  from  November  to 
February,  and  health  maintenance, 
with  306  visits  (62.8%)  from  June  to 
September.  Additional  diagnoses 
were  made  in  674  patients  (19.6%), 
with  486  (14.1%)  not  related  to  the 
primary  diagnosis.  Distribution  of 
primary  and  secondary  diagnosis 
groups  is  shown  in  Figs  1 and  2. 

We  surveyed  51  pediatric  services 
and  departments  and  14  family  prac- 
tice departments  at  AMEDD  medi- 
cal treatment  facilities.  Response  rate 
for  all  groups  was  92%.  Groups  were 
divided  into  Army  Community  Hos- 
pital (ACH)  level  and  Army  Medical 
Center  (AMC)  level. 

Most  children  in  this  system  are 
seen  by  pediatricians  until  they  attain 
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Fig 2.  Secondary  diagnosis  by  groups. 
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the  upper  age  limit,  at  which  time 
they  receive  care  from  other  source.s. 
In  our  study,  the  upper  age  limit  for 
pediatric  care  ranged  from  11  to  21 
years  of  age  with  a mean  of  16.3 
years  at  ACHs,  and  from  18  to  23 
years  of  age  with  a mean  of  19.3 
years  at  AMCs.  Patients  over  the  age 
limit  were  seen  by  general  medical 
officers,  emergency  room  physicians, 
physician  assistants,  and  other  practi- 
tioners at  72%  of  ACHs  and  57%  of 
AMCs.  Internists  provided  over-limit 
care  at  54%  of  ACHs  and  57%  of 
AMCs,  and  family  practitioners  pro- 
vided over-limit  care  at  26%  of 
ACHs  and  14%  of  AMCs. 

At  the  ACH  level,  adolescent  out- 
patient visits  per  month  ranged  from 
0 to  1000  (mean  178  or  11%  of  the 
total  outpatient  load)  for  pediatrics 
and  from  45  to  400  (mean  217  or 
21%  of  the  total  load)  for  family 
practice.  At  the  AMC  level,  they 
ranged  from  300  to  2800  (mean  1022 
or  19%  of  the  total  outpatient  load) 
for  pediatrics  and  from  50  to  1000 
(mean  450  or  26%  of  the  total  load) 
for  family  practice.  With  adjustment 
for  reported  numbers  of  outpatients 
seen  by  each  individual  facility,  ado- 
lescent patients  comprised  less  than 
9%  of  ACH  pediatric  outpatients, 
20%  of  AMC  pediatric  outpatients, 
14%  of  comparable  ACH  family 
practice  outpatients  of  pediatric  age, 
and  23%  of  AMC  family  practice 
outpatients  of  pediatric  age. 

Of  all  pediatric-age  admissions  at 
the  ACH  level,  adolescent  inpatient 
admissions  ranged  from  0 to  100% 
(mean  1 5%)  for  pediatrics  and  from  0 
to  33%  (mean  15%)  for  family  prac- 
tice. At  the  AMC  level,  adolescent  ad- 
missions ranged  from  6%  to  21% 
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Table  1.  Services  offered  to  adolescents. 


Pediatrics 

Family  Practice 

Community 

Medical 

Community 

Medical 

Hospital 

Center 

Hospital 

Center 

Services 

(%) 

{%) 

(%) 

(%) 

Minor  illness  care 

83 

100 

100 

100 

Referral  or  chronic  care 

75 

100 

100 

100 

Outpatient  gynecologic  care 

40 

100 

100 

100 

Sexually  transmitted  disease  care 

43 

100 

100 

100 

Pregnancy  or  contraception  care 

33 

100 

100 

100 

Counseling 

48 

100 

100 

100 

Sports  related  care 

65 

100 

100 

100 

School  physical  examination 

80 

100 

100 

100 

Inpatient  care 

73 

100 

100 

100 

(mean  12%)  for  pediatrics  and  from  0 
to  50%  (mean  22%)  for  family  prac- 
tice. With  adjustment  for  the  number 
of  admissions  at  each  individual  facili- 
ty, adolescent  admissions  comprised 
11%  of  pediatric-age  admissions  for 
ACH  pediatrics  and  family  practice, 
12%  for  AMC  pediatrics,  and  9%  for 
AMC  family  practice. 

To  characterize  the  extent  of  the 
availability  of  developmental  stage- 
appropriate  care  for  adolescent  pa- 
tients in  AMEDD  medical  treatment 
facilities,  we  examined  specific  areas 
and  patterns  of  care.  Table  1 
identifies  services  offered.  Table  2 
shows  factors  affecting  access  to  care. 

DISCUSSION 

Teenage  and  young  adult  dependents 
of  active  duty,  retired,  and  deceased 
soldiers  are  eligible  for  care  in  the 
Army  medical  system.  Demographic 
data  show  that  children  account  for 
approximately  60%  of  active  duty 
family  members,  and  more  than  12% 
are  teenagers.  Clinic  demographics 
also  show  that  about  50%  of  adoles- 
cent patients  are  dependents  of  retired 
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military  members.  This  is  consistent 
with  the  study  results  that  indicate 
that  at  the  ACH  level,  where  younger 
active  duty  families  predominate, 
about  10%  of  young  patients  are  ado- 
lescents. At  the  AMC  level,  where 
more  retired  families  are  found,  about 
20%  of  young  patients  are  adoles- 
cents. Adolescents  are  less  likely  than 
younger  children  to  be  hospitalized, 
but  they  still  account  for  about  10% 
of  pediatric-age  admissions. 

Diagnostic  data  were  compared  to 
data  reported  previously  for  younger 
children  (5).  Adolescent  patients 
were  similar  to  younger  children  in 
that  the  most  frequent  visits  were 
made  for  respiratory  illness  and 
health  supervision.  As  would  be  ex- 
pected, seasonal  peaks  were  seen  for 
respiratory  illness  in  winter  and  for 
health  supervision  in  late  summer. 
Unlike  the  case  for  younger  children, 
for  whom  these  diagnostic  groups 
comprised  85%  of  all  primary  diag- 
noses, respiratory  illness  and  health 
maintenance  accounted  for  only 
52%  of  primary  diagnoses  for  adoles- 
cents. Also,  in  contrast  with  younger 
children,  the  next  most  frequent  di- 

TEXAS MEDICINE  ★ MARCH  1994 


agnostic  groups  (musculoskeletal, 
dermatologic,  and  gynecologic)  for 
adolescents  accounted  for  27%  of 
primary  diagnoses;  among  younger 
children,  secondary  diagnoses  were 
made  in  1 5%  of  visits  but  were  in  the 
same  two  diagnostic  groups  (respira- 
tory illness  and  health  supervision) 
97%  of  the  time.  Among  adoles- 
cents, these  two  groups  accounted  for 
only  26%  of  secondary  diagnoses, 
while  dermatologic,  psychologic/de- 
velopmental,  and  gynecologic  prob- 
lems accounted  for  46%. 

Adolescent  females  were  seen  on 
60.8%  of  visits.  No  significant  differ- 
ences were  seen  in  primary  diagnostic 
groups  by  sex  except  for  gynecologic 
and  psychologic/developmental.  Fe- 
males accoun  ted  for  73%  of  sec- 
ondary diagnoses,  with  at  least  one 
recorded  on  22%  of  their  visits,  com- 
pared to  13%  in  visits  by  males. 

These  data  confirm  civilian  stud- 
ies noting  that  adolescents  have  com- 
mon acute  illnesses  and  health  main- 
tenance needs,  which  require 
planning  and  preparation  for  their 
volume  and  seasonal  nature  (6). 
Physicians  providing  care  to  adoles- 
cents need  also  to  be  prepared  for  the 
more  unique  conditions  affecting  this 
age  group.  Significant  problems  — 
musculoskeletal  (including  sports 
and  occupational  injuries),  dermato- 
logic, psychosocial  (including  depres- 
sion, suicide,  and  substance  use),  gy- 
necologic, and  those  related  to  sexual 
activity  (including  sexually  transmit- 
ted diseases  and  pregnancy)  — are 
very  prevalent  (6).  Moreover,  they 
may  not  be  revealed  by  the  adoles- 
cent patients  as  an  initial  complaint. 

Adolescents  in  military  families 
may  have  special  problems  regarding 


Tiihle  2.  I'acilitics  ,irul  access  oHercil  lo  adolescents. 


Pediati 

ics 

lamily  1 

'ractice 

Acce.s.s  Kictor.s 

(Community 

I lospital 
(%) 

Medical 

Center 

(%) 

Community 

1 lospital 
{%) 

Medical 

Center 

(%) 

Sep.ir.ite  .idolcsccnt  clinic 

10 

71 

0 

0 

Separate  adolescent  appointments  20 

86 

0 

0 

Patient  may  make 

45 

1 00 

70 

67 

own  appointment 

Patient  may  get  own  record 

48 

100 

70 

100 

Patient  may  be  seen 

45 

100 

80 

67 

without  parent 

Pelvic  examinations  done 

43 

100 

100 

100 

in  clinic 

Parental  consent  required 

5 

0 

20 

33 

for  pelvics 

transiency,  frequent  moves,  and  pro- 
longed parental  absence  (7).  Howev- 
er, the  American  family  is  generally  a 
mobile  one,  and  while  the  last  two 
decades  have  seen  military  mobility 
decrease  from  60%  to  30%  per  year, 
civilian  mobility  has  increased  to 
about  20%  per  year  (8).  Further- 
more, increases  in  divorce  and  single 
parent  families  have  made  parental 
absence  more  commonplace  in  the 
whole  population.  The  health-care 
needs  and  concerns  of  the  military 
adolescent  are,  thus,  similar  to  Amer- 
ican adolescents  in  general.  The 
health-care  patterns  seen  in  this 
study  parallel  closely  those  seen  in 
the  general  adolescent  population 

(9) .  Adolescence  is  the  only  age 
group  in  this  country  that  has  not 
experienced  improvement  in  overall 
health  status  over  the  past  30  years 

(10) .  The  major  causes  of  increased 
morbidity  and  mortality  in  adoles- 
cents are  related  to  biopsychosocial 
factors.  Violence,  depression  and  sui- 
cide, substance  abuse,  sexually  trans- 
mitted disease,  unintended  pregnan- 
cy, and  other  risky  behaviors  are  at 
the  core  of  major  health  problems 


(11,12).  These  will  continue  to  be 
major  concerns  as  the  teenage  popu- 
lation is  projected  to  increase  by 
about  5 million  within  the  next  two 
decades  (13).  Access  to  medical  care 
is  a limiting  factor  lor  many  Ameri- 
can teenagers  (14).  Inadequate  train- 
ing and  skill  levels  of  physicians  in 
regard  to  adolescent  health  issues 
may  also  be  a limiting  factor  (15). 

While  Army  families  have  the 
benefit  of  full  access  to  health  care, 
this  study  suggests  that  adolescent 
health  care  in  the  Army  differs  by  lo- 
cation. Access  to  and  depth  of  care  at 
major  medical  centers  is  generally  ex- 
cellent. Care  at  the  level  of  smaller 
community  facilities  is  more  variable 
and  similar  to  that  at  civilian  com- 
munities described  in  other  studies 
(16).  This  study  suggests  also  the 
clinical  diagnostic  areas  in  which 
physicians  caring  for  adolescents 
need  to  be  well  trained  and  attentive. 
Providing  adequate  physician  train- 
ing, time,  and  appropriate  clinic  set- 
tings enhances  the  provision  of  care 
appropriate  for  developmental  stage 
to  adolescent  patients.  These  factors 
have  important  implications  for 


preparation  in  scheduling,  clinic  de- 
sign, personnel,  equipment,  and  lo- 
gistics beyond  what  is  usually  re- 
quired lor  providing  good  health  care 
to  younger  pediatric  patients. 

Specialized  adolescent  medicine 
services  were  first  offered  in  the 
Army  in  1958.  Formal  training  in 
Army  adolescent  medicine  programs 
was  developed  and  expanded  begin- 
ning in  the  early  1970s  (17).  Subspe- 
cialty training  programs  at  the  fel- 
lowship level  are  offered  also. 
Physicians  trained  in  adolescent 
medicine  provide  adolescent  health 
care  at  seven  teaching  medical  cen- 
ters, at  four  stateside  clinics,  and  at 
one  overseas  site  in  Germany.  The 
Army  pioneered  the  concept  of  a 
community-based  youth  health  clinic 
in  Germany,  and  this  concept  has 
been  adopted  subsequently  by  some 
civilian  health  systems.  With  contin- 
ued training  of  residents  from  pedi- 
atrics, internal  medicine,  family  prac- 
tice, and  other  specialties  in  all 
aspects  of  adolescent  health  care,  the 
capability  for  age-appropriate  care 
should  extend  more  consistently 
from  the  teaching  medical  centers  to 
the  Army  community  facilities.  Sup- 
porting these  physicians  in  creating 
full  adolescent  health  care  at  all  levels 
will  go  a long  way  in  ensuring  well- 
managed  care  for  all  members  of  the 
Army  family. 

National  organizations  have  clear- 
ly identified  adolescent  health  as  a 
major  concern,  with  inadequate  ac- 
cess to  care  noted  as  an  important 
impediment  (18,19).  The  Army 
medical  system  has  some  clear  advan- 
tages over  many  nonmilitary  settings 
in  providing  quality  care  to  adoles- 
cents without  direct  charges.  Health 
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care  in  the  military  system  is  general- 
ly free  of  extra  cost,  billing,  and  pri- 
vacy impediments.  This  provides  a 
unique  opportunity  for  development 
of  accessible,  full  health  care  for  all 
eligible  adolescents.  Such  access  is  al- 
ready a reality  in  many  locations. 
Plans  to  provide  full  access  to  all  lev- 
els can  utilize  the  diagnostic  data  pre- 
sented here  to  ensure  adequate  medi- 
cal support.  Minor  modifications  in 
office  settings  and  equipment  may  be 
necessary  (20).  In  addition,  staffing 
levels  for  physicians  and  ancillary 
personnel  must  be  adequate  to  allow 
full  implementation.  A previous 
study  of  productivity  standards  by 
diagnostic  categories  indicated  an 
ideal  level  of  1 5 adolescent  patients  a 
day  per  staff  physician  (12  patients 
per  day  at  teaching  hospitals  and  16 
to  18  patients  per  day  at  nonteaching 
hospitals)  (21). 

Attention  to  these  factors  by 
health-care  managers  may  provide 
dividends  in  decreased  costs  and  im- 
proved health  outcomes  for  adoles- 
cents within  the  Army  medical  sys- 
tem. This  possibility  takes  on  added 
importance  with  new  initiatives  in- 
volving managed  health  care  that  aim 
to  increase  access,  quality,  and  cost 
efficiency.  The  experience,  facilities, 
and  training  programs  are  in  place  to 
attain  these  goals,  and  the  active  duty 
physician,  with  adequate  support  and 
appropriate  training,  appears  to  be 
an  excellent  choice  to  accomplish  the 
best  possible  health  care  for  depen- 
dent adolescents  in  the  military 
system  (22). 
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TMA  Aiuiouiices  A New  Member  Service 


PROTECTING 

YOUR 

DOCTOR  / PATIENT 

RELATIONSHIP 

It's  risky  to  be  a doctor  these  days,  and  your  relationship 
with  patients  is  one  of  your  greatest  assets.  It  helps  you 
pro\’ide  better  care.  It  must  be  carefully  maintained.  Yet, 
medical  offices  get  verv’  busy  and,  inevitably,  callers  spend 
time  on  hold.  It's  not  surprising  that  most  people  do  not 
like  to  be  on  hold.  They  want  personal  attention. 

On  hold  communications  services  from  Premier 
Communications  allows  you  to  provide  personal  attention 
even  while  your  patient  is  holding.  Your  callers  will  feel 
appreciated  rather  than  frustrated  and  ignored  when  they 
are  temporarily  placed  on  hold.  Take  back  control  of  your 
precious  patient  relationship  by  improving  patient 
communications — a key  ingredient  for  your  risk 
m a na ge men t p rc )g r a m . 

TMA  is  pleased  that  Premier  Communications  is  committed 
to  offer  this  essential  seiwice  to  members  across  the  state. 

They  will  have  their  hands  full,  but  they  will  gladly  \isit 
your  office  or  clinic  next  if  you  call  328-922-t  in  Austin  or 
800-580-9224. 


iMedical 
'iation 

COMMUNICATIONS 


Premier 


Texas  Medicine 
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Opportunities  Available 

Cardiology 

Two  board  certified  cardiologists  arc  seeking  board 
certified/board  eligible  cardiologist  for  invasive/non-inva- 
sive  practice  in  southwest  Houston.  Please  call  (713)  491- 
3335  or  send  CV  to  Lillian  O’Neil,  1111  Hwy  6,  Suite 
1 8,  Sugar  Land,  TX  77478. 


Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Pan-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  'Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 


If  you’re  drawn  to  the  adventure  of  the  wild  west,  we  can 
help  you  get  there.  Emergency  Medicine  practice  opportu- 
nities available  in  the  Panhandle  of  Texas.  Volumes  range 
from  2,000  to  45,000  with  remuneration  competitively 
set.  For  more  information,  contact  Cheryl  Grimm  at  1- 
800-745-5402  or  send/fax  CV  to  Coastal  Emergency  Ser- 
vices of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite  500,  Dept. 
SM,  Dallas,  TX  75234.  FAX:  214-484-4395. 


Needed:  Emergency  physicians  — North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817-336- 
8600  or  write  Emergency  Medicine  Consultants,  PA, 
1 525  Merrimac  Circle,  Suite  1 07,  Fort  Worth,  TX  76107. 


Peaceful,  tree-lined  roads  lead  to  Emergency  Medicine 
practice  opportunities  in  East  Texas.  Whether  you  re  look- 
ing for  a new,  state-of-the-art  ED  with  8,000  annual  visits 
or  a faster  paced  suburban  hospital  with  14,000  visits  per 
year,  we  can  help  you  find  the  place  that  suits  you  and 
your  family.  Remuneration  ranges  from  $91,000  to 
$121,000.  For  more  details,  contact  Sally  Williams  at  1- 
800-745-5402  or  send/fax  CV  to  Coastal  Emergency  Ser- 
vices of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite  500,  Dept. 
SM,  Dallas,  TX  75234.  FAX:  214-484-4395. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr  days,  50  weeks/year.  Profit  sharing  above  guaran- 
tee. Contact  Wayne  Williams,  MD,  915-942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  TX  76904. 


METROPLEX  EMERGENCY 
PHYSICIAN  ASSOCIATES,  P.A. 

MEPA  is  a physician-owned  service 
company  specializing  in  staffing  and 
management  of  hospital  emergency 
departments. 

We  are  seeking  EM  physicians  for 
Dallas/Fort  Worth  and  Longview. 
BC/BE  in  EM  or  related  specialty 
essential. 

Compensation  packages  include: 

• $144K  - $240K  range  with  paid 
liability  insurance 

• Ownership  and  Directorship 
options  available 

• Variety  of  practice  locations 

We  are  committed  to  providing 
extraordinary  medical  care  and  lead- 
ership in  the  emergency  medicine 
field,  and  to  placing  professionals  in 
a satisfying,  growth-oriented  work 
environment. 

Contact:  Carl  Hunt,  or 
Ronald  A.  Hellstern,  MD, 
FACEP 

Metroplex  Emergency  Physician 
Associates,  PA 

14651  Dallas  Parkway,  Suite  700 
Dallas,  Texas  75240 

1-800-346-6687 
FAX  (214)  789-0338 


Texas,  Lubbock:  University  Medical  Center  in  Lubbock, 
Texas  has  a career  opportunity  for  a Board  Prepared  or 
Board  Certified  Emergency  physician.  University  Medical 
Center  is  a Level  1 trauma  center  with  45,000  ED  visits 
pet  year  and  double  and  triple  coverage.  The  physicians 
practicing  at  UMC  have  an  academic  appointment  with 
Texas  Tech  University.  The  remuneration  starts  at 
$181,000.  For  an  opportunity  that  offers  an  exciting 
careet  in  a relaxed  academic  community,  please  call  Cheryl 
Grimm  at  1-800-745-5402  ot  send  yout  CV  to  Coastal 
Emergency  Services,  P.A.,  3010  LBJ  Freeway,  Suite  500, 
LB  #43,  Dept.  SM,  Dallas,  TX  75234. 

Texas,  Victoria:  Established  emergency  department 
group  seeking  BC/BP  physicians  in  EM,  FP,  IM.  Ideally 
located  between  San  Antonio,  Houston,  and  Corpus 
Christi.  Cost  of  living  is  good,  a buyer’s  real  estate  market, 
hunting  and  gulf  coast  recreation.  Brand  new  state-of-the- 
art  Emergency  Department.  Excellent  back-up.  Approxi- 
mately 13,000+  annual  ED  visits.  Extremely  attractive 
compensation  packager  benefits  offered.  For  more  infor- 
marion,  please  call  Pat  Weidman,  1-800-745-5402  or  send 
CV  to  Coastal  Emetgency  Services,  P.A,,  3010  LBJ  Free- 
way, Suite  1300,  LB  #43,  Dallas,  TX  75234-2709. 

Texas  - Emergency  Medicine  - Affluent  bedroom  com- 
munity of  north  Houston.  Quiet  neighborhood  or  acreage 
available.  Highly  rated  school  system.  Hospital  is  100  bed 
facility  with  a strong  supportive  medical  staff  ED  volume  - 

14.000  annual  visits.  Experienced  and  stable  nursing  staff 
Excellent  patient  mix.  Competitive  compensation  - possible 
fee-for-service.  Contact  Pat  Weidman,  1-800-745-5402  or 
send  CV  to  Coastal  Emergency  Services,  P.A.,  3010  LBJ 
Freeway,  Suite  1300,  LB  #43,  Dallas,  TX  75234-2709. 

Central  Texas  — Join  emergency  department  team  in 
friendly  town  near  Austin  and  Waco.  Great  medical  staff. 
Wonderful  place  ro  raise  your  family.  Approximately 

20.000  ED  visits.  For  details,  call  Sally  Williams,  1-800- 
745-5402  or  send  CV  to  Coastal  Emergency  Services, 
P.A.,  3010  LBJ  Freeway,  Suite  1300,  LB  #43,  Dallas,  TX 
75234-2709.  FAX:  214-484-4395. 

Family/General  Practice 


AUSTIN  AREA  OUTPATIENT  CLINIC 
Enjoy  a country  practice  with  down-to-earth,  loyal 
patients  in  a practice  with  strictly  controlled  hours. 
Two  well-established  family  practitioners  located 
25  minutes  from  UT,  are  seeking  a third  physician 
foroutpatient  practice.  Full-time  or  part-time 
available  with  a 20  hour/ week  minimum.  Salary 
guarantee  offered,  leading  to  a partnership  in  two 
years  if  desired.  Please  send  CV  or  call: 

SETON  MEDICAL  CENTER 

Physician  Recruiter  • 1201 W.  38th  Street  * Austin,  Texas  78705 
(512)323^1000, Ext.7946Fax;(512)  323-1952 


★ 


68 


TEXAS  MEDICINE 


MARCH  1994 


Classified  Directory 


Family/General  Practice 


Where  Family 
Practice  Physicians 
come  for  special 
treatment. 

As  one  of  the  nation’s  oldest  and  largest  managed 
health  care  companies,  CIGNA  Healthcare  under- 
stands what  it  takes  to  help  physicians  make  the 
most  of  their  time.  Office  management,  staffing  and 
a host  of  other  time-consuming  administrative  duties  which  often  interfere  with 
patient  care,  are  handled  efficiently  by  a team  of  CIGNA  administrative 
professionals.  Physicians  find  that  the  CIGNA  environment  enables  them  to 
have  more  personal  time,  too.  Since  we  handle  administration,  claims,  billing 
and  more,  it  allows  our  physicians  time  for  family  and  friends. 

We  are  currently  seeking  Family  Practice  Physicians  for 

Dallas  Houston 

CIGNA  Healthcare  offers  a highly  competitive  compensation  and  benefits 
package,  paid  malpractice  insurance,  CME,  401K  and  more.  To  learn  about 
becomiing  a CIGNA  Healthcare  physician,  call  or  send  your  CV  to:  CIGNA 
Healthcare  of  TX,  Inc.,  Physician  Recruitment,  600  E.  Las  Colinas  Blvd., 
Suite  1100,  Irving,  TX  75039,  (214)  401-5302.  EOF. 


Cigna  Healthcare 

A Business  of  Caring. 


Family  Practice  doctor  needed  for  county  seat  commu- 
nity of  Spearman,  Texas.  Pheasant  capital  of  Texas.  Mod- 
ern facilities  with  28-bed  hospital  and  84-bed  nursing 
home  attached.  For  complete  information  concerning  this 
opportunity,  call  Jerry  Lewis  of  The  Lewis  Group  at 
1-800-666-1377. 

INSTRUCTORyASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an 
affiliate  of  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas.  Must  be  board  certified  or  have  met  the 
educational  requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reference  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Fam- 
ily Practice  Residency  Program.  1301  Third  St.,  Wichita 
Falls,  TX  76301.  An  Equal  Opportunity  Employer. 


BE/BC  FP  doctor  needed  for  ambulatory  care  clinic  near 
Austin.  No  night  or  hospital  call.  Part-time  or  full-time. 
For  further  information,  call  Jerry  Lewis,  The  Lewis 
Group.  800-666-1377. 


Austin,  TX — Needed:  F/P  or  G/P  Physician 
for  full  or  part-time  to  staff  a free  standing 
primary/urgent  care/occupational  medicine 
facility.  Remuneration  commensurate  with 
experience.  Send  CV  to  Austin  MediCenter, 
c/o  Matthew  Vail,  MD,  Medical  Director, 
6343  Cameron  Road,  Austin,  TX  78723 
or  call  467-2052. 


Spanish-speaking  physicians  needed  in  Southern  Texas; 
Corpus  Christi,  Houston.  Harlingen.  McAllen,  etc.  Top 
end  reimbursement,  excellent  benefits.  lOOO’s  of  positions 
also  available  nationally.  Call  The  Curare  Group,  Inc. 
1-800-880-2028. 


SAN  ANTONIO 

Family  physicians  needed.  Choice  of  practice  loca- 
tions and  settings  (both  clinic  and  private  practice 
options  available).  All  offer  SIX  FIGURE  GUAR- 
ANTEE plus  benefits,  and  bonus.  Comfortable  call 
schedule,  outstanding  lifestyle.  Call  or  send  CV  to 
Jane  Vogt,  800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-727-3009. 


FAMILY  PRACTICE 

Are  you  ready  to  enjoy  rural  life  and  a two-physician 
practice?  The  Atascosa  RHI  Health  Clinic,  Inc.,  a feder- 
ally funded  community  health  center,  located  at  3 1 0 
W.  OaWawn,  Reasanton,  T exas,  30  miles  south  of  San 
Antonio,  is  the  place  for  you.  If  interested,  please  call 
Jaime  Garcia,  MD,  Medical  Director,  or  Bther  Maese, 
Executive  Director,  At2IO-569-2S27. 
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Family/General  Practice 

Family  Practitioners  needed;  Full/part  time  positions  in 
North  Dallas  walk-in  medical  center.  No  hospital  practice, 
OB,  or  after  hours  call.  Independent  contractor  status, 
must  have  current  Texas  license,  and  own  insurance.  Nick 
Kuchmak,  MD  (214)  437-3912. 

Suburban  Houston,  major  growth  area.  Minimum 
$110,000  with  production  to  $160,000.  No  call,  no  in- 
patient. lOOO’s  oppositions  also  available  nationally.  The 
Curare  Group,  1-800-880-2028. 


Geriatrics 


SENIORMED  SERVICES,  PA 


We  are  seeking  a general  internist  or 
family  practitioner  with  geriatric 
interest.  An  entrepreneurial  spirit  is 
essential. 

The  professional  chosen  for  this 
position  will  launch  an  evolving 
North  Dallas  group  practice. 

A very  attractive  benefit  package 
(including  practice  equity)  enhances 
this  offer. 

Please  contact  Carl  Hunt, 
or  Clay  Heighten,  MD 
for  detailed  information. 

(214) 373-1115 
1-800-346-6687 


Internal  Medicine 

Austin,  Texas  — Associate  sought  for  growing  internal 
medicine  practice.  Office/hospital  patient  load  expanding. 
Practice  purchase  option  available.  Written  inquiries  to: 
Ad  Box  819,  401  W.  15th  St.,  Austin.  TX  78701. 

Busy,  established  primary-care  internal  medicine 
practice, Houston  Hobby  Airport  area,  needs  board- 
certified  or  board-eligible  associate  full-time  or  part-time. 
Excellent  compensation  package.  Spanish  helpful  but  not 
necessary.  Send  C.V.  to  P.O.  Box  12879.  Houston,  TX 
77217-2879. 

Spanish-speaking  physicians  needed  in  Southern  Texas: 
Corpus  Christi,  Houston,  Harlingen.  McAllen,  etc.  Top 
end  reimbursement,  excellent  benefits.  lOOO’s  of  positions 
also  available  nationally.  Call  The  Curare  Croup,  Inc. 
1-800-880-2028. 


More  physicians, 

fER  RESPONS 
TTER  SERVICE 


It  all  adds  up. 


CompHealth  and  Kron  Medical,  the  nation's  most  experi- 
enced locum  tenens  groups,  are  joining  forces.  Bringing 
you  the  largest  pool  of  locum  tenens  physicians  and  allied 
health  care  professionals.  Faster  response.  Competitive 
pricing.  Flexible  staffing  options.  Plus  the  tightest  creden- 
tialing  and  most  experienced 

support  staff  in  the  industry  COHiPlIClIlll/l 
Call  CompFlealth/Kron  Today! 


The  NATION'S  Locum  Tenens  Service 


1-800-4S3-3030 

Atlanta  ■ Chapel  Hill  ■ Grand  Rapids  ■ Salt  Lake  City 


Locum  Tenens 

BE/FP  available  for  locum  tcncn.,.  Dallas  area,  March 
onward.  Discount  for  early  bookings.  Fax/phone: 
214-867-6124. 


CLASSIFIED  ADVERTISING  CATEGORIES 

Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Aller.  & Immuno. 

Internal  Medicine 

Otolaryngology 

Medical  Equip. 

Anesthesiology 

Locum  Tenens 

Pathology 

Office  Space 

Cardiology 

Neonatology 

Pediatrics 

Practices 

Dermatology 

Neurology 

Phys.  Med./Rehab 

Property 

Emergency  Medicine 

Neurosurgery 

Plastic  Surgery 

Travel 

Endocrinology 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Famlly/Gen  Pract. 

Ob/Gyn 

Radiology 

Cont.  Education 

Gastroenterology 

Oncology 

Rheumatology 

Business  & Financial 

Geriatrics 

Ophthalmology 

Urology 

Services 
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Physician  Search 


Physician  Placement 


Medical  Practice  Appraisal  and  Brokerage 


0 


0 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


CARDIOLOGY 


NORTH  CENTRAL  TEXAS 

Opportunity  for  independent  Cardiologist.  Call 
sharing  with  other  board  certified  Cardiologists 
or,  group  option  available.  Ultra-modern,  200- 
bed,  full-service  hospital  (including  cath  lab  and 
Cardiothoracic  surgeons).  Recreational  paradise 
in  popular  location  within  one  hour  of  Dallas/Fort 
Worth  metroplex.  Generous  incentive  package. 
Contact:  Vicki  Truitt. 


CARDIOTHORACIC  SURGERY 


NORTH  CENTRAL  TEXAS 

A 230-bed  health  care  facility  seeking  additional 
CT  surgeon  for  established,  growing  heart 
program.  Member  of  Texas  Heart  Network 
system;  referral  base  of  206,000+.  2 fully- 
equipped  heart  OR’s  and  digital  cath  labs  with 
great  support  staff.  Recreational  paradise  in 
, popular  location,  within  one  hour  of  Dallas/Fort 
Worth  metroplex.  Generous  incentive  package. 

I Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

Additional  Family  Physicians  needed  for 
community  of  14,000.  Great  location  within  one 
'hour  of  Dallas/Fort  Worth  metroplex.  Horse 
I country  with  lakes  and  outdoor  recreational 
'opportunities  abound!  Modern  88-bed  hospital. 
Group  environment  or  solo,  with  4-way  call 
.sharing.  Generous  incentive  package. 

I Contact:  Vicki  Truitt. 

■CENTRAL  TEXAS 

Two  Board  Certified  Family  Practitioners  seek 
third  associate  for  group  setting.  OB  optional,  but 
I a plus  if  desired.  Hill  Country  community  of  6,500. 
iOne  hour  from  Austin.  Paradise  for  outdoor 
lenthusiast.  Excellent  benefits  package  and 
I tremendous  income  potential. 

Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 

[Additional  Family  Practitioner  needed  to  offer 
jfull  range  of  Family  Medicine  (OB  optional) 
in  town  of  21,000.  Referral  area  of  95,000+. 
Ultra-modern,  200-bed  hospital,  with  excellent 
support  staff.  Call  sharing  with  other  board 
certified  Family  Practitioners.  Fee  for  service 
practice  with  existing  provider  network. 
'Recreational  paradise  in  popular  location,  with 
leasy  access  to  Dallas/Fort  Worth  metroplex. 
Generous  incentive  package. 

Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified  Family  Physicians  are 
seeking  associate.  No  OB.  Small  university  town 
within  one  hour  of  Dallas/Fort  Worth  metroplex. 
Great  life  style  among  professionals.  Enjoy  easy 
[access  to  the  big  city  life  while  maintaining  a 
'smaller  community  life  style.  Many  recreational 
and  social  amenities.  Generous  incentive  package 
from  community  hospital. 

Contact:  Barry  Strittmatter. 
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Physician 
Resource 
Network 
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Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians.  Attractive 
well-equipped  offices  with  great  support  staff. 
Enjoy  many  amenities  the  historic  and  multi- 
cultural city  of  San  Antonio  has  to  offer.  Excellent 
salary  and  benefits  package. 

Contact:  Barry  Strittmatter. 

CENTRAL  TEXAS 

Great  location  within  one  hour  of  Austin.  This 
position  allows  you  the  opportunity  to  step  into  a 
ready  made  practice,  where  all  you  have  to  do  is 
take  care  of  the  patients.  Community  of  7,000 
with  a service  area  of  20,000.  3-way  call  sharing 
with  Board  Certified  Family  Practitioners.  Surgical 
support.  No  OB.  Attractive  incentive  package. 
Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with 
established  primary  care  group  or  independently, 
with  shared  call.  No  OB.  Interest  in  pediatrics  a 
plus.  Attractive,  well-equipped,  56-bed  hospital. 
Competitive  incentive  package. 

Contact:  Jim  Truitt. 


INTERNAL  MEDICINE 


MAJOR  TEXAS  MEDICAL  SCHOOL 

Seeks  General  Medicine  physician  with  special 
interest  in  caring  for  HIV/AIDS  patients.  Clinical 
practice  with  research  opportunities.  Join  existing 
specialty  care  team  committed  to  providing  quality 
care.  Generous  income  with  full  benefits  package. 
Location  filled  with  all  the  amenities  available 
in  a major  metropolitan  area. 

Contact:  Jim  Truitt. 

CLINICAL  FACULTY  APPOINTMENT 

Tired  of  the  hassles  of  private  practice?  Four 
board  certified  Internists  needed  for  full  time 
positions.  Manage  medicine  service  of  major 
teaching  hospital;  medical  school  affiliation. 
Excellent  salary  and  benefits;  very  limited  call 
responsibility. 

Contact:  Jim  Truitt. 


PLEASE  CALL  FOR  SPECIFIC  DETAILS 
REGARDING  THESE  AND  ADDITIONAL 
POSITIONS  A VAILABLE. 


(210)  732-3332 
1-800-732-0003/3627 
Fax:  (210)732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 

FORT  WORTH 

Correctional  health  services  opportunity 
available.  Work  with  specialized  health  care 
team  (including  two  full  time  physicians  and 
a host  of  other  professionals)  in  new,  fully- 
equipped  comprehensive  medical  unit.  High 
incidence  of  diabetes  and  hypertension.  Regular 
hours,  limited  call;  excellent  income  and  benefits. 
Contact:  Vicki  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area  of 
20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous 
incentive  package  including  income  guarantee,  , 
relocation  and  office  space. 

Contact:  Jim  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  Medical  Oncologists 
seeks  fifth  associate  for  group  practice.  Salary  ’ 
plus  bonus,  and  excellent  benefits.  Great  ' 
opportunity  to  practice  with  a top  notch  group  and  i 
enjoy  a life  style  in  a city  offering  an  abundance  i 
of  outstanding  amenities. 

Contact:  Jim  Truitt.  i 


OBSTETRICS/GYNECOLOGY 


NORTH  CENTRAL  TEXAS 

Unique  opportunity  for  physician  to  enjoy  rural 
life  style.  Call  coverage  provided.  Well-equipped 
hospital  with  great  support  staff.  Excellent 
location  within  45  minutes  of  Dallas/Fort  Worth 
metroplex.  Horse  country;  lakes  and  outdoor 
recreational  activities  abound.  i 

Contact:  Vicki  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice.  4-way  call  sharing.  Ultra-modern 
hospital  with  new.  Level  II  nursery  and  designated 
Pediatric  unit.  Generous  income  and  benefits; 
provider  network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 


UROLOGY 


MAJOR  TEXAS  TEACHING  HOSPITAL 

Seeks  board  certified  or  board  eligible  (actively 
pursing  certification)  physician  for  full-time 
clinical  faculty  position.  Income  guarantee; 
generous  salary  and  competitive  benefits; 
relocation  allowance.  Join  a top  notch  multi- 
specialty group.  Location  filled  with  many 
amenities  provided  by  this  metropolitan  area. 
Contact:  Barry  Strittmatter. 


Classified  Directory 


Locum  Tenens 


10  Top  Reasons  To 
Take  A Locum  Tenens 
Assignment  With  Us! 


1 . Chicago 

2.  Denver 

3.  Oakiand 

4.  Ventura 

5.  San  Antonio 


6.  Charlotte 

7.  Fort  Lauderdale 

8.  Columbus 

9.  Atlanta 

10.  Service 


Since  1979,  we've  approached  the 
locum  tenens  assignment  of  physicians 
quite  differently  from  the  competition.  Our 
nationwide  network  of  offices  offers 
assignments  free  from  any  hassles  to 
qualified  physicians. ..we  do  the  homework 
- we  investigate  assignment  locations, 
interview  personnel  with  whom  you'll  be 
working  and  supply  information  on 
housing.  So,  unlike  the  competition,  we 
give  )’Ou  a “true  picture’’  of  where  you’re 
going  and  what  to  expect. 

And  to  accompany  you  on  your  journey, 
we  provide  malpractice  insurance  on  an 
“occurrence”  basis. 

FOR  MORE  Information  Call:  1 -800-531-1 1 22 

P tt  ^ S I C 1 A N S 

©Copyright  1993,  Interim  Sen/ices,  Inc. 

An  H&R  BLOCK©  Company 


PHY^CIANS 


• Texas  Locum 
Tenens  Staffing. 


• Highly  qualified,  dedicated 
physicians. 


• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 


• Fair  client  rates  & excellent 
physician  compensation. 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-0316 


Ob/Gyn 

Spanish-speaking  physicians  needed  in  Southern 

Texas.  $200-300,000  income  guarantees.  lOO’s  of  posi- 
tions also  available  nationally.  Call  The  Curare  Group,  Inc. 
1-800-880-2028. 


SAN  ANTONIO 

BC/BE  OB/GYN  needed  for  NEW  BIRTHING 
CENTER.  Hospital-sponsored  practice,  com- 
plete practice  development/management  services. 
Competitive  guarantee,  comprehensive  benefits. 
Call  or  send  CV  to  Jane  Vogt,  800-765-3055, 
222  S.  Central,  Suite  700,  St.  Louis,  MO  63105, 
FAX  314-727-3009. 


OB/GYN 


To  share  call  in  this  prosperous  little  town 
75  mi  from  D/FW.  Lots  of  recreation,  hunting, 
fishing,  excellent  schools,  historic  buildings. 
50  bed  hospital,  competitive  incentive  package. 


For  this  or  other  opportunities 
throughout  Texas,  call 

Bennett  & Associates 


Vi 


1-800-550-9096 


Pediatrics 

Pediatrics/Texas  — 100,000-f  population  in  low  crime, 
safe  environment.  Community  has  an  abundance  of 
amenities  including  tremendous  educational  programs, 
four  universities,  preferred  shopping,  fishing,  and  golf. 
160-bed  hospital  with  four  OBs  and  a Neonatologist, 
building  a four  physician  group.  $150,000  take  home  + 
benefits  (two  years  in  a row!).  No  capitated  fees,  security, 
great  reimbursement.  If  you  are  looking  for  less  hassles  and 
less  stress,  this  is  THE  opportunity!  Please  contact  David 
Gillan,  Harris  Kovacs  Alderman,  800-677-7987,  ext  3- 
393,  or  fax  C.V.  to  800-440-2676.  Your  inquiry  will  be 
kept  confidential. 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

May  1994 

April  1,1994 

June  1994 

May  2,1994 

July  1994 

June  1,1994 

August  1994  

July  1,1994 

September  1994 
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Psychiatry 


1 

Iv 

K-:':  '*■* 

■ s 

j:;:  ft 

CORRECTIONAL 

HEALTHCARE 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 


Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville,  TX  77342 


m 


Radiology 

Experienced  Canadian  Radiologist  seeks  position  in 
Texas.  All  modalities  and  special  interest  in  ultrasound 
(including  cardiovascular),  mammography,  and  C.T. 
Holds  Texas  license.  Please  respond  to  Ad  Box  821,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701 . 


NetDA, 

Seco»sP  opiHioM? 
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its  fiME  For  R4R 

800  523-9955 

RADIOLOGY 


Locum  Tenens  • Permanent  Recruitment  Specialist 


Advertising  Rates  & Data  — Regular  classified  adver- 
tising sells  for  $2.00  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  tor  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substi- 
tuted for  formal  addresses  upon  request  at  no  extra  cost. 
Name  and  address  of  ad  box  number  listings  cannot  be 
given  out  unless  specific  permission  to  do  so  has  been 
given.  T he  advertising  office  will  not  contact  ad  box 
number  holders  except  by  mail.  Federal  laws  prohibit 
references  to  race,  color,  religion,  sex,  national  origin,  or 
age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  business 
day)  preceding  publication.  Send  copy  to  Denise  Kot- 
son,  Classified  Manager,  Texas  Medicine,  401  West 
15th,  Austin,  Texas  78701. 
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Other  Opportunities 


^Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 

the  following  specialties: 


A 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 
$100,000 
$100,000 
$ 50,000 
$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


NO  NIGHT  CALL 

NO  EMERGENCY  ROOM  VISITS 

NO  HOSPITAL  ROUNDS 

La  Fe  Clinic,  a stable  and  growing  20  year  old  Community  Health  Center  located  in  El 
Paso,  Texas  is  recruiting  for  Pediatrics,  Family  Practice  and  Internists.  We  provide 
primary  health  care  services  for  a rewarding  and  appreciative  patient  population.  We 
are  one  of  a few  community  health  clinics  in  the  United  States  to  be  accredited  by 
the  JCAHO.  Our  work  day  is  8:00  am.  - 5:00  p.m.,  Monday  - Friday.  Saturdays  from 
9:00  am.  - 1:00  p.m.  on  a rotating  basis.  You  can  have  a healthy  lifestyle  and  a pre- 
dictable calendar  year. 

If  you  are  interested  in  working  with  our  clinic. 

Please  contact:  Jose  L.  Rodriguez,  M.D.,  Medical  Director  at  (915)  545-4550 

or  Salvador  Balcorta,  Executive  Director  at  (915)  534-7979. 

General  Physician 

Licensed  to  practice  medicine  in  Texas,  plus  at 
least  six  (6)  years  of  licensed  medical  practice. 
Demonstrated  capabilities  in  clinical  leadership 
and  medical  practice.  Meets  all  other  criteria  for 
employment  and  medical  staff  appointment,  as 
appropriated.  Specialty  in  General  Medicine, 
Family  Practice  or  Internal  Medicine.  Duties  are 
to  provide  primary  medical  care  to  Wichita  Falls 
State  Hospital  patients.  Salary  up  to  $123,000 
annually  based  on  experience  and  board  certifica- 
tion. Liberal  Fringe  Benefits.  Prefer  non-smoker. 
Contact  Hector  Decena, 

Clinical  Director 

Wichita  Falls  State  Hospital 
(817)  692-1220  ext.  326 

An  Equal  Opportunity/ 

Affirmative  Action  Employer 

Opportunities  for  BC/BE  pediatrician  and  family 
physician  with  a primary  care  group  in  Austin.  Salary 
guarantee,  bonus  incentives,  and  complete  benefit  package 
including  malpractice.  Contact  Jean  Wiley,  PCA  Medical 
Group  of  Texas,  8303  MoPac,  Suite  137,  Austin,  TX 
78759.  (512)  338-6141;  Fax  (512)  338-6137. 


74 


TEXAS  MEDICINE  ★ MARCH  1994 


Classified  Directory 


Other  Opportunities 


Take  A Closer  Look  At 

King’s  Daughters  Clinic,  P.A. 


If  you’re  considering  a practice  change, 
we  have  an  opportunity  for  you  ! 

✓ Urologist 

33  Physicians  on  Staff  \ ✓ Pediatrician  ^ 

✓ Family  Practitioner 

✓ Internist 

✓ Dermatologist 

✓ Pathologist 
^ Immediate  Opening 

For  more  information, 
call  Sonja  Chupik  (817)  778-2123 
or  write: 

King’s  Daughters  Clinic,  P.A. 

1905  SW  H.K.  Dodgen  Loop 
Temple,  Texas  76502 


BE  A GOOD 


Volunteer. 


American  Heart 
Association 


I PHYSICIAN 
' PART  - TIME 


The  Texas  Department  of  Health  is 
Currently  Recruiting  for  a Physician 
(M.D.  or  O.D.)  Licensed  in  Texas,  to 
Work  in  Several  Public  Health  Clinics 
Surrounding  the  Abilene  Area. 

Clinics  Include  Immunizations,  Child 
Health,  Adult  Health,  Pre-natal,  and 
Family  Planning. 

Will  Require  Approximately  14  Hours 
Per  Week.  Prefer  Individual  With  a 
Specialty  in  Family  Practice,  Pediat- 
rics, OB/GYN,  or  General  Practice. 
Salary  $2,770.60  Per  Month  With 
Benefits,  or  $200.00  for  1/2  Day  Clinic 
as  a Contract  Physician  Without 
Benefits. 

For  a Job  Description  and  Application 
Contact: 

TEXAS  DEPARTMENT  OF  HEALTH 
Human  Resources  Office 
256 1 Matlock  Road 
Arlington,  TX  76015 
(817)  792-7244 

When  Applying,  Please  Refer  to 
Posting  Number  94-R03-0041 . 
Applications  Must  Be  Submitted  to 
Austin  Bureau  of  Human  Resources 
and  Will  Be  Accepted  Through  Close 
of  Business  On  March  31 , 1 994. 

TDH  is  an  Equal  Opportunity  Employer. 
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Other  Opportunities 


REGIONAL  DIRECTOR 

EL  PASO,  TEXAS 

$9,166.00  - $9,517.16  per  Month 


The  TEXAS  DEPARTMENT  OF  HEALTH  is  Recruiting  for  the  Position  of  REGIONAL 
DIRECTOR  for  Public  Health  Regions  9/10  headquartered  in  El  Paso.  Responsibilities 
Include  Planning,  Developing,  Organizing,  and  Directing  Comprehensive  Public  Health 
Services  Within  the  Regions,  Involving  Integration  and  Coordination  of  Programs  Into  a 
Complete  Health  Service  for  the  Regional  Area.  Duties  Include  Providing  Medical 
Consultation  to  Private  Physicians  and  Local  Health  Department  Personnel  and  Medical 
Direction  to  Regional  Nursing  Staff.  Responds  to  Medical  Inquiries  From  the  General 
Public.  Requires  License  to  Practice  Medicine  in  Texas  and  Jvio  Years  Full-Time  Paid 
Experience  in  a Recognized  Public  Health  Agency:  OR  Three  Years  Experience  in  a 
Clinical  Specialty  Utilized  in  Public  Health  Programs.  A Master  of  Public  Health  Degree 
From  an  Approved  School  of  Public  Health,  or  Certification  By  An  Appropriate  American 
Specialty  Board  in  a Clinical  Specialty  Utilized  in  Public  Health  Programs  May  Be 
Substituted  for  Two  Years  Of  the  Above  Experience.  Full  State  of  Texas  Benefits  Include 
Vacation,  Sick  Leave,  Deferred  Compensation,  401 K Plan,  Retirement  Plan,  State 
Contributing  Health  Insurance;  Life,  and  Dental  Coverage  Available. 

For  Job  Description,  Application,  and  Further  Information,  Please  Contact: 

TEXAS  DEPARTMENT  OF  HEALTH 
1100  WEST  49TH  STREET 
AUSTIN,  TEXAS  78756 
(512)  458-7345 

Please  Use  Posting  Number  94-TDH-1 002  When  Applying. 

Applications  Accepted  Through  End  of  Business  April  1 5, 1 994. 

EO/ADA  EMPLOYER 


Office  Space 

Fully  staffed  and  equipped  suites  for  all  medical  and 
surgical  sub-specialties.  Available  daily,  weekly  or  monthly. 
Includes  all  utilities;  no  long  term  obligation  necessary.  At 
Mac  Arthur  Medical  Park  — corner  of  Mac  Arthur  and 
Grauwyler,  Irving,  Texas.  Call  214-579-8815. 


Medical  Clinic  available  for  lease  In  Irving,  Texas— 

comer  Mac  Arthur  Boulevard  and  Grauwyler.  4300 
sg.  ft.  freestanding  clinic  in  medical  park  complex 
with  day  surgery  center.  Completely  equipped  and  fur- 
nished for  medical/surgical  clinic:  7 treatment  rooms, 
conference  room,  consultation  rooms.  Large  lobby, 
complete  x-ray  and  auto  processing  clinical  lab.  Ideal 
for  large  or  small  clinic.  Call  (214)  579-8815. 


Practices 

Family  Practice  for  Sale.  Well-established,  very  busy 
Family  Practice  in  Fort  Worth,  located  in  the  Hospitals 
area.  Introduction  will  be  offered.  Present  staff  will  stay. 
Financing  could  be  arranged.  Respond  do  Texas  Medicine, 
Ad  Box  815.  401  W 15th  Street,  Austin,  TX.  78701. 


Continuing  Education 

Complete  Foot  Care  Course,  March  25-27,  1994, 
Houston,  Texas,  American  Orthopaedic  Foot  & Ankle 
Society.  Cost:  $425  physicians,  $250  fellows  and  residents. 
CME:  18.5  Category  1 credits.  Contact  Kea  McKinney, 
(800)  235-4855. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  /Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


HOUSTON/DALLAS 

PHYSICIANS 

IMMEDIATE  POSITIONS 

for  BC/BE  physicians  (Int. 
Med.,  RR,  Reds)  now  available 
in  our  large  managed  care 
practice.  We  are  a rapidly 
expanding  network  of  health 
care  centers  throughout  the 
greater  Houston /Dallas  areas. 
Our  starting  salaries  average 
$135K-$150K  for  full-time  sta- 
tus. Enjoy  flexible  hours  and 
great  health  benefits.  A nice 
place  to  work.  All  residents 
are  welcome. 

Call  Joni  Taylor  at  1-800-633- 
2373,  ext.  283  or  fax  your  CV 
to  1-800-635-8906  to  arrange 

an  immediate  local  interview. 


r DOCTORS 
OFFICENTER 


MEDICAL  GROUP 


Business  and  Financial  Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  courte- 
ous service.  Competitive  fixed  rare.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 
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Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allcrgy-Nutrition-vStress) 

Established  in  1984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-Rhino-larv’ngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine.  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  wc  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Bloclcers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks,  R.F.  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082:713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Doloiology  — Thermology 
Evaluation.  Diagnosis  and  Treatment  of  Pain, 

Differential.  Diagnostic  & Therapeutic  Nerve  Blocks. 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas.  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6410  Fannin,  Suite  470,  Houston,  Texas  77030 
(713)  797-2732  FAX:  (713)793-5711 

The  University  Center  for  Pain  Medicine  is  a multidisciplinary  center  which  offers 
comprehensive  treatment  options  for  acute,  subacute,  chronic  pain,  and  cancer  pain 
atients.  The  Pain  Center  utilizes  such  services  as  physical  zherapy,  occupational  therapy, 
iofeedback,  relaxation,  and  psychological  counseling  in  conjunction  with  nerve  blockade 
and  ablation  techniques  to  treat  the  various  components  of  the  patients  pain  syndrome. 

Gordon  Irving,  MD 
Medical  Director 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the  treatment  of 
patients  with  chronic  pain.  The  therapeutical  modalities  include  noninvasive  techniques 
(such  as  psychological  counseling,  biofeedback,  relaxation,  physical  therapy,  etc.)  and 
invasive  techniques  (such  as  nerve  blocks,  neurolytic  procedures,  cryoneurolysis,  radio- 
frequency lesioning,  implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal 
opioid  delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Michael  T McCann,  MD  Ronald  DeMeo,  MD 

Kevin  G.  Smith,  PhD  Larry  H.  Brown.  PhD 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 

organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may  occur  in  all  spe- 

ci^ty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofeed- 
back,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 
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KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  lane,  Dallas,  Texas 
75230;  214  661-4797 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  11,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

214661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  R Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth.  Texas  76102 
Telephone  817  336-0351 


Ophthalmology 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  321-1  153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


Orthopedic  Surgery 

WB.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

WZ.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-. 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

i;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedaie,  Fort  Worth,  Texas  76104:  817  335-4316.  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD.  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  lowers,  41 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas.  Texas  75230;  2l4  661-7010 

ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  2l4  369-4361 


2201  North  Stanton,  F.l  Paso.  Texas  79902;  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1330  N.  Beckley,  Suite  103,  Dallas.  Texas  75203 
Office:  214-942-2007  Fax:  214-942-8742 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forc-M  Park  Road.  Suite  600.  Dallas.  TX  75235,  214-350-7500 


Samuel  M.  Bierner.  MD 
Charles  F^  Cook.  MD 
Kenneth  Dri^s.  MD 
Kevin  Gill,  MD 
Phillip  M.  Grachl.  MD 
Joseph  G.  jacko,  MD 
L.T  Johnson,  MD.  FACS 
Richard  E.  Jones.  MD 


IDonald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  II!,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal.  MD 
R.  Craig  Saunders.  MD 
Marvin  E.  Van  Flak  MD 


2001  N.  MacArthur  Boulevard.  #540.  Irving,  TX  75061.  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook.  MD  Marvin  E.  Van  Flal,  MD 

Bruce  M.  Faust.  MD  George  G.  Susat.  MD 

4333  N.  Josey,  Plaza  I-Suite  102,  Carrollton,  TX  75010.  214-492-1334 

Craig  W.  Goodhart.  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Grachl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch.  TX  75234,  214-241-5446 

Craig  W.  Goodhart.  MD  Glenn  S.  Wheeless,  MD 

PhillipM.  Graehl,  MD 

3500  130.  Bldg  C #101,  Mesquite.  TX  75150,  214-682-130^ 

Charles  Mitchell.  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201, 817-545-2596 
R.  Craig  Saunders.  MD 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  I.ive  Oak  St. 

Dallas.  Texas  75204;  214  823-4151 


Urology 


MICROSURGICAL  VASECTOMY  REVERSAL 
WITH  MONEYBACK  GUARANTEE 

Donald  R.  Pohl.  MD 
Diplomate  American  Board  of  Urology 
11811  N.  Freeway,  Suite  610 
Houston.  TX  77060 
Telephone:  (713)  REVERSE 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot- 
son,  TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Advertising  Directory 


PetJiatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both  inpatients  and  outpatients  and  for 


children  and  adults.  Specialized  programs  are: 

Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Brain  Injury  (The  Challenge  Program) 
Outpatient  Services 

Accredited  by:  Joint  Commission  on  Accreditation 
Accreditation  of  Rehabilitation  Facilities 


Pediatric  (Inpatient/Day  Hospital) 

Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 
of  Healthcare  Organizations.  Commission  on 


Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street.  Houston,  Texas  77030 
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Back  talk 


1 work  out  three  times  a week  at 
6 am  with  a physical  trainer,  play 
goh,  and  spend  a lot  of  time  with  my 
boys  (ages  2 and  6).  My  best  stress 
reliever  is  my  family.” 

Tony  R Sertich,  Jr,  MD,  57 

otolaryngology,  San  Antonio 

1 do  for  myself  the  things  I 
teach  patients  to  do.  I use  self-hyp- 
nosis and  meditation  or  relaxation 
techniques  on  a daily  basis.  Fre- 
quently during  the  day,  even  if  I just 
have  a couple  of  minutes.  I’ve  gotten  myself  trained  to  be 
able  to  spend  a few  quiet  moments  with  some  deep 
breathing  and  focusing.  Another  thing  I do  is  exercise.  I 
got  a bicycle  for  my  birthday,  and  I try  to  ride  as  much  as 
possible.  I play  tennis  and  racquetball  sometimes.  I also 
try  to  be  organized  and  use  good  time  management.” 

Bernard  M.  Gerber,  MD,  46 

psychiatry,  Houston 

Being  married  helps  me  keep  my  sanity.  My  husband 
is  in  his  second  year  of  residency,  and  he  understands 
what  I am  going  through.  When  I am  on  easy  rotations,  I 
have  the  opportunity  to  exercise.  If  the  rotations  are  more 
difficult,  like  ob/gyn,  then  all  I want  to  do  is  get  home  to 
sleep  and  eat.” 

Emily  Deeb,  27 

medical  student,  Lubbock 

After  work  I go  straight  to  the  gym  for  a workout.  Then 
when  I get  home,  I play  with  my  dog  and  go  for  a walk.” 

Jane  Samaan,  MD,  28 

obstetrics  and  gynecology,  Waco 

Fhis  past  summer,  1 was  on  call  for  21  straight  days. 
I think  I would  have  gone  crazy  if  it  hadn’t  been  for  hav- 
ing an  aerobic  exercise  program  about  4 days  a week.  It 


provides  a very  healthy  outlet  for 
stress.  You  feel  physically  more  invig- 
orated despite  having  been  up  most 
of  the  night.  The  other  thing  I think 
is  basic  to  being  able  to  handle  the 
stress  of  a somewhat  high-pressure 
practice  and  call  situation  is  having  a 
stable  family  life.” 

Tom  B.  Hancher,  MD,  47 

internal  medicine,  Columbus 

I do  aerobics  a couple  times  a 
week  and  do  a lot  of  pleasure  read- 
ing. I do  take  time  for  myself  I take  off  Sunday  morn- 
ings and  go  to  church.” 

Monique  Spillman,  26 

medical  student,  Dallas 

Exercise  is  the  big  thing  I do.  I exercise  an  hour  to  2 
hours  a day.  I also  play  the  guitar  every  day.  In  private 
practice,  nobody’s  going  to  give  you  a vacation.  You 
would  think  ‘Oh,  well,  I can  take  off  more  because  I’m 
my  own  boss,’  but  it  doesn’t  work  that  way.  You  just  have 
to  take  time  off  for  yourself  It  took  me  a long  time  to 
learn  that  I couldn’t  be  all  things  to  all  people  and  that 
there  was  always  going  to  be  work  there.” 

Joe  H.  Cunningham,  MD,  35 

internal  medicine,  Jacksonville 

I have  good  family  relations,  a strong  support  sys- 
tem. They’re  there.  They  sort  of  keep  me  focused  on  why 
I’m  practicing  in  the  first  place.” 

Geri  Richardson,  MD,  30 

fifth-year  felloiv  in  child  psychiatry,  Dallas 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk.  401  W 15th  St.  Austin.  TX  78701.  or  fax  them  to 
(512)370-1632. 


What  techniques 
do  you  use  to 
manage  stress  in 
your  practice  and 
your  life? 
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SUBURBANS 


FORD  EXPLORER 


16  MONTHS 


16  MONTHS 


16  MONTHS 


MERCEDES  E320 


16  MONTHS 


OTHER  VEHICLES 
AVAILABLE  ON  THE 
16  MONTH  PROGRAM. 


, AEROSTAR  VANS 
. ACURA  INTEGRA 
, CHEVY  ASTRO  VANS 
& BLAZERS 

. CHEVY/FORD  PICKUP 
I HONDA  ACCORD 

• JEEP  CHEROKEES 

• LEXUS  - ALL  MODELS 
. MERCEDES  E420 


Get  A New  Car  Every  16  Months!  Only  At  Autofl0X  LeCiSlligi* 


Endorsed  by  TMA 

Free  local  rent  cars 

24  hr.  nationwide  roadside 

assistance 

Cash  back  for  your  trade 
No  downpayment  leases  available 


Single  payment  leases  available 

• One  call  does  it  all! 

• GAPP  insurance  included 

• Terms  from  1 6 to  66  months 

• We  lease  more  cars  to  Doctors 
than  all  others  combined. 


1-800-634-1234 

214-234-1234 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

GROUP  Plus 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Life,  Short  Term  Disability,  and  Dental. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 


created  and  endorsed 
by  the  Texas  Medical 
Association. 


2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 


TexasMedical 

Association 


3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 
TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


5.  TMA  Physicians  Manage  the  Program 

TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 


Texas  Medical  Association 

Insurance  Trust 

401  W.  15th  Street,  Austin,  TX  78701 


6. 


RO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for  24 
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Sky’s  the  limit? 

Texas’  biotechnology  industry  is  poised  to  become  a major 
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while  it  delivers  astounding  medical  breakthroughs  to 
physicians  and  their  patients.  Key  to  biotech’s  success  are  the 
technology  transfer  companies  — public-private  hybrids 
dedicated  to  taking  scientific  discoveries  out  of  the  laboratory 
and  into  the  marketplace. 
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The  battle  to  protect  the  rights  of  physicians  and  patients  enrolled  in 
managed  care  plans  is  moving  from  the  courts  to  the  US  Congress. 

BY  KEN  ORTOLON 


LEFT:  Hector  Martin  Maldonado,  MD.  then  chief  neurolog)/  resident,  talks  to 
Texas  Tech  medical  students.  Dr  Maldonado  is  now  in  private  practice  in  El  Paso. 
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JUST  THINK! 

You  can  be  driving  the  new  car  of  your  choice  — 
tomorrow! 


We  will  deliver  any  new  vehicle  of  your  choice  to  your  home  or 
office  within  24  hours. 


APPLE 

Medical  Leasing 


Call  us  today.  You  deserve  it! 
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Texas  Medical 
Association 


Proud  to  be  endorsed  by 
the  Texas  Medical  Association 


1-800-8-APPLE-8 

1-800-827-7538 


2000  Madison  Drive  • Arlington,  TX  76011 


Texas  Medicine 


Editor’s  Mote 


ASSET  PROTECTION 

International  Trust  & Executive  Banking  Services 


Euro  Canadian  Trust  Company  Ltd.  is  an  expe- 
rienced, conservatively  managed  Trust  Company  located  in 
Nassau,  Bahamas  and  is  dedicated  to  the  preservation  and  appre- 
ciation of  the  professional  client’s  wealth. 

The  Commonwealth  of  the  Bahamas  is  one  of  the  world’s  most 
desirable  jurisdictions  for  creating  and  administering  the  asset 
protection  trusts  increasingly  required  by  professionals  as  an 
integral  part  of  their  estate  and  financial  planning. 


ECTC  has  committed  the  time  and  resources  necessary  to  fully 
assist  in  the  creation  and  management  of  asset  protection  trusts 
designed  to  protect  its  professional  clients’  wealth  from  those 
unexpected  events  that  may  jeopardize  their  future  security. 

For  a confidential  informative  packet,  please  write  or  contact  by 
facsimile  (809)  325-1926. 

Senior  Trust  Officer 
Euro  Canadian  Trust  Company 
Euro  Canadian  Centre 
P.O.  BoxN-3742 
Nassau,  Bahamas 


ecjc 


The  phones  at  Texas  Medical 
Association  lit  up  recently  when 
word  first  went  out  about  a new 
state  law  requiring  physicians  to  com- 
plete 24  hours  of  continuing  medical 
education  per  year  to  renew  their 
medical  licenses  with  the  Texas  State 
Board  of  Medical  Examiners. 

In  case  you  missed  the  notice  in 
the  January  and  February  issues  of 
Action,  here’s  the  gist  of  it:  Except  for 
officially  retired  physicians,  residents, 
and  a few  others  in  special  circum- 
stances, all  physicians  must  complete 
24  CME  hours  during  the  12  months 
prior  to  January  1,  1995,  and  each 
year  thereafter.  At  least  12  of  the 
hours  must  be  in  formal  CME  activi- 
ties; the  remainder  may  be  informal 
self-study,  hospital  lectures,  grand 
rounds,  or  case  conferences. 

If  the  idea  of  one-stop  shopping  to 
fulfill  the  new  requirement  appeals  to 
you,  turn  to  page  44.  The  article  on 
Texas  Medical  Association’s  127th 
Annual  Session  May  12-15  in  Austin 
points  out  that  more  than  225  hours 
of  Category  1 CME  will  be  available 
free  to  TMA  members  during  the 
meeting.  (A  registration  form  for 
annual  session  appears  on  page  50.) 

For  an  information  sheet  on  the  new 
CME  requirements,  call  TMA  at  (800) 
880-1300,  ext  1446,  or  (512)  370-1446. 
For  more  information  on  annual  session, 
call  ext  1452  or  (512)  370-1452. 

KATHRYN  TROMBATORE 
Executive  Editor 
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Letters 


Women  changing  world 
of  surgery 

IF  O LI  N [:>  B E r H G R A D D Y ’ S 
article,  “Gender  bender:  how  pre- 
conceptions about  the  sexes  affect 
your  practice  and  your  patients” 
{Texas  Medicine,  February  1994,  pp 
31—35),  excellent  and  challenging.  I 
guess  we  all  know  that  the  world 
does  not  change  instantly  when  we 
realize  there  is  a social  problem,  but 
it  does  change. 

For  example,  the  world  of  surgery 
is  incredibly  different  with  women 
surgeons  around,  in  spite  of  the  fact 
that  some  women  try  hard  to  be  as 
authoritarian  and  paternalistic  as  the 
old-fashioned  surgeons  were. 

I noticed  you  drew  no  parallels 
between  gender  and  the  dilemmas  of 
racism  that  we  suffer  from  historical- 
ly in  Texas.  Have  you  thought  of  a 
“Racism  bender:  how  racism  affects 
your  practice  and  your  patients”? 
That  would  be  a great  article. 

Lawrence  D.  Egbert,  MD,  MPH 

The  University  of  Texas 
Southwestern  Medical  Center 
5323  Harry  Hines  Blvd 
Dallas,  TX  75235-9068 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W I5th  St.  Austin.  TX  78701;  fax  (512)  370-1362. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


Authors  of  implant  article 
respond 


low  all  related  studies  as  they  become 
available  so  that  we  can  provide  pa- 
tient care  based  on  good  science. 


WE  WOULD  LIKE  TO 
thank  Dr  Lewy  for  his  interest 
in  our  article,  “Controversy 
over  the  silicone  gel  breast  im- 
plant: current  status  and  clinical  im- 
plications” ( Texas  Medicine,  Letters, 
December  1993,  p 7). 

The  article  reviews  the  present  sci- 
entific literature  available  on  silicone 
gel  breast  implants  so  that  the  prima- 
ry care  practitioners  of  Texas  can 
counsel  their  implant  patients  on 
their  fears  and  uncertainties,  and 
does  not  offer  our  opinion  or  state 
that  silicone  gel  breast  implants  are 
safe,  as  simplified  by  Dr  Lewy. 

The  pending  settlement  by  Dow 
Corning  does  not  offer  any  scientific 
insight  into  the  issues  concerning  the 
silicone  breast  implant,  and  Dr 
Lewy’s  suggestion  of  such  represents 
one  of  the  difficulties  with  this  emo- 
tional issue. 

The  most  recent  meeting  of  the 
American  Academy  of  Rheumatol- 
ogy has  offered  further  studies  to 
suggest  that  there  is  presently  little 
scientific  evidence  to  link  silicone 
breast  implants  with  autoimmune 
disease.  Dr  Lewy’s  data,  while  inter- 
esting, is  anecdotal  information  that 
cannot  be  evaluated  within  the  con- 
text of  a control  population.  We 
would  welcome  a reference  or  its  fu- 
ture publication  so  that  its  merit  can 
be  further  evaluated  and  critiqued. 

As  physicians,  we  are  all  patient 
advocates  and  therefore  closely  fol- 


Rod J.  Rohrich,  MD 
Clifford  Clark  III,  MD 

The  University  of  Texas 
Southwestern  Medical  Center 
5323  Harry  H tries  Blvd 
Dallas,  TX  75235-9031 


Organized  medicine:  play  ball 

Texas  and  the  couniry 
are  facing  health-system  reform 
because  organized  medicine  has 
successfully  thwarted  attempts  at 
universal  health  care  in  the  state  and 
in  the  country.  Sometimes  we  get 
what  we  deserve. 

Managed  care  is  awful  for  our  pa- 
tients and  awful  for  the  medical  pro- 
fession. 1 would  hope  that  organized 
medicine  would  stop  brainwashing 
itself  and  take  a serious  look  at  the 
Canadian  health-care  system. 

I would  like  to  draw  an  analogy 
between  the  conservatism  of  baseball 
owners  and  organized  medicine. 
When  I was  born  in  1943,  organized 
baseball  was  controlled  by  rich,  con- 
servative white  men.  In  spite  of  their 
protests,  baseball  was  integrated  and 
eventually  televised.  Now  the  conser- 
vative owners  are  rich,  the  players  are 
rich,  minorities  are  prospering,  and 
television  allows  almost  everyone  to 
watch  for  free  or  at  a very  low  cost. 

Likewise,  at  the  end  of  World  War 
II,  every  significant  Western  country 
except  the  United  States  established 
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Letters 


universal  health  care.  The  conserva- 
tive American  Medical  Association 
and  state  organizations  blocked  this 
move  in  the  United  States.  However, 
today  many  conservative  AMA  and 
non-AMA  members  complain  about 
health-system  reform,  the  possibility 
of  being  employed  by  a health  main- 
tenance organization,  insurance  com- 
pany, or  the  government,  or,  even 
worse,  facing  unemployment. 

The  irony  is  that  it  is  not  too  late  to 
establish  a single-payor  system,  which 
would  be  what  is  best  for  our  patients  as 
well  as  ourselves.  The  patients  would 
have  universal  quality,  access,  and 
choice.  Physicians  would  be  self-em- 
ployed in  a fee-for-service  system.  Con- 
trary to  propaganda,  Canadian  physi- 
cians are  not  government  employees 
and  have  much  less  paperwork  and  out- 
side interference  than  US  physicians. 

It  is  time  to  stop  fighting  universal 
health  care  and  work  toward  establish- 
ing a system  that  will  benefit  our  pa- 
tients as  well  as  ourselves.  Take  a seri- 
ous, objective  look  at  single  payor. 
Then  take  a look  at  managed  care  and 
the  insurance  industry.  It  is  no  contest. 

Baseball  owners  were  dragged 
against  their  wills  into  prosperity  and 
into  the  future.  Organized  medicine 
is  light  years  behind  organized  base- 
ball. Isn’t  it  time  for  us  to  lead  the  fu- 
ture rather  than  be  dragged  into  it?  It 
may  not  be  as  fortuitous  as  it  was  for 
the  baseball  owners  if  we  let  the  fu- 
ture control  our  fate. 

Gerald  Frankel,  MD 

1441  Redbud  Blvd,  Suite  261 
McKinney,  TX  75069 


Campaign  under  way  to  prevent 
adverse  drug  interactions 

The  National  Council 
on  Patient  Information  and  Edu- 
cation and  the  US  Administra- 
tion on  Aging  will  launch  a na- 
tional television,  radio,  and  print 
public  service  campaign  to  improve 
the  safe  and  effective  use  of  prescrip- 
tion medicines  in  early  1994.  The 
campaign,  featuring  actor  Ed  Asner, 
will  advise  consumers  to  ask  their  doc- 
tors, pharmacists,  or  other  health-care 
professionals  an  important  question 
every  time  they  get  a new  prescription. 

The  question,  “Will  this  new 
medicine  work  safely  with  the  other 
medicines  I am  taking?”  alerts  the 
health-care  provider  that  the  patient 
is  taking  multiple  medicines  and  of- 
fers an  opportunity  to  review  the  pa- 
tient’s entire  medicine  regimen.  Such 
a review  can  help  consumers  avoid 
any  known  adverse  effects  or  interac- 
tions between  prescription  or  nonpre- 
scription medicines. 


Improving  communication  be- 
tween health  professionals  and  their 
patients  about  multiple  medicine  use 
is  crucial.  More  than  23  million 
Americans  age  65  and  older  take,  on 
average,  between  one  and  six  or  more 
prescriptions  per  day.  Each  year,  older 
patients  experience  more  than  9 mil- 
lion adverse  reactions,  and  a fourth  of 
all  nursing  home  admissions  result 
from  older  persons  being  unable  to 
take  their  medicines  properly. 

The  council  wants  to  alert  doctors 
that  our  media  campaign  may  cause 
their  patients  to  begin  asking  ques- 
tions about  new  prescription  medi- 
cines. We  encourage  doctors  to  take 
the  initiative  and  ask  their  patients 
about  the  other  prescription  and  non- 
prescription medicines  they  are  taking. 

Robert  M.  Bachman 

Executive  Director 

National  Council  on  Patient  Information 

and  Education 

666  1 1th  St,  Suite  810 

Washington,  DC  20001 


Integrated  delivery  systems: 
we  advise  physicians. 

Clark  Watts.  M.D.,  J.D. 

FORD  & FERRARO,  L.  L.  P. 

ATTORNEYS  AT  LAW 

98  SAN  JACINTO  BOULEVARD,  SUITE  2000 
AUSTIN,  TEXAS  78701 
512  • 476-2020 
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Discover  The  Elegance  Of  A Hybrid 


At  first  glance,  it's 
the  beauty  of  the  hybrid  Lily 

that  catches  the  eye.  The 
vibrant  color.  The  delicately 
shaped  petals.  But  study  it 
more  closely,  and  its  elegance 
becomes  apparent-a  gentle 
blend  of  softness  and  strength. 

At  first  glance,  it's  the 
enhanced  performance  of 
Vaseretic®  that  catches  the 
eye.  But  study  Vaseretic® 
more  closely,  and  its  elegance 
becomes  apparent.  The  way 
its  one-tablet,  once-a-day 


dosage  minimizes  mulhple 
medications.  Minimizes  the 
number  of  insurance 
copayments.  And  minimizes 
potassium  supplementation. 

A hybrid  blending  of 
tolerability  and  power  that's 
available  for  fhe  right  patient. 
Vaseretic®  is  indicated  for  the 
treatment  of  hyperfension  in 
patients  for  wlaom  combinafion 
therapy  is  appropriate. 

And  an  elegant  discovery  for 
your  practice. 


VASERETIC  10-25 

w Enalapril  Maleate-Hydrochlorothiazide 


Hydrochlorothiazide 


Vaseretic"  is  contraindicated  in  patients  who  are  hypersensitive  to  any  component  of  this  product  or  to  other  sulfonamide^ 
derived  drugs  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Dosage  must  oe  individualized;  tire  fixed  combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient  should  always  include  assessment  of  renal  function. 

For  a Brief  Summary  of  Prescribing  Information,  see  adjacent  pages. 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second  and  third  trimester^  ACE  inhibitors  can  cause 
injury  and  even  death  to  the  developing  fetus,  when  pregnancy  is  detected,  Vaseretic  (Enalapril  Maleate- 
Hydrochlorothiazide)  should  be  discontinued  as  soon  as  possible.  See  WARNINGS,  Fctiil/Neoiuital  Morbidity  and  Mortality. 


TABLETS 

VASERETIC 

(ENALAPRILMALEATE-HYDROCHLOROTHIAZIDE) 

USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pre^ana'  is  detected,  VASERETIC 
(Enalapril  Maleate* Hydrochlorothiazide)  should  be  discontinued  as  soon 
as  possible.  See  WAITINGS,  Fetal/Neonatal  Morbidity  and  Mortality 

CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  any  component  of  this  prtxluct  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  enzyme  inhibitor  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuna  or  hypersensitivity  to  other  sulfonamide-derived  drugs. 
WARNINGS:  General;  Enalapril  Maleate;  Hyfxiten$ion:  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possi- 
ble consequence  of  enalapnl  use  in  severely  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VaSERETIC  In  patients  receiving  enalapnl  alone,  the  incidence  of  syn- 
cope IS  0.5  percent  The  overall  incidence  of  syncope  may  be  reduced  by 
proper  titration  of  the  individual  components.  (See  PRECAUTIONS, 
Dr»^  /Mferi7cf/oiis,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  w’ith  oliguria  and/or  progressive  azotemia,  and  rarely 
with  acute  renal  failure  and/or  death.  Because  of  the  potential  fall  in 
blood  pressure  in  these  pahents,  therapy  should  be  started  under  very 
close  medical  super\’ision.  Such  patients  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascu- 
lar accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  posi- 
hon  and,  if  necessary,  receive  an  intravenous  inkision  of  normal  saline.  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larym  has  bwn  reported  in  patients  treated  witn  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapnl  This  may  occur  at  any  time 
dunng  treatment.  In  such  cases  VASERETIC  should  be  prompt!)  discontin- 
ued and  appropriate  therapy  and  monitoring  should  be  provided  until 
complete  and  sustained  resolution  of  si^  and  symptoms  has  occurred.  In 
instances  where  swelling  has  been  confined  to  the  face  and  lips  the  condi- 
tion has  generally  resolved  without  treatment,  although  anhhistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with 
larvTigeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue, 
glottis  or  larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy, 
e.g.,  subcutaneous  epinephrine  solution  1:1000  (03  ml  to  0.5  ml)  and/or 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  pro- 
vided. (See  ADVERSE  REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAIN'DICATlONS). 

Nnriropenw/AgraMu/ocyfosis.  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  t)een  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequent- 
ly in  patients  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates  Marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be 
excluded  Periixlic  morutoring  of  white  bicKxl  cell  counts  in  patients  with 
collagen  vascular  disease  and  renal  disease  should  be  considered 
Hi/drochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia.  Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  or  progressive  liver  disease,  since  minor  alterahons  of 
fluid  and  electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  pahents  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Dnig  Interactions,  Enalapnl  Maleate  and  Hydrochlorothiazide). 
Pregnancy;  Enalapril-Hydrochlorothiazide.  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapnl  (150  times  the  maximum 
human  dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  ‘/2  times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapnl  (50  times  the  maximum  human  dose)  in  combi- 
nahon  with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/:  hmes  the  maxi- 
mum human  dose).  At  these  doses,  fetotoxicity  expressed  as  a decrease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  occurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapnl-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapnl-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  dunng  tbe  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detectea,  VASERETIC  should  be  discontinued  as  soon  as 
possible.  (See  Enalapnl  Maleate.  Fetal/Neonatal  Morbidity  and  Mortality. 
below ) 

Enalapril  Maleate;  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors 
can  cause  fetal  and  neonatal  morbidity  and  death  when  administered  to 
pregnant  women.  Several  dozen  cases  have  been  reported  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
tinued as  soon  as  possible 

The  use  of  ACE  inhibitors  dunng  the  second  and  third  trimesters  of 
pregnancv'  has  been  associated  with  fetal  and  neonatal  injury,  including 
nypotension,  neonatal  skull  hypoplasia,  anuna,  reversible  or  irreversible 
renal  failure,  and  death  Oligonvdramnios  has  also  been  reported,  pre- 
sumably resulting  from  decreasai  fetal  renal  function;  oligonydramruos 
m this  setting  has  been  associated  with  fetal  limb  contrac^res,  craruofa- 
cial  deformation,  and  hypoplastic  lung  development.  Prematurity, 
intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 


been  reported,  although  it  is  not  clear  whether  these  ixcurrences  were 
due  to  tne  ACE-inhibitor  exposure 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrautenne 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester. 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  when 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
tinue the  use  of  VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the 
mothers  should  be  appnsed  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
mtraamniotic  environment. 

If  oligohydramruos  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy  Patients  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustamed  irreversible  injury. 

Infants  with  histories  of  in  iitero  exposure  to  ACE  inhibitors  should  be 
closely  obsen’ed  for  hypotension,  oli^ria,  and  hyperkalemia.  If  oliguna 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapril,  wnich  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  by  peritoneal  dialysis  with  some  clirucal  benefit,  and 
theoretically  may  be  removed  by  exchange  transfusion,  although  there  is 
no  expenence  with  the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  w’ere  up  to  333  times  (in 
rats),  and  50  times  (in  raboits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter 
study  in  ratsat  dosesof  4 - 5.  6 mg/kg/day  (approximately  1 - 2 hmes  the 
usual  daily  human  dose)  did  not  impair  ferhiity  or  produce  birth  abnor- 
malihes  in  the  offspring  Thiazides  cross  the  placenta!  barrier  and  appear 
in  cord  blood, 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleate;  Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  funchon  may  be  anhcipated  in  susceptible  individuals. 
In  pahents  with  severe  congeshve  heart  failure  whose  renal  funchon  may 
depend  on  the  achvitv'  of  the  renin-angiotensin-aldosterone  system,  treat- 
ment with  angiotensin  converhng  enzyme  inhibitors,  including  enalapnl, 
may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
witli  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  pahents  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  aeah- 
nine  were  observ'ed  in  20  percent  of  pahents.  These  increases  were  almost 
alw’ays  reversible  upon  disconhnuahon  of  enalapnl  and/or  diurehc  ther- 
apy In  such  pahents  renal  funchon  should  be  monitored  dunng  the  first 
few  weeks  of  therapy. 

Some  pahents  with  hypertension  or  heart  failure  with  no  apparent  pre- 
exishng  renal  vascular  disease  have  developed  increases  in  blood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapril  has  been  given  concomitantly  with  a diurehc.  This  is  more  likely 
to  occur  in  pahents  with  pre-exishng  renal  impairment.  Dosage  reduchon 
of  enalapnl  and/or  disconhnuahon  of  the  diurehc  maybe  required. 

Evaluation  of  the  hypertensive  pahent  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reachons  have  been  reported  in 
pahents  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated 
concomitantly  with  an  ACTE  inhibitor.  In  these  pahents  considerahon 
should  be  given  to  usmg  a different  type  of  dialysis  membrane  or  a differ- 
ent class  of  anhhypertensive  agent. 

Hyfierkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hyperteasive  pahents  in  clini- 
cal tnals  treated  with  enalapnl  alone.  In  most  cases  these  were  isolated 
values  which  resolved  despite  conhnued  therapy,  although  hyperkalemia 
was  a cause  of  disconhnuahon  of  therapy  in  0.28  percent  of  hypertensive 
pahents.  Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in 
pahents  treated  with  enalapnl  plus  hydrochlorothiazide.  Risk  factors  for 
the  development  of  hyperValemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diurehcs,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cauhously,  if  at  all,  with  enalapnl.  (See  Drug  /iiferuchoHs.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors 
Characterishcally,  the  cough  is  nonproduchve,  persistent  and  resolves 
after  disconhnuahon  of  therapy  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differenhal  diagnosis  of  cough 

Surgery/Anesthesia:  In  pahents  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalaprif  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  refease.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Penodic  determinahon  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  pahents  receiving  thiazide  therapy  should  be  ob^rved  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinahons 
are  parhcularly  important  when  the  pahent  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Warning  signs  or  symptoms  of  fluid  and  elec- 
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trolyte  imbalance,  irrespechve  of  cause,  include  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fahgue,  hypotension,  oliguna,  tachycardia, 
and  gastromleshnal  disturbances  such  as  nausea  and  vomihng 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy,  bterference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensihze  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e  g., 
increased  ventncular  irritability).  Because  enalapnl  reduces  the  produc- 
hon  of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diurehc-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
recjuire  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather;  appropnate  therapy  is  water  restnction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hyponatremia  is  life-threat- 
ening In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of 
choice 

Hyperuncemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  required  Hyperglycemia  may  occur  witK  thi- 
azide diuretics.  Thus  latent  diabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy  patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding 
or  discontinuing  diurehc  therapy. 

Thiazides  have  been  shown  to  mcrease  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevahon  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism.  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  funchon. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with 
thiazide  diurehc  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  at  any  hme  during  treatment  with  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  Patients  should  be  so 
advised  and  told  to  report  immediately  any  signs  or  symptoms  suggest- 
ing angioedema  (swelling  of  face,  extremihes,  eyes,  lips,  tongue,  dif^ulty 
in  swallowing  or  breathing)  and  to  take  no  more  drug  unhl  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  Pahents  should  be  cauhoned  to  report  lightheadedness 
especially  during  the  first  few  days  of  therapy  If  actual  syncope  occurs, 
the  pahents  should  be  told  to  disconhnue  the  drug  unhl  they  have  con- 
sulted with  the  prescribing  physician. 

All  pahents  should  be  cauhoned  that  excessive  perspirahon  and  dehy- 
drahon  may  lead  to  an  excessive  fall  in  blocxi  pressure  because  of  reduc- 
hon in  fluid  volume.  Other  causes  of  volume  aeplehon  such  as  vomihng 
or  diarrhea  may  also  lead  to  a fall  in  blood  pressure;  pahents  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia:  Pahents  should  be  told  not  to  use  salt  subshtutes  contain- 
ing potassium  without  consulhng  their  physiaan. 

Neutropenia:  Pahents  should  be  told  to  report  promptly  any  indicahon 
of  infechon  (e.g , sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  pahents  of  childbearing  age  should  be  told  about 
the  consequences  or  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  tnmester.  These  pahents  should  be  asked  to 
report  pregnancies  to  their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  pahents  being  treated 
with  VASERETIC  is  warranted.  This  irdormahon  is  intended  to  aid  in  the 
safe  and  effechve  use  of  this  medicahon.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  Intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hypotension— Patients  on  Diuretic 
Thera^iy:  Pahents  on  diurehcs  and  especially  those  in  whom  diurehc  ther- 
apy was  recently  inshtuted,  may  occasionally  experience  an  excessive 
reduchon  of  blood  pressure  after  inihahon  of  therapy  with  enalapril.  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  disconhnuing  the  diurehc  or  increasing  tne  salt  intake  prior  to  inih- 
ahon of  treatment  with  enalapril.  If  it  is  necessary  to  conhnue  the  diurehc, 
provide  medical  superx’ision  for  at  least  two  hours  and  unhl  blood  pres- 
sure has  stabilized  for  at  least  an  addihonal  hour.  (See  WARNINGS.) 

Agents  Cflwsing  Renin  Release  The  anhhypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  tnat  cause  renin  release  (e.g., 
diurehcs). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blocking agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interachons. 

AgcJifs  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  diurehcs  (e.g.,  spironolac- 
tone, triamterene,  or  amiloride),  potassium  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
potassium.  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
because  of  demonstrated  hypokalemia  they  should  be  used  with  cauhon 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium.  Lithium  toxicity  has  been  reported  in  pahents  receiving  lithi- 
um concomitantly  with  drugs  which  cause  eliminahon  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in 
pahents  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  disconhnuahon  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium 

Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diurehcs; 

Alcohol,  barbiturates,  or  iwraifit's— potenhahon  of  orthostahc  hypoten- 
sion may  occur. 

AntiiEiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the 
anhdiabehc  drug  may  be  required. 

Other  antihypertenshv  drugs— additive  effect  or  potenhahon. 
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CMt'.'sfyrum/nt’  colestipol  ri’sins— Absorption  of 
hvdrvKhlorofhia/ido  is  impairtnl  in  the  presence  of  anionic 
exchange  resins.  Single  doses  of  either  cholestyramine  or 
alk^tlpl1l  resms  bind  the  hydnvhlorolhia/ide  and  ri\luce  its 
abstirphon  from  the  gastromteshnal  tract  by  up  to  85  and  43 
pi'ra'nt,  rvspivhvely 

G>rf/iwfmWs,  ACrh  -inteasifit*d  ekvh\>lyte  depletion,  partic- 
ularly hypokalemia. 

Pressor  iimiiucs  fe.g.,  mircpiut'/i/irmc)— possible  decreased 
n,*spoase  to  pressor  amines  but  not  sufficient  to  preclude  their 
use 

Skt'letal  musi'le  reluxiints,  nonilefx’liirizin^  ft’.y..  tiihvimiron’)  - 
possible  increased  respimsiveness  to  the  muscle  relaxant 

should  not  generally  be  given  with  diuretics. 
Diutx'tic  agents  redua'  the  renal  clearanc'e  of  lithium  and  add  a 
high  risk  of  lithium  toxicity.  Refer  to  the  package  insert  for 
litmum  preparations  before  use  of  such  preparations  with 
VASERETIC. 

No«-stm>ida/  A»fi-mfk»j»wkiry  t)n/ys— In  some  patients,  the 
administrahon  of  a non*stert>idal  anti-inflammator\'  agent  can 
reduce  the  diuretic,  natriuretic,  and  anhhypertensive  effects  of 
loop,  potassium-spanng  and  thiazide  diuretics.  Therefore, 
when  VASERETIl  ana  non-steroidal  anti-inflammatory 
agents  are  used  concomitantly,  the  patient  should  be  observ  ed 
closely  to  determine  if  the  desired  effect  of  the  diuretic  is 
obtained. 

Grciiingem’SLs,  MufageiUMS,  /m^winunif  of  Fertility:  Enalapnl  m 
aimbinahon  with  hydriKhlorothiazide  was  not  mutagenic  in 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation,  Enalapril-hydrochlorothiazide  did  not  produce 
DNA  single  strand  breaVs  in  an  in  r/fm  alkaline  elution  assay 
in  rat  hepatocytes  or  chromosomal  aberrations  in  an  m I’lW 
mouse  bone  marrow  assay. 

Enalopril  Mnleate:  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapnl  was  administered  for  106  weeks  to  rats 
at  doses  up  to  90  mg/kg/dav  (150  times*  the  maximum  daily 
human  dose).  Enaiapnl  has  also  been  administered  for  94 
weeks  to  male  and  temale  mice  at  doses  up  to  90  and  180 
mg/kg,  day,  respectively,  (150  and  300  hmes*  the  maximum 
daily  ac»se  for  humans)  and  showed  no  evidence  of  carcino- 
genicity 

Neither  enalapnl  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activahon,  Enalapnl  was  also  negative  in  the  follow- 
ing genotoxicity  studies:  rec-assay,  reverse  mutation  assay 
with  £.  coli.  sister  chromahd  exchange  with  cultured  mam- 
malian cells,  and  the  miaonucleus  test  with  mice,  as  well  as  in 
an  m vizv  cytogeruc  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproduchve  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/day  of 
enalapnl. 

Hydn)cfi/orof/iifl::tdt’:  Two-year  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  tne  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potenhal  of  hydrochlorothiazide  in  female  mice  (at  doses  of 
up  to  approximatelv  600  mg/kg/dav)  or  in  male  and  female 
rats  (at  aoses  of  up  to  approximatelv  100  mg/kg/day).  The 
NTP,  however,  found  equivocal  evidence  for  hepatocarcino- 
genicitv  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  m wfro  in  the  Ames 
mutagenicity  assay  of  Salmonella  typhimurinm  strains  TA  98, 
TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  Ovary  (CHO)  test  for  chromosomal  aberrations,  or  in 
VIVO  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophila  sex-linked  recessive  lethal  trait  gene.  Positive  test 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clastogenicity)  and  in  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrahons 
of  hydrochlorothiazide  from  43  to  1300  mg/mL,  and  in  the 
Aspcrgi7/us  nidulans  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respectively,  prior  to  conception  and  throughout  ges- 
tation. 

Pregnancy;  Pregnancy  Categories  C (first  trimester)  and  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnancy, 
Enalapnl  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality. 

Nursing  Mothers:  Enalapril  and  enalaprilal  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  serious  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking 
into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
pahents  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  have  been  obserxed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enalapnl  or  hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled 
trials  were;  dizziness  (8.6  percent),  headache  (5.5  percent), 
fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occurrii^in  greater  than  two  preent  of  patients  treated 
with  VASER^IC  in  controlled  clinical  trials  were  muscle 
cramps  (2.7  percent),  nausea  (2,5  percent),  asthenia  (2,4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2.1  percent). 

Clinical  adverse  expenences  occumng  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included;  Body  As  A Whole 
Syncope,  chest  pain,  abdominal  pain.  Cardiovascular: 


* Based  on  patient  weight  of  50  kg. 


Orthostatic  hypotension,  palpitation,  tachycardia;  Diyts/nr 
Vomiting,  dyspepsia,  constipation,  flatulence,  dry  mouth, 
Ncrtiiiis/Psyi/initrit  Insomnia,  nervousness,  paresthesia,  som- 
nolence, vertigo;  Skin:  Pruritus,  rash;  Other:  Dyspnea,  gout, 
back  pain,  artnralgia,  diaphoresis,  dcHrreased  libido,  tinnitus, 
unnarx’  tract  infixtion. 

Angioedema  has  been  reported  in  patients 
receiving  VASERETIC  (0.6  percent)  Anguuxiema  assiK'iated 
with  laryngeal  exiema  may  be*  fatal.  If  angii>edema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  incurs,  treat- 
ment with  VASEREnC  should  be  discontiniuHJ  and  appropri- 
ate therapy  institutcxl  immtxiiately  (See  WARNINGS.) 

Hi/pok’Msion.  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0,9  percent), 
ortnostahe  hypotension  (1.5  percent),  other  orthostatic  effects 
(2.3  percent).  In  addihon  syncope  iKcurred  in  13  percent  of 
patients.  (See  WARNINGS.) 

Cone//;  See  PRECAUTIONS,  Cough. 

Clinical  bilHiratory  Test  Findings;  Serum  Electrolytes:  See  PRE- 
CAUTIONS. 

Crcrtf/fJinr,  Bhvd  Urea  Nitrogen:  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuahon  of  therapy,  were  obserx-ed  in 
about  0.6  percent  of  patients  with  essentiaf  hypertension  treat- 
ed with  VASERETIC  More  marked  increases  have  been 
reported  in  other  enalapril  experience.  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  artery  stenosis.  (See  PRE- 
CAUTIONS.) 

Scri/m  Uric  Acid,  Glucose,  Magnesium,  and  Calcium:  See  PRE- 
CAUTIONS 

Hemoy/ob/M  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hematcKnt  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  vol  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia. 

Liver  Function  Tests:  Rarely,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  seventy. 

Enalapnl  Maleate— Enalapnl  has  been  evaluated  for  safety  in 
more  than  10,000  patients.  In  clinical  tnals  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC.  However,  since  enalapnl  has  been  marketed,  the 
following  adverse  reachons  have  been  reported;  Body  As  A 
Whole:  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients);  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARN- 
INGS, Hi/polension);  pulmonary  embolism  and  infarction;  pul- 
monary edema,  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atrial  fibrillation;  hypotension;  angina 
pectoris;  Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepahtis 
(hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth. 
Hematologic:  Rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression.  Hemolytic  anemia,  incluaing  cases 
of  hemolysis  in  patients  with  G-6-PD  deficiency,  has  been 
reported;  a causal  relationship  to  enalapril  has  not  been  estab- 
lished. Nenms  Siistem/Psychiatnc:  Depression,  confusion,  atax- 
ia, peripheral  neuropath  (e.g.,  paresthesia,  dysesthesia); 
Urogenital:  Renal  failure,  oliguna,  renal  dysfunction  (see  PRE- 
CAUTIONS), flank  pain,  gynecomastia;  Respiratory: 
Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis, 
rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respira- 
tory infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal 
necrolysis,  Stevens-johnson  syndrome,  herpes  zoster,  erythe- 
ma mulhforme,  urticaria,  pemphigus,  alopecia,  flushing,  pho- 
tosensitivity, Special  Senses:  Blurred  vision,  taste  alteration, 
anosmia,  conjunctivitis,  dry  eyes,  teanng. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  erythrocyte 
sedimentation  rate,  arthralgia/arthritis,  myalgia /myositis, 
fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosen- 
sitivity, rash  and  other  dermatologic  manifestations 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality. 

Hydrochlorothiazide—Body  as  a Whole:  Weakness;  Digestive: 
Pancreatitis,  jaundice  (intrahepatic  cholestatic  jaundice), 
sialaderutis,  cramping,  gastric  irritation,  anorexia;  Hematologic: 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hyiiersensitivify:  Purpura,  photosensi- 
hvitx',  urhearia,  neaotizing  angiihs  (vasculitis  and  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal: 
Muscle  spasm;  Nenms  System/Psychiatric  Restlessness;  Renal: 
Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see 
WARNINGS),  Skin:  Erythema  multiforme  including  Stevens- 
johnson  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia. 

For  more  detailed  information,  consult  your  DuPont  Pharma 
Representatii'e  or  see  Prescribing  Information 
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Upcoming  Specialty 
Society  Meetings... 

Texas  Urological  Society 
Annual  Meeting 

April  14-16,  1994 
Four  Seasons  Hotel,  Austin 
Contact  Paula  Rigling,  512-370-1513 

Texas  Radiological  Society 
Annual  Meeting 

April  14-17,  1994 
Stoiifer  Hotel,  Austin 
Contact  Connie  Mawer,  512-370-1507 

Texas  Society  of  Internal 
Medicine  Scientific  Session 

May  13, 1994 

Convention  Center,  Austin 
Contact  Rhonda  Murphy,  512-370-1508 

Texas  Pain  Society 
Annual  Symposium 

May  13, 1994 

Convention  Center,  Austin 
Contact  Connie  Mawer,  512-370-1533 

Texas  Society  of  Plastic 
Surgeons  Annual  Meeting 

May  13-14, 1994 
Four  Seasons  Hotel,  Austin 
Contact  Beci  Whites,  512-370-1511 

Texas  Neurological  Society 
Annual  Meeting 

May  13-14, 1994 
Convention  Center,  Austin 
Contact  Connie  Mawer,  512-370-1532 

Texas  Geriatrics  Society 
Annual  Symposium 

May  14, 1994 

Convention  Center,  Austin 
Contact  Beci  Whites,  512-370-1503 

Texas  Allergy  and  Immunology 
Society  Annual  Meeting 

May  14, 1994 

Convention  Center,  Austin 
Contact  Connie  Mawer,  512-370-1531 

Texas  Transplantation 
Society  Annual  Meeting 

June  23-26, 1994 
Lakeway  Inn,  Austin 
Contact  Connie  Mawer,  512-370-1512 

Texas  Society  of  Pathologists 
New  Issues  Forum 

August  20, 1994 
Houston 

Contact  Paula  Righng,  512-370-1510 

Texas  Society  of  Medical 
Oncology  Annual  Meeting 

September  17, 1994 
Four  Seasons  Hotel,  Austin 
Contact  Paula  Rigling,  512-370-1509 


NEWSMAKERS 


Austin  thoracic  surgeon  H.S.  Arnold, 
MD,  was  named  Physician  of  the  Year 
by  the  Travis  County  Medical  Society. 

An  annual  medical  science  lectureship 
at  Yale  University  has  been  estab- 
lished in  honor  of  Houston  general 
surgeon  Walter  J.  Burdette,  MD. 

William  T.  Butler,  MD,  Houston,  is 
the  first  holder  of  the  John  E.  and 
Clara  B.  Whitmore  Chair  for  the  Presi- 
dent of  Baylor  College  of  Medicine. 

C.  Thomas  Caskey,  MD,  Houston, 
received  The  Giovanni  Lorenzini 
Foundation  Prize  for  Basic  Biomed- 
ical Research.  Dr  Caskey  also  was 
named  the  1993  Bernard  Sachs  Lec- 
turer, the  highest  honor  given  by  the 
Child  Neurology  Society. 

Presley  H.  Chalmers,  MD,  Wimber- 
ley,  received  the  Texas  Society  of 
Anesthesiologists  Distinguished  Ser- 
vice Award. 

The  American  Heart  Association, 
Texas  Affiliate,  elected  Houston  phar- 
macologist Peter  Davies,  MD,  PhD, 
to  serve  as  president  for  1994.  The 
Texas  Affiliate  presented  cardiologist 
C.  Fagg  Sanford,  MD,  Longview, 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  offce  of  or  honors 
from,  a national  or  state  organization;  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
Items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine,  401  W I5th  St,  Austin,  TX 
78701;  fax  (512)  370-1632. 


H.S.  Arnold.  MD  Presley  H.  Chalmers.  MD 


Eleanor  S.  Irvine.  MD  Annie  Lincoln.  MD 

with  the  Paul  V.  Ledbetter,  MD, 
Physician  Volunteer  of  the  Year 
Award,  and  Houston  pharmacologist 
Addison  Taylor,  MD,  with  the  Walter 
M.  Kirkendall,  MD,  Scientist/ 
Health  Educator  of  the  Year  Award. 

Kenneth  G.  Davis,  MD,  Conroe,  was 
reappointed  to  the  committee  on 
publications  of  the  American  Acade- 
my of  Family  Physicians. 

Texas  Tech  Health  Sciences  Center 
residents  Patrick  Diamond,  MD,  and 
Annie  Lincoln,  MD,  were  recognized 
by  the  American  Medical  Associa- 
tion/Burroughs Wellcome  Company 
Leadership  Award  Program  for  their 
commitment  to  community  service. 

Nancy  W.  Dickey,  MD,  a Richmond 
family  practitioner,  was  elected  to  the 
1994  board  of  commissioners  of  the 


Patrick  Diamond,  MD  Nancy  W.  Dickey,  MD 


Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  as  an  Amer- 
ican Medical  Association  affiliate. 

Houston  nephrologist  Thomas  D. 
DuBose,  Jr,  MD,  received  the  Na- 
tional Kidney  Foundation’s  highest 
honor,  the  President’s  Award. 

Obstetrician/gynecologist  Dennis  J. 
Factor,  MD,  was  elected  president  of 
the  Dallas  County  Medical  Society. 
Other  officers  for  1994  include  tho- 
racic surgeon  James  L.  Sweatt  III, 
MD,  president-elect;  general  surgeon 
Janet  Hale,  MD,  secretary/treasurer; 
and  obstetrician/gynecologist  Luis 
Leib,  MD,  immediate  past  president. 

Philip  L.  Gildenberg,  MD,  PhD, 

Houston,  was  elected  president  of  the 
World  Society  for  Stereotactic  and 
Functional  Neurosurgery. 

The  Jesse  D.  Ibarra,  Jr,  MD,  Lecture- 
ship in  International  Health  has  been 
established  by  the  Scott  & White 
Clinic  board  of  directors  to  honor  the 
retired  internist/endocrinologist. 

Eleanor  S.  Irvine,  MD,  Wichita  Falls, 
received  the  George  T.  Caldwell 
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Award,  the  highest  award  given  to  a 
medical  scientist  hy  the  Texas  Society 
ot  Pathologists. 

Thomas  N.  James,  MD,  president  of 
The  University  of  Texas  Medical 
Branch  at  Galveston,  received  a dis- 
tinguished alumnus  award  from  the 
Henry  Ford  Medical  Association  in 
Detroit,  Mich. 

Joe  R.  McFarlane,  Jr,  MD,  and  Arlo 

C.  Terry,  MD,  both  of  San  Antonio, 
received  honor  awards  from  the 
American  Academy  ot  Ophthalmolo- 
gy for  participation  in  academy  pro- 
grams and  individual  contributions 
to  ophthalmology. 

In  recognition  ol  their  service  and 
leadership  in  aviation  medicine,  Hous- 
ton general  surgeon  Floyd  F.  McSpad- 
den,  MD,  received  the  Civil  Aviation 
Medical  Association  President’s  Award, 
and  Arlington  preventive  medicine 
practitioner  Robert  L.  Wick,  Jr,  MD, 
received  the  Forest  M.  & Dominique 

D.  Bird  Award  for  1993. 

The  1994  Texas  Society  of  Patholo- 
gists officers  are  Ibrahim  Ramzy,  MD, 
Houston,  president;  Susan  M.  Strate, 
MD,  Wichita  Falls,  president-elect; 
David  N.  Henkes,  MD,  San  Antonio, 
vice  president;  Joyce  G.  Schwartz, 
MD,  San  Antonio,  secretary;  William 
C.  Burton,  MD,  Plano,  treasurer;  and 
Richard  J.  Hausner,  MD,  Houston, 
immediate  past  president. 

Houston  facial  plastic  surgeon  Kevin 
R.  Smith,  MD,  was  chosen  to  partic- 


ipate in  “Project  3000  by  2000,”  a 
national  program  to  increase  minor- 
ity student  enrollment  in  US  med- 
ical schools. 

Orthopedic  surgeon  Charles  T. 
Stephenson,  MD,  was  installed  as 
the  1994  president  of  the  Harris 
County  Medical  Society.  Other 
officers  include  psychiatrist  Priscilla 
Ray,  MD,  president-elect;  neurologist 
William  J.  Riley,  MD,  vice  president; 
urologist  Raja  N.  Salameh,  MD,  sec- 
retary/treasurer; and  plastic  surgeon 
Charles  W.  Bailey,  Jr,  MD,  immedi- 
ate past  president.  Also  installed  was 
neonatologist  Michael  E.  Speer,  MD, 
as  president  of  the  Houston  Acade- 
my of  Medicine. 


DEATHS 


Donald  R.  Balaban,  MD,  53;  Dallas; 
New  York  Medical  College,  1965; 
died  December  20,  1993. 

Ben  H.  Bradley,  MD,  83;  Abilene; 
University  of  Arkansas  School  of  Med- 
icine, 1939;  died  October  30,  1993. 

Ernest  R.  Deitch,  MD,  69;  Sinton; 
University  of  Vermont  College  ol 
Medicine,  1949;  died  January  8,  1994. 

James  M.  Donaldson,  Jr,  MD,  79; 

San  Antonio;  The  University  ol 
Texas  Medical  Branch  at  Galveston, 
1939;  died  January  1,  1994. 

Garland  Dummit,  MD,  64;  Fort 
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Worth;  University  of  Louisville 
School  of  Medicine,  1958;  died  De- 
cember 21,  1993. 

William  R.  Gaddis,  MD,  78;  San  An- 
gelo; Baylor  College  of  Medicine-Dal- 
las,  1942;  died  January  5,  1994. 

Marc  Garza,  MD,  69;  Dallas;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1955;  died  December 
30,  1993. 

E.  Ross  Kyger,  MD,  81;  Fort  Worth; 
University  of  Pennsylvania  School  of 
Medicine,  1936;  died  December  20, 

1993. 

Clair  D.  Langner,  MD,  70;  San  An- 
tonio; University  of  Iowa  College  of 
Medicine  1947;  died  January  10, 

1994. 

Walter  Kaapke  Long,  MD,  74; 

Austin;  Harvard  Medical  School, 
1943;  died  January  4,  1994. 

Richard  M.  Mayer,  DO,  71;  Lub- 
bock; Kansas  City  College  of  Osteo- 
pathic Medicine,  1946;  died  Decem- 
ber 30,  1993. 

Emil  R.  Moser,  MD,  81;  Gladewater; 
Baylor  College  ol  Medicine-Dallas, 
1938;  died  December  10,  1993. 

James  K.  Peden,  MD,  77;  Dallas; 
Baylor  College  ol  Medicine-Dallas, 
1939;  died  December  25,  1993. 

Gene  Warren  Rogers,  MD,  72; 

Sonora;  University  of  Cincinnati 

o 


People 


College  of  Medicine,  1 945;  died  Jan- 
uary 4,  1994. 

Francisco  A.  Ruiz,  MD,  50;  Hous- 
ton; National  University-Mexico 
City,  1967;  died  December  16, 
1993. 

Sidney  William  Turboff,  MD,  79; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1937; 
died  December  29,  1993. 

Charles  V.  Wilson,  Jr,  MD,  49; 

McAllen;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1972; 
died  December  12,  1993. 

Otto  Louis  Zanek,  MD,  81;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1938;  died  Jan- 
uary 7,  1994. 


PHYSICIANS 


TEXAS 

. ..for  a.  career  that 
will  fit  you  to  a “T 


The  Lone  Star  State  of  Texas  along 
with  JSA  Healthcare  Corporation 
offer  outstanding  opportunities  for 
physicians  looking  for  a medical 
career  designed  to  fit  their  personal 
and  professional  requirements.  JSA 
is  an  organization  known  nation- 
wide for  finest  quality  care. 

JSA  contracts  to  provide  ambula- 
tory and  primary  care  services  to 
healthcare  facilities  throughout  the 
U.S.  Our  firm  is  one  of  the  fastest 
growing  private  companies  in  the 
nation  and  is  proud  to  be  the  re- 
cipient of  JCAHO’s  highest  ac- 
creditation— accredited  with  com- 
mendation. 


Primary  Care  Clinic 

• No  Nights,  No  Call 

• No  Hospital  Responsibility 

• Excellent  Compensation 
Package 

• Individualized  Benefit  Plan 

• Paid  Malpractice  Insurance 

• PaidCME 

For  more  information  contact: 
Susan  Bray,  Professional  Recruit- 
ment, 10227  Wincopin  Circle, 
Suite  400,  Columbia,  MD  21044. 

1-800-966-2811 

HEALTHCARE 
CORPORATION 


Equal  Opportunity  Employer 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.  will  provide  you  with 
solutions  to  your  medical  malpractice  insurance  problems. 

We  are  a dedicated  group  of  professionals  that  have  built  a reputation  for 
obtaining  reasonably  priced  malpractice  insurance  regardless 
of  a physicians  claim  history,  specialty  or  previous  problems. 

For  additional  information,  contact: 

Forrest  S.  Pullen,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 
(800)  622-9296  or  in  Houston  (713)  622-9296 

Physicians  & Surgeons  Professional  Liabihty  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Medical  Insurance  Services,  Inc. 
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Great  Rates, 
Services 
And  A 

Free  Upgrade..! 

A Healthy  Approach 

- - rprtifiratp  hpli 

To  Travel 


AVIS. 

We  try  harder.® 


From  The  Employee-Owners  Of  Avis 
For  Members  Of 
Texas  Medical  Association 

Rent  from  the  employee-owners  of  Avis  and  yon  can  get  si)ecial 
rates  that  .save  yon  money,  .services  ttiat  speed  yon  on  yonr  way 
and  extra  l)enefits,  too.  That's  the  kind  of  healthy  approach  to 
travel  Avis  provides  for  medical  association  members,  whether  yon 
travel  for  bnsine.ss  or  pleasure,  all  year  long. 

Rent  from  Avis  and  yon  can  choose  from  a wide  selection  of  GM 
and  other  fine  cars  at  special  .savings.  Yonr  medical  association 
dLsconnts  inclnde  10%  off  Avis  SnperValne  Weekly  Rates  and  daily 
rates  and  5%  off  Avis  SnperValne  Weekend  Rates. 

We  al.so  offer  yon  fast,  efficient  services  throngh  the  Avis 
Wizard®,  onr  advanced  re.servation/rental  system.  With  a Wizard 
Nnmber,  these  services  enable  yon  to  rent  and  retnrn  yonr  Avis  car 
quickly  and  easily. 

What's  more,  "We  try  harder"  for  medical 
association  members  with  a professional  "roadside" 
manner  that  includes  a warm  welcome  and  a free 
upgrade  on  an  Avis  rental!  Just  present  the 
certificate  below  at  a participating  location  in  the  U.S.,  anytime 
before  the  date  printed  on  the  certificate. 

For  other  information  and  reservations,  call  your  travel 
consultant  or  call  Avis  toll  free:  1-800-331-1212 

Be  sure  to  mention  your  Avis  Worldwide  Discount  (AWD) 
number  when  you  call:  A729800 


TexasMcdical 

A.S!KK:iati()n 


A Free 
Upgrade 
For  Medical 
Association 
Members! 
AVIS 

We  try  harder.” 


You  can  drive  a Premium 
car  at  the  Full  Size  4-door  rate. 
Or  a Full  Size  2-door  at  the 
Intermediate  rate.  Just  request 
an  upgrade  with  your  advance 
reservation  and  present  this 
certificate  at  the  Avis  counter. 

To  take  advantage  of  this 
free  upgrade  offer,  call  the  Avis 
Special  Promotion  number: 

1-800-831-8000 

Be  sure  to  mention  your 
Avis  Worldwide  Discount 
(AWD)  number  when 
you  call: 

AWD  #A729800 


Terms  and  Conditions 

Certificate  valid  for  a one-time,  one- 
car-group  upgrade  on  an  Intermediate 
(Group  C)  through  a Full  Size  4-door 
(Group  E)car.  Maximum  upgrade  to 
Premium  (Group  G),  excluding  Station 
Wagon  (Group  F).  Certificate  must  be 
surrendered  at  time  of  rental;  one  per 
rental.  Certificate  valid  at  Avis 
corporate  and  participating  licensee 
locations  in  the  contiguous  U.S.  Cars 
and  upgrades  are  subject  to  availability 
at  time  of  rental.  An  advance 
reservation  with  request  for 
upgrade  is  required.  Renter  must 

meet  Avis  age,  driver  and  credit  requirements.  Minimum  age  is  25 

© 1992  Wizard  Co.. 

Offer  expires  8/31/94  Coupon  #UUGC102 


Rental  Sales  Agent  Instructions 

At  Checkout: 

• In  AWD.  enter  AWD  # printed  on 
certificate 

• Assign  customer  a car  one  group 
higher  than  car  group  reserved. 
Upgrade  to  no  higher  than  Group  G, 
excluding  Group  F.  Charge  for  car 
group  reserved. 

• In  CRN,  enter  coupon  # printed  on 
certificate. 

• Complete  this  Information: 

RA#  

Rental  Location  

• Attach  to  COUPON  tape 


Inc 
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Mystery  in  Cameron  County 

Physicians  and  health  officials  search  for  cause  of  high  rate 
of  anencephaly  in  the  Rio  Grande  Valley 

By  Laura  J.  Albrecht,  Associate  editor 


Naybe  it’s  something  in  the 
water  or  air.  Or  it  might  be 
a question  of  genetics.  The 
mystery  of  what’s  causing 
an  increase  in  the  number  of  anen- 
cephalic  births  in  Cameron  County  re- 
mains unsolved.  One  thing,  however, 
is  certain:  Mothers  and  fathers  are 
confused  and  troubled  by  the  spread 
of  this  neural  tube  defect  that  is 
killing  their  babies  and  gripping  their 
communities. 


An  excessive  number  of  anencephalic  births  — 
six  within  about  a 6-week  period  — caught  the  at- 
tention of  the  medical  community  and  the  Texas 
Department  of  Health  (TDH),  which  launched  an 
investigation  in  May  1991  to  determine  the  cause  of 
neural  tube  defects  in  that  border  county.  Conducted  in 
conjunction  with  the  Centers  for  Disease  Control  and 
Prevention  (CDC),  the  study  failed  to  pinpoint  any  direct 
causes  as  to  why  so  many  babies  were  born  with  partial  or 
complete  absence  of  a skull  or  brain. 

“It  is  so  very,  very  hard  for  parents,” 
said  Carmen  Rocco,  MD,  director  of  the 
Brownsville  Community  Health  Center. 

“So  many  of  the  mothers  feel  complete 
disbelief  when  they  give  birth  to  an  anen- 
cephalic baby.” 

Dr  Rocco  says  mothers  carry  a tremen- 
dous amount  of  guilt.  “When  we  debate 
the  question  of  genetics  and  birth  defects, 
mothers  question  what  they  did  wrong  to 
their  babies  during  pregnancy,”  she  said. 

The  pediatrician  recalls  one  mother  who 
pleaded  with  her  husband  to  leave  her  and 
find  someone  else  who  could  give  birth  to  a healthy  baby. 

“It’s  this  kind  of  scenario  over  and  over,”  Dr  Rocco 
said.  “A  lot  of  the  women  are  afraid  to  become  pregnant.” 


It  started  with  a phone  call 

A question  posed  to  tbe  health  department  unfurled  the 
first  red  flag.  Is  it  unusual  for  three  infants  to  be  born  with 
anencephaly  within  a 36-hour  period? 

“After  a preliminary  study,  there  was  no 
doubt  an  excessive  number  of  babies  were 
born  with  anencephaly  in  Cameron  Coun- 
ty,” said  Judy  Henry,  a TDH  epidemiolo- 
gist. Since  a statewide  birth  defects  registry 
was  not  in  full  operation  at  the  time  (and 
still  isn’t),  health  officials  relied  on  records 
from  vital  statistics  and  a congenital  de- 
fects monitoring  program  in  Atlanta.  “We 
were  expecting  less  than  two  cases  of  neur- 
al tube  defects  in  the  county  for  the  whole 
year,”  Ms  Henry  said. 

CDC  epidemic  intelligence  service 
officers,  accompanied  by  TDH  epidemiol- 
ogists, made  their  first  visit  to  Brownsville  during  early 
summer  1991.  Hospital  records  were  reviewed,  and  find- 
ings revealed  the  need  to  dig  deeper. 


“When  we  debate 
the  question  of  genetics 
and  birth  defects, 
mothers  question  what 
they  did  wrong  to 
their  babies  during 
pregnancy.” 
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“We  were  all  convinced  there  were 
a lot  of  neural  tube  defect  cases,”  said 
Ms  Henry. 

TDH  decided  to  conduct  a case 
control  study  involving  a series  of  in- 
terviews with  mothers  who  had  given 
birth  to  babies  with  neural  tube  de- 
fects and  mothers  who  had  given 
birth  to  healthy  babies.  The  inter- 
views explored  many  variables,  in- 
cluding occupation,  medical  and 
pregnancy  histories,  lifestyle,  envi- 
ronment, nutrition, 
genetics,  and  culture. 

The  Cameron 
County  and  Browns- 
ville public  health 
departments  helped 
investigators  locate 
women  to  be  inter- 
viewed for  the  study, 
says  Ms  Henry.  “Many 
of  the  women  we 
wanted  to  talk  to  had  no  telephones 
and  lived  in  isolated  areas.  The  local 
health  department  staff  knew  where  to 
look,”  she  said.  “It’s  remarkable  that 
we  were  able  to  find  a lot  of  these 
women.  It  took  some  heroic  efforts  by 
local  residents  to  find  people  who  we 
never  would  have  located.” 

The  findings  of  the  case  control 
study.  An  Investigation  of  a Cluster  of 
Neural  Tube  Defects  in  Cameron  Coun- 
ty, Texas,  were  released  in  July  1992. 
To  the  dismay  of  all  involved,  the 
study  offered  no  clear  conclusions 
about  the  cause  of  the  birth  defects. 

“We  did  obtain  useful  informa- 
tion,” Ms  Henry  said.  “But  the  com- 
munity wanted  results,  and  we  want- 
ed results.” 


Is  environment  missing  piece 
of  the  puzzle? 

“In  science,  it  is  very  difficult  to 
identify  causes,”  said  Dr  Rocco.  “The 
best  we  can  hope  for  in  our  commu- 
nity is  to  identify  risk  factors  and  do 
our  darndest  to  make  sure  mothers 
stay  away  from  those  dangers.” 

Dr  Rocco  was  frustrated  that  the 
TDH  study  did  not  explore  the  ef- 
fects of  many  environmental 
influences  on  the  women’s  health, 
such  as  the  breakneck 
speed  of  industrializa- 
tion along  the  Texas- 
Mexico  border.  Of 
particular  concern  is 
the  1 ack  of  sewage 
treatment  plants  in 
Mexico  to  handle  the 
enormous  amount  of 
waste  generated  by 
new  industries. 

“In  1992,  there  were  94  maqui- 
ladoras employing  40,000  workers  in 
the  Brownsville-Matamoros  region,” 
said  Dr  Rocco.  “Compare  that  with 
1965,  when  there  were  zero  plants 
with  no  employees. 

“We  have  to  look  at  what  has  oc- 
curred in  the  community  in  a very 
quick  period  of  time,”  she  said. 
“Questions  have  to  be  raised  about 
what  these  plants  are  producing  and 
what  kind  of  health  and  other  im- 
pacts are  occurring  as  a result.” 

More  studies,  registry  on  the  way 

More  studies  are  now  under  way  in 
hopes  of  finding  a reason  for  the  high 
incidence  of  neural  tube  defect 
births.  Dr  Rocco  is  working  with  an 


Seminar  explores 
impact  of  genetics 
in  the  Valley 

The  impact  of  genetics 
on  health  care  in  the  Rio 
Grande  Valley  will  be  the  focus  of 
a 2-day  seminar  later  this  month. 

Targeted  at  primary  care 
physicians,  genetic  services  staff, 
and  nurses,  the  symposium  will 
be  held  April  29-30  at  the  Em- 
bassy Suites  Hotel  in  McAllen. 

Topics  on  Friday  will  include 
the  impact  of  new  technologies 
on  primary  health  care,  interplay 
of  genetics  and  environment  on 
common  birth  defects,  genetic 
testing,  prenatal  prevention  and 
detection  of  birth  defects,  new- 
born screening  and  follow-up,  ge- 
netics counseling,  and  accessing 
genetic  services.  A panel  discus- 
sion on  neural  tube  defects  will 
be  held  on  Saturday  and  is  open 
to  the  public. 

For  more  information  or  to 
register,  contact  Darla  Stewart  or 
Sylvia  Edwards  in  the  TMA  pub- 
lic health  and  scientific  affairs  di- 
vision at  (800)  880-1300,  ext 
1461  or  1466. 


investigative  team  of  faculty  lead  by 
Greg  Wilkinson,  MD,  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  to  trace  12  years  of 
neural  tube  defects  in  Cameron,  Hi- 
dalgo, and  Nueces  counties.  Re- 
searchers hope  to  clarify  any  environ- 


“We  have  to  look 
at  what  has  occurred 
in  the  community 
in  a very  quick 
period  of  time.” 
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mental  factors  that  play  a role  in  the 
incidence  of  birth  defects. 

On  a broader  scale,  a 5-year  CDC 
grant  awarded  to  TDH  is  funding  a 
project  now  under  way  to  study 
neural  tube  defects  in  the  14  border 
counties.  The  study  includes  exten- 
sive questionnaires,  biological  speci- 
mens, and  interviews. 

“This  is  an  active 
surveillance,”  said 
Scott  Simpson,  MD, 
director  of  Women’s 
Health  for  TDH.  “In- 
vestigators are  going 
to  hospitals,  abortion 
facilities,  midwives, 
and  genetic  clinics 
searching  for  new  cas- 
es of  birth  defects.” 

Health  depart- 
ment officials  believe 
this  study  will  be  a 
predecessor  to  the 
state  birth  defects 
registry  now  in  the 
planning  stages. 

A statewide  program  to  collect  ac- 
curate and  timely  information  on 
birth  defects  was  approved  by  the 
73rd  Texas  Legislature  in  June  1993. 
A pilot  project  is  being  developed  to 
monitor  birth  defects  in  the  lower  Rio 
Grande  Valley  and  the  Texas  Gulf 
Goast  area.  Registry  rules  are  being 
drafted,  and  data  collection  is  expect- 
ed to  begin  before  January  1995. 

“With  a few  strokes  of  computer 
keys,  information  obtained  through 
the  registry  will  enable  us  to  identify 
areas  of  the  state  where  birth  defects 
are  occurring  at  unusual  rates,”  said 
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Dennis  Perrotta,  PhD,  who  heads  the 
TDH  Bureau  of  Epidemiology.  “The 
registry  will  allow  us  to  find  answers 
in  a short  period  of  time.  This  is  go- 
ing to  save  a lot  of  heartaches.” 

Like  the  GDG-funded  study,  the 
registry  is  an  active  surveillance  system. 
“Instead  of  staff  sitting  here  in  Austin 
waiting  for  physicians  and  hospitals  to 
fill  out  forms  and  re- 
port to  us,  personnel 
will  be  going  to  the  fa- 
cilities and  actively  col- 
lecting information,” 
said  Dr  Perrotta.  And 
although  active  surveil- 
lance is  more  expensive 
than  voluntary  partici- 
pation, the  data  are 
consistent  and  accurate, 
and  more  cases  will  be 
reported,  he  says. 

Information  from 
the  registry  also  will 
help  link  available  ser- 
vices to  children  living 
with  birth  defects. 

Promoting  public  health 

As  researchers  continue  their  quest  to 
explain  the  high  incidence  of  neural 
tube  defects  in  the  Rio  Grande  Valley, 
the  health  department  urges  physi- 
cians to  promote  prevention.  The  US 
Public  Health  Service  recommends 
that  females  of  childbearing  age  con- 
sume 0.4  mg  of  folic  acid  a day  to  re- 
duce the  risk  of  birth  defects.  Multivi- 
tamins with  folic  acid  are  distributed 
free  through  the  public  health  system. 

“Public  health  far  outweighs  public 
images,”  said  Dr  Rocco.  “We  have  to 


“Instead  of  staff  sitting 
here  in  Austin  waiting 
for  physicians  and 
hospitals  to  fill  out 
forms  and  report  to  us, 
personnel  will  be  going 
to  the  facilities  and 
actively  collecting 
information.” 


put  more  emphasis  on  health  even  if 
we  have  to  address  some  issues  that  in 
the  short  run  will  impact  economics.” 

Dr  Rocco  and  other  physicians 
who  practice  along  the  botder  have 
long  recognized  the  need  to  tackle 
problems  on  both  sides  of  the 
Rio  Grande. 

“Reality  is  that  there  is  no  border 
here,”  she  said.  “Unless  we  come  to 
recognize  that,  we  are  never  going  to 
make  a difference  in  this  region  in 
the  areas  of  health,  economy,  and  ed- 
ucation. Those  of  us  who  provide 
health  care  along  the  border  are 
drowning  in  these  issues.”  ★ 
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“The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 


The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
option  for  the  billing  needs  of 
physicians.  Provider  Financial 
Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  ofyourA/R 
Maximize  revenue 

Reduce  reimbursement  time 

Reduce  overhead  at  least  30% 
Increase  staff  productivity 

“P.F.SJ.  takes  the  burden 
of  billing  off  your  mind 
without  taking  the  control 
out  of  your  hands!” 

Call  us  today! 
(800)  766-5405 


PFSI 


n IRA  rollover 
shouldn’t 
play  dead. 
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FINANCIAL  ADVISORS 

A Trust  Company 


10,000  Memorial  Dr.  • Houston,  Texas  77024  • 683-7070 
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■ Diagnostic  Dermatopathology 
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■ Immunofluorescence 

■ Immunohistochemistry 
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Slide  Processing 
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Legislative  Affairs 

Deselection,  round  two 

TMA  takes  due  process  fight  with  managed  care  organizations  to  US  Congress 

By  Ken  Ortolon,  Associate  editor 


hen  the  Texas  Medical 
Association  joined  law- 
suits last  year  to  pre- 
vent two  preferred 
provider  organizations  in  Houston  from 
dropping  physicians  from  their  networks, 
a battle  to  protect  the  rights  of  both 
physicians  and  patients  within  managed 
care  plans  was  begun. 


Now,  that  fight  is  moving  from 
the  courts  to  the  US  Congress 
And  it  is  escalating 
beyond  simply 
a fight  over 
deselection  of  physicians 
from  individual  managed 
care  networks. 

TMA  lobbyists  have 
drafted  bill  specifications 
for  legislation  to  require 
consistent  and  objective 
treatment  of  physicians  by 
all  managed  care  plans. 

That  legislation  likely  will  be 
filed  in  Congress  this  spring, 
and,  with  managed  care  expect- 
ed to  be  the  center  point  of  any 
health-system  reform  plan,  its 
success  could  be  crucial  to  how  and 
where  physicians  practice  in  the  future. 

The  proposed  Managed  Health  Care  Fair  Market  Prac- 
tices Act  is  intended  to  address  a wide  range  of  problems 
physicians  and  patients  have  encountered  with  managed  care 
plans.  Specifically,  the  bill  would  require  managed  care  orga- 
nizations to  provide  physician  involvement  in  the  processes 
they  use  to  determine  qualifications  of  doctors  who  are  ac- 
cepted into  networks;  develop  and  apply  guidelines  used  for 
evaluating  medical  necessity  and  appropriateness  of  care; 
and  evaluate  performance  of  physicians  within  networks. 


Congressional  visits 

TMA  lobbyists  Alfred  Gilchrist  and  Connie  Barron 
traveled  to  Washington  in  mid-February  to  dis- 
cuss the  proposed  legislation  with  staff  members 
of  several  key  Texas  congressmen.  The  bill 
specifications  were  well  received,  they  say. 

“I  was  very  impressed  with  the  level  of  sophistication 
with  respect  to  their  knowledge  of  the  problems  revolving 
around  managed  care  plans,”  Mr  Gilchrist  said.  “There 
was  not  a tremendous  amount  of  educating  that  had  to  be 
done.  They  already  knew  the  problems  from  the  com- 
plaints received  in  their  offices.” 

TMA  will  continue  to  press  the  Houston 
lawsuits  while  the  legislation  is  developed. 
TMA  General  Counsel  Donald  P. 
Wilcox,  JD,  says  the  two  strategies 
complement  each  other. 

Like  the  lawsuits,  the  legisla- 
tion grew  out  of  the  mounting 
problems  physicians  have  en- 
countered with  managed  care 
plans.  TMA  has  received 
numerous  complaints  from 
physicians  throughout  the 
state  about  denials  of  pay- 
ment, deselection  of  physi- 
cians from  plans,  and  other 
problems.  These  problems  dis- 
rupt physician-patient  relation- 
ships, hinder  physicians  in  their 
treatment  decisions,  and  threaten  doc- 
tors’ livelihoods. 

“The  basic  problem  the  legislation  is  trying 
to  address  is  that  managed  care  plans  have  an 
unrestricted  right  to  select  physicians  for  their  panels  or 
drop  physicians  from  the  panels  without  the  due  process 
rights  physicians  are  used  to,”  said  Robert  W.  Sloane  Jr, 
MD,  Fort  Worth,  a member  of  the  TMA  Council  on  Leg- 
islation and  the  TMA  Special  Committee  on  Health  Sys- 
tem Reform.  “And  a patient  who  enjoys  an  established  re- 
lationship with  a physician  may  find  he’s  been  dropped 
from  the  plan.” 
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Marketplace  changing 

Ms  Barron  says  the  problem  is  particu- 
larly acute  now  because  market  forces 
are  prompting  managed  care  networks 
to  streamline  their  operations. 

“The  managed  care  companies 
originally  came  in  and  set  up  very 
large  networks  because  that’s  what 
made  them  appealing  from  a market- 
ing perspective,”  she  said.  “The  more 
doctors  you  have,  the  more  people 
are  going  to  sign  up  with  you.  Then, 
over  time,  when  cost  becomes  the 
driving  force,  you  start  to  squeeze 
that  network  down  to  get  more 
efficient,  by  their  terminology.” 

The  net  effect  is  more  patients 
spread  among  fewer  physicians, 
meaning  the  managed  care  plan 
makes  up  a larger  share  of  remaining 
physicians’  practices,  Ms  Barron  says. 

“It’s  important  to  the  managed 
care  companies  to  get  a big  piece  of 
the  doctor’s  business,  because  if 
they  drive  more  lives  into  a physi- 
cian’s practice,  then  they  control  a 
very  large  financial  part  of  that 
physician’s  life,”  she  said.  “It  makes 
it  easier  for  them  to  persuade  the 
doctors  to  cooperate  on  certain  is- 
sues out  of  a threat  of  losing  the 
contract  and  losing  a very  large 
portion  of  their  practices.” 

While  that  might  make  financial 
sense  for  the  managed  care  network, 
it  may  not  be  in  the  best  interest  of 
participating  physicians  or  patients. 
To  protect  both,  the  bill  has  several 
main  objectives.  The  first  is  to  make 
sure  information  about  a network’s 
credentialing  processes  are  available 
and  known  to  physicians  and  pa- 


tients befote  they  join  a netwotk. 

“We  want  full  disclosure  of 
whatever  information  a managed 
cate  company  is  going  to  use  as  the 
basis  for  selecting  physicians,  for 
adding  to  or  deleting  them  from 
networks,  for  evaluating  the  perfor- 
mance of  doctors,  and  for  deciding 

“If  youVe 

going  to  terminate 
a doctor,  you’ve  got  to 
have  a reason,  and  you 
should  tell  him  what  that 
reason  is  and  give  him 
an  opportunity  to 
accept  it  or 
review  it.” 

whether  or  not  they  can  continue 
to  participate,”  Ms  Barron  said. 
“Under  this  bill,  all  that  informa- 
tion would  have  to  be  made  avail- 
able to  potential  physicians  who  are 
applying  and  to  patients.” 

Also,  the  bill  attempts  to  make  the 
processes  mentioned  above  more 
consistent  and  objective  from  net- 
work to  network. 

The  second  objective  is  to  ensure 
physician  involvement  in  setting  up 
and  administering  the  credentialing 
process  and  utilization  review,  as  well 
as  in  making  determinations  of  med- 
ical necessity  and  evaluation  of  physi- 
cians from  quality  and  economic 
standpoints. 


‘Without  cause’ 

Third,  the  bill  requires  due  process 
by  eliminating  “without  cause”  lan- 
guage that  is  common  to  most  man- 
aged care  contracts. 

“If  you’re  going  to  terminate  a 
doctor,  you’ve  got  to  have  a reason, 
and  you  should  tell  him  what  that 
reason  is  and  give  him  an  opportunity 
to  accept  it  or  review  it,”  Ms  Barron 
said.  “The  information  that’s  used  in 
evaluating  a physician  for  termination 
from  a plan  should  be  consistent  and 
shouldn’t  come  as  a surprise.  The  doc- 
tor should  know  what’s  going  on.  He 
should  have  a chance  to  correct  any 
deficiencies.  He  should  have  an  op- 
portunity to  argue  the  point,  to  dis- 
pute the  data,  and  to  have  a review  by 
his  peers  before  he’s  terminated  from 
a program.” 

Another  common  contract  provi- 
sion that  would  be  eliminated  is  the 
“hold  harmless”  clause,  which  pro- 
tects insurance  companies  from  law- 
suits by  stating  that  the  physician  is 
ultimately  responsible  for  providing 
appropriate  care,  even  if  the  managed 
care  plan  refuses  to  pay  for  it. 

Anticipating  that  health-system  re- 
form likely  will  push  most  patients 
and  physicians  into  managed  care,  the 
bill  also  prohibits  networks  from  ex- 
cluding physicians  for  economic  rea- 
sons during  a 5-year  phase-in  period. 
And,  it  guarantees  that  physicians 
who  are  just  entering  practice  will  be 
allowed  to  participate  in  managed 
care  networks  for  at  least  3 years. 

Ms  Barron  says  the  provisions 
prohibiting  exclusion  likely  will  be 
hotly  contested  by  insurance  compa- 
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nies  and  employers  who  believe  they 
will  drive  up  costs  in  the  first  years  of 
a new  health-care  system. 

“If  you  move  to  a plan  that’s  going 
to  mandate  managed  care,  or  at  least 
put  incentives  or  programs  in  place 
that  will  really  drive  people  into  man- 
aged care  plans,  you’ve  got  to  give 
physicians  an  opportunity  to  partici- 
pate in  them,”  Ms  Barron  said.  “If 
not,  then  a huge  resource  of  physi- 
cians out  there  will  be  locked  out.” 

ERISA  exemptions 

The  final,  and  possibly  most  impor- 
tant, objective  of  the  legislation  is  to 
repeal  the  exemption  from  state  in- 

“There’s 
no  question  the 
marketplace  is  moving 
regardless  of  what  happens 
in  Washington.  A larger 
and  larger  portion  is 
shifting  into  managed 
care  contracts.” 

surance  regulations  now  enjoyed  by 
self-funded  plans  covered  under  the 
Employee  Retirement  Income  Secu- 
rity Act  (ERISA).  Those  plans  are  ex- 
empt because,  technically,  they  are 
not  insurance  plans. 

“In  a self-funded  plan,  the  em- 
ployer funds  the  plan  and  is  not  buy- 
ing an  insurance  product,”  said  Mr 


Wilcox.  “He  contracts  with  Pruden- 
tial or  Aetna  to  administer  the  prod- 
uct but  not  to  insure  it.” 

According  to  some  industry  reports, 
up  to  70%  of  insured  Texans  are  cov- 
ered under  ERISA  plans,  which  makes 
repeal  of  the  exemption  essential. 

While  the  bill  almost  certainly  will 
be  filed  as  independent  legislation,  its 
best  chance  of  passage  may  be  as  part 
of  a health-system  reform  plan.  TMA 
lobbyists  hope  to  attach  it  to  the  plan 
as  it  goes  through  congressional  com- 
mittee mark-up. 

Regardless  of  the  outcome  of 
health-system  reform,  however, 
physicians  must  push  for  these 
changes  in  managed  care,  says 
Dr  Sloane. 

“There’s  no  question  the  market- 
place is  moving  regardless  of  what  hap- 
pens in  Washington,”  Dr  Sloane  said. 
“A  larger  and  larger  portion  is  shifting 
into  managed  care  contracts.”  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association  s stance  on  state  legislation  are  defined  as  “legislative 
advertising,"  according  to  Texas  Govt  Code  Ann  §305027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine.'  Robert  G.  Mickey,  Executive 
Vice  President.  TMA,  401  W 1 5th  St,  Austin.  TX  78701. 
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Lx)oking  for 
that  perfect  fit? 

You  just  found  it  in  the  Texas 
Physician  Placement  Service! 

Let  us  fit  the  pieces  together  in  your 
search  for  the  right  physician  or 
practice  location  in  Texas. 


We  offer: 

Free  service  for  physician  applicants 
Low-cost  recruitment 
Computerized  data  bank 
All  specialties  accepted 
Fast,  personalized  service 
Urban  and  niral  placements 
Texas-based  matching  service 


Call  us  today  at  (800)  880-1300,  Ext.  1403 


TEXAS  PHYSICIAN  PLACEMENT  SERVICE 
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Tl'xasMettkal 

AssiK'ialion 


Physician  Oncology 


Education  Program 


Funded  by 


Tl'XAS 

CANCER 

COUNCIL 


The  Texas  Metlical  Assoeialion  I'hysieian  CXieology  rklucahon  Program  was  designed  to  enhance  ilic  role  ol  the  primary- 
care  piiysician  in  commumcaiing  anri  impiemeniing  cancer  prevention,  screening  anti  eariy  tietection.  Each  seminar  has 
been  approved  ior  three  credit  hours  in  category  i ol  the  Physicians  Recognition  Award  of  the  American  Medical  Association, 


“Cancer  Pria  entiun  1994: 
Breast,  Coiurictat  and 
Prcisi.vu  " 

Waco 

Thursday,  Aprti  2 1 
Uillcrest  Baptist  Medical  Center 
5:30  pm  - 9:00  pm 

Wtchita  Falls 
Thursday,  May  26 
Wichita  Falls  Country  Club 
5:30  pm  - 9:00  pm 


“AIDS-Reeated 

Oncdeocv” 

Austin 

Thursday,  May  26 
Guest  Quarters  Hotel 
5:30  pm  - 9:15  pm 

“Breast  Cancer: 

Prevention, 
Detection  and  Risk 
Management” 


“Cancer  Prevention, 
St  REEMNG  AND  CeINICAE 
Managemeni” 

Rf;S/DE,VO  CONf  HKENCt  StK/ES 

Lulabock/EI  Paso 
April  9 

(4  CME  Hours) 

Corpus  Christi 
April  15th  & 16th 
(6  CME  Hours) 


Abilene 

Thursday,  April  28 
Embassy  Suites  Hotel 
5:30  pm  - 9:00  pm 


Texarkana 
Thursday,  June  9 
Texarkana  Country  Club 
5:30  pm  - 9:00  pm 


Austin 

June  3rd  & 4th 
(7  CME  Hours) 


For  more  information  on  these  programs  or  to  register  call  the  POEP  at  (,800)  880-1300  Ext.  1672. 


THE  DOCTORS  OFFICENTER 

MEDICAL  GROUP 

A.  well-established,  quality-driven,  physician  group  practice,  that  has  successfully 
merged  the  practice  of  fee-for-service  with  managed  care,  has  several  FULL  and 
PART-TIME  opportunities  for  Board  Certified  & Board  Eligible 
Physicians  in  General  Medicine /Primary  Care  and 

various  Subspecialties.  We  have  19  comprehensive  primary  care  centers  in 
and  throughout  Houston  and  Dallas.  LOOK  for  your  specialty  and  area  of  interest 
below  and  give  us  a call  for  an  immediate  interview. 

1-800-633-2373,  ext.283,  JONI  TAYLOR 

HOUSTON  Baytown  ClearLake  Conroe  DeerBrook  Huntsville  DALLAS  Arlington  Bedford  Denton  Ft.  Worth(2)  Irving  NE  Dallas  RedBird 

MedCenter  I960  SugarLand  TexasCity  Town&Country  Willowbrook 

SUBSPECIALTY 

Hematology/Oncology  Endocrinology 
Infectious  Diseases  Dermatology 

Pulmonary  Disease  Cardiology 

Gastroenterology  Geriatrics 

PRIMARY  CARE 

PEDIATRICS 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 


PRIMARY  CARE 


Pediatrics 
Family  Practice 
Internal  Medicine 


I DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


The  TMA  Foundation 
would  like  to  thank  those 
donors  who  have  given 
memorials  or  tribute  gifts. 


The  honorary  and  memorial  giving 
rovides  the  opportunity 
or  remember  cherished 
gues,  friends  or  family  members. 
If  you're  interested  in  finding 
how  to  honor  someone 
with  a contribution,  : ) 7 

call  the  TMA  Foundation 
(800)  880^1300,  Ext. 


Abilene  Anesthesia  Group,  PA 

In  memory  of  Raleigh  F.  Trotter,  MD 
John  R.  Asbury,  MD 
In  honor  of  John  d.  Bonnet,  md 
IN  HONOR  of  G.V.  BRINDLEY.  JR.,  MD 
ALAN  C.  BAUM,  MD 
In  memory  of  c.  Frank  Webber,  MD 
Patrick  H.  Beckham,  MD 
In  honor  of  Mr.  and  Mrs.  w.  j.  Beckham 
Phil  H.  Berry,  Jr.,  MD 

In  honor  of  Jennifer,  Ashley,  and  Jamie  Berry 
Roland  e.  Black,  md 
In  memory  of  F.  ray  Black,  MD 
Robert  K.  Blair,  Sr.,  MD 
In  memory  of  Madeline  Freeman  Blair 
Donald  A.  Brooks,  MD 
IN  MEMORY  OF  DONALD  ARTHUR  BROOKS,  jR. 
Frank  Bryant,  Jr.,  MD 
In  honor  of  House  of  Delegates 
Howard  Burt,  MD 
IN  MEMORY  OFJ.  lewis  PIPKIN,  MD 
IN  MEMORY  OF  EVERETT  C.  FOX,  MD 
Tiny  Butler 

In  MEMORY  OF  MRS.  TINA  ADKINS 
(MRS.  Thomas  K.  adkins) 

In  memory  of  Kermit  E.  Voelkel 
In  memory  of  Mathew  D.  Burnett,  jr.,md 
In  memory  of  ROBERT  B.  CROUCH,  MD 
IN  MEMORY  OF  MRS.  INDIA  MICKEY 
IN  MEMORY  OF  ABE  HAUSER,  MD 


In  memory  OF  Mylie  E.  Durham,  Jr.,  MD 
Max  C.  Butler,  MD 
In  memory  of  Mrs.  Tina  Adkins 
(Mrs.  Thomas  k.  Adkins) 

IN  memory  of  kermit  E.  Voelkel 
in  memory  of  Mathew  D.  Burnett,  Jr.,MD 
In  memory  of  Robert  B. Crouch,  md 
In  memory  of  Mrs.  India  mickey 
In  memory  of  Abe  Hauser,  MD 
In  memory  of  Mylie  E.  Durham,  Jr.,  MD 
Victor  Carlson,  md 
In  honor  of  James  R.  hickox 
Margaret  G.  Cigarro,  MD 
IN  MEMORY  OF  LEONIDES  G.  CIGARROA 
Douglas  L.  Cone,  MD 
In  honor  of  Charles  R.  Allen,  MD 
John  Cary  Cooke,  MD 
In  MEMORY  OF  ROGER  G.  MCCARY,  MD 
G.  Dykes  Cordell,  md 
In  memory  of  Thomas  E.  Brittingham,  MD 
James  R.  Cullington,  MD 
In  honor  of  Heather  Cullington 
Kenneth  R.  Dirks,  md 
IN  HONOR  OF  Phil  Davis,  md 
In  HONOR  OF  JOYCE  S.  DAVIS,  MD 
Susan  G.  Dobbs,  MD 
IN  MEMORY  OF  JAMES  R.  CASTROW 

James  I.  Duff,  md 

In  MEMORY  OF  MR.  AND  MRS.  BRYANT  MYERS 

J.  FORREST  Fitch,  MD 


In  memory  of  Mylie  e.  Durham.  Jr.,  md 
Thelma  e.  frank,  md 
In  memory  of  Franklin  w.  Yeager,  md 
James  M.  Graham,  md 
In  memory  of  m.d.  McCauley,  md 
Earl  L.  Grant,  MD 
In  memory  of  Kate  Grant 
JOE  D.  Hall.  MD 

In  honor  of  Dr.  and  Mrs.  Jarrett  Williams 
Carlos  R.  Hamilton,  Jr.,  md 
in  memory  of  Carlos  R.  Hamilton.  Sr.  md 
DRS.  Hendler,  Pizette,  Comess,  HILLERT 
In  memory  of  Mylie  E.  Durham,  Jr.,  md 
Dietlind  Smith  Hernandez 
IN  honor  of  Sandy  Lanier 
IN  honor  of  AMY  WILSON 
In  honor  of  Lisa  Stark  Walsh 
IN  honor  of  Lynn  Denton 
In  honor  of  Kathleen  Doria 
In  honor  of  Dale  Willimack 
IN  HONOR  of  the  BIRTH  OF 
Grant  Samuel  Wishard 
IN  memoryof  Dr.  and  Mrs.  Karl  Zobel 
William  T.  Hill.  MD 
In  memory  of  Mylie  e.  Durham,  Jr.,  md 
Byron  L.  Howard,  MD 
In  memory  of  Mylie  E.  Durham,  Jr.,  md 
In  memory  of  Roger  G.  McCary,  md 
Andrew  P.  Kant,  MD 
IN  MEMORY  OF  CLARE  KAUFMAN 

Halekote  n.  kumara,  md 

In  memory  of  h.  b.  Byregowda 
Hugh  Lamensdorf,  md 
In  memory  of  Louis  levy,  md 
Carey  Legett,  Jr.,  md 
in  memory  of  dr.  Legetts’  parents 
S.  Braswell  Locker,  MD 
IN  MEMORY  OF  DR.  AND  MRS.  HARRY  L.  LOCKER 
William  l.  McGavran,  III,  MD 
In  memory  of  w.  l.  McGavran,  ii 
Medical  park  tower 
In  memory  of  Roger  g.  McCary.  md 
Memorial  Healthcare  System 
IN  honor  of  healthcare  Systems  med.  Staff 
Vincent  j.  Moore,  md 
In  memory  of  Peggy  j.  Newman,  md 
Robert  D.  Moreton,  MD 
In  memory  of  Max  e.  Johnson,  md 
Robert  j.  Murchison,  md 
in  memory  of  S.J.R.  Murchison,  md 
Sam  a.  Nixon,  MD 
In  memory  of  RACHEL  SUTLER 
BERNARD  W.  Palmer,  MD 
In  memory  of  Joseph  w.  Palmer,  md 
In  memory  ofJulius  F.  Marlowe,  Jr.,  md 
Deana  j.  Prescott,  MD 
In  memory  of  Frank  L.  Jung 
PRISCILLA  Ray,  MD 

In  honor  of  Mr.  and  Mrs.  George  e.  Ray 
Randall  d.  Rogers,  MD 
In  honor  of  Estella  O’Neill 
William  Schleuse,  MD 
In  honor  of  Peggy  m.  Russell,  DO 
In  honor  of  Jan  N.  Ogletree,  MD 
in  honor  of  SAM  N.  KEY,  Ml.  MD 
In  honor  of  William  l.  Kelly,  md 
In  honor  ofJerry  d.  Julian,  MD 
In  honor  of  william  C.  Howland,  md 
in  honor  of  William  Hyden,  DDS 
In  honor  of  Daniel  C.  Finch,  md 
In  honor  of  Charles  E.  Felger.md 
IN  HONOR  OF  BOYD  A.  MORGAN.  MD 
In  honor  of  Steven  R.  Findlay,  MD 
In  honor  of  Jerry  p.  Bordelon,  md 
Ed  W.  Schmidt,  md 
IN  MEMORY  OF  JOE  T.  NELSON,  MD 


Dr.  and  MRS.  William  B.  Shelton,  Jr.  (Emily) 

In  HONOR  OF  DIETLIND  SMITH  HERNANDEZ 
IN  HONOR  OF  AMY  WILSON 
IN  HONOR  OF  Thomas  h.  Alexander,  md 
IN  HONOR  OF  DOR  W.  BROWN.  JR  , MD 
In  HONOR  OF  WYATT  HAISTEN,  MD 
IN  HONOR  OF  EDWARD  E.  LOUIS,  MD 
IN  HONOR  OF  JOE  E.  SMITH.  MD 
Nick  n.  Shroff,  MD 
IN  HONOR  OF  Rita  Shroff 
Kimberly  S.  Smith 
In  honor  of  beverlee  herd 
In  honor  of  Linda  Alexander 
Herbert  L.  Steinbach,  Jr.,  MD 
IN  MEMORY  OF  LEON  RABIN 

In  memory  of  Carlos  Godinez,  md 
In  memory  of  Leo  C.  Benavides 
Betty  p.  Stephenson,  MD 
In  memory  of  Rachel  Butler,  md 
Charles  t.  Stephenson,  md 
In  memory  of  Mrs.  India  Mickey 
IN  MEMORY  OF  WILLIAM  B.  SUTLER,  MD 
Sun  Belt  Regional  Medical  Center 
In  honor  of  Tom  b hancher,  MD 
Erlinda  M.  Tan,  MD 

In  memory  of  Mr.  and  Mrs.  Eladio  G.  Tan 
G.  Douglas  Tatum,  Jr.,  MD 
IN  MEMORY  OF  E.  D.  “SPUD”  TAYLOR,  MD 
Texas  Alliance  for  the  mentally  III 
In  memory  of  Roger  g.  McCary.  md 
Texas  medical  association 
In  memory  of  Franklin  W.  Yeager,  MD 
IN  memory  of  Durwood  E.  Neal,  MD 
In  memory  of  Charles  p.  hardwicke,  md 
George  E.  Thannisch.  MD 
IN  MEMORY  OF  MRS.  INDIA  MICKEY 
In  memory  OF  William  B.  Butler,  MD 
IN  memory  of  Mylie  E.  Durham,  Jr.,  MD 
Timberlawn  Psychiatric  Hospital 
In  memory  of  Mrs.  India  mickey 
IN  memoryof  Roger  G.  McCary,  md 
Tyler  Psychiatry  Clinic,  P.A. 

IN  MEMORY  OF  ROGER  G.  MCCARY,  MD 
Domingo  H.  Useda,  MD 
In  MEMORY  OF  ISABEL  GUTHRIE  USEDA 
Byron  R.  Wadley,  MD 
In  honor  OF  w.  T.  Jones,  Jr.,  md 
jester  j.  Waller,  Jr.,  md 

In  MEMORY  OF  REV.  MARSHALL  PINKERTON 
In  MEMORY  OF  Joe  C.  Elkins 
IN  MEMORY  OF  CHARLES  KELLY 
James  M.  Watts,  MD 
In  honor  OF  George  h,  Sullivan,  md 
In  honor  of  Morris  e.  Franklin,  md 
In  honor  of  William  C.  Scheihing,  MD 
Victor  J.  Weiss,  Jr,  MD 
in  memory  of  Jordon  Berlin  Weiss,  DO 
Sam  a.  Winkelmann,  DDS 
In  memory  of  William  b,  Butler,  m.d, 
Susan  Rudd  Wynn,  md 
In  honor  of  bob  q.  Lanier,  MD 
In  honor  of  Normand  F.  Tremblay.  MD 
IN  honor  of  ROBERT  j.  ROGERS,  MD 
Bernard  L.  Yollick,  md 
In  MEMORY  OF  MRS.  BEULAH  RACHLIN 
In  MEMORY  OF  MR.  SAMUEL  YOLLICK 
In  memory  of  Mr.  Leo  Pajgin 
IN  memory  of  BEATRICE  YOLLICK 
In  memory  Mrs.  Emma  pajgin 

THESE  TRIBUTES  REPRESENT  GIFTS  AND 
PAID  PLEDGES  AS  OF  DECEMBER  1993. 
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Balancing  act 

Getting  the  right  mix  of  payor  types  is  crucial  in  todays  market 

By  Mark  Richardson,  Associate  editor 


o most  physicians,  a patient  is 
a patient.  Whether  in  the  ex- 
amining room  or  the  surgical 
suite,  whatever  their  medical 
conditions,  each  one  gets  the  same  atten- 
tion and  quality  of  care. 

But  on  a practice’s  books,  patients  can  look  very  differ- 
ent. Some  are  fee-for-service.  Others 
are  with  a health  maintenance 
organization  (HMO).  Some 
are  Medicare.  Others  are 
preferred  provider  organi- 
zation (PPO),  Medicaid,  or 
even  charity. 

So,  while  each  and 
every  patient  gets  equal 
treatment,  the  amount  of 
money  earned  on  each  patient 
can  be  very  unequal. 

“In  the  old  days,  it  seemed 
like  all  you  had  to  do  was  throw 
out  your  shingle  and  you  made 
money,”  said  Reed  Tinsley,  CPA,  a 

partner  in  the  consulting  firm  of  Haynes  O’Neal  in  Hous 
ton.  “That  was  when  there  was  a lot  of  indemnity. 
Medicare  rates  were  pretty  good,  and  there  was  not  a 
lot  of  managed  care.  But  those  days  are  gone.” 

According  to  Mr  Tinsley,  an  imbalance  in  a prac- 
tice’s payor  mix  can  be  like  a slow  leak  in  a car  tire:  If 
it’s  not  eventually  corrected,  it  can  shut  down  the 
whole  operation.  A practice  with  too  high  a level  of 
capitation-based  managed  care.  Medicare,  or  Medi- 
caid, without  a corresponding  balance  of  indemnity  or 
other  higher-paying  plans,  can  over  time  see  a ma- 
jor erosion  of  its  revenue  base. 


<^HMo/PPoV 


highest  paying,  logically  a practice  would  seek  these  as  its 
largest  proportion,  then  rank  others  based  on  what  per- 
centage of  the  fee  schedule  they  pay. 

“But  there  are  two  major  factors  that  determine  how 
much  control  a doctor  can  have  over  the  mix:  practice 
specialty  and  location,”  Mr  Tinsley  said. 

Certain  specialists  such  as  cardiologists  and  internists 
are  going  to  draw  more  Medicare  patients,  while  pediatri- 
cians and  obstetricians  may  draw  more  Medicaid. 

Also,  a physician  in  a rural  area  may  have  very  little 
control  over  payor  mix,  as  he  or  she  is  often  the  only  doc- 
tor in  town.  But  most  physicians  do  have  some  control 
over  their  mix  of  payor  types,  particularly  in  areas 
where  there  are  competing  managed  care  programs. 
Charles  Caplan,  MD,  the  managing  partner  of  a 
four-physician  cardiology  practice  in  Houston,  says 
changes  in  the  marketplace  are  forcing  changes  in 
his  practice’s  payor  mix. 

“Our  practice  is  one  that  might  point  up  the  im- 
portance of  a good  payor  mix,”  Dr  Caplan  said.  “A  lot 
of  our  patients  are  Medicare,  but  a lot  of  them  are  not. 
We  deal  with  just  a whole  Rainbow  Coalition  of  payors, 
and  that  even  includes  Medicaid.” 

He  says  the  practice  has  seen  the  effects  of  managed 
care  over  the  past  few  years  and  has  done  some  market- 
ing to  draw  more  managed  care  patients. 

“We  are  still  predominantly  Medicare 
but  have  gotten  a good  infusion  of  pa- 
tients from  our  managed  care  plans,” 
he  said.  “We’re  trying  to  increase  our 
market  share  by  acquiring  whatever  pa- 
tients we  can.” 


A pinch  of  this,  dash  of  that  . . . 

By  “mix”  of  patients,  Mr  Tinsley  means  the  pro- 
portion of  a practice’s  patients  broken  out  by  type  of  in- 
surance. Since  indemnity-plan  patients  are  generally  the 
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Expanding  and  contracting 

Changing  the  payor  mix  in  a practice  can 
be  a difficult  task,  says  Mr  Tinsley. 
— “Physicians  are  really  going  to 
have  to  look  at  their  payor  mix 


now,  and  ask  ‘How  can  I shift  it 
around?”’  Mr  Tinsley  said.  “That  re- 
quires marketing,  and  it  also  requires  personal  effort  on 
the  part  of  the  physician.” 
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“1  don’t  care  if  you’re  solo  or  in  a lO-doctor  practice 
when  you  look  at  the  insured  population, 
you  can  only  caiwe  it  up  so  many  ways.” 


h- 


Coping  with  managed  care 

The  Texas  Medical  Association’s  Special  Committee 
on  Health  System  Reform  has  developed  a Managed  Care  Re- 
source Program  that  offers  a variety  of  services  to  help  physicians 
deal  with  many  of  the  managed  care  issues  mentioned  in  this  article. 

The  program  offers  services  such  as  the  Managed  Care  Check-Up,  which 
compares  key  features  of  the  various  managed  care  plans  in  Texas’  five  largest 
markets,  including  opinions  from  participating  physicians  on  how  the  plans 
are  managed.  Doctors  Resource  Service,  a joint  project  with  the  American 
Medical  Association,  is  a series  of  publications,  videocassettes,  and  newsletters 
to  keep  physicians  informed  about  managed  care.  TMA  also  offers  a listing  of 
physician-sponsored  networks  in  Texas  and  a wide  variety  of  seminars,  work- 
shops, and  publications  dealing  with  managed  care. 

TMA  endorses  several  medical  consulting  firms,  including  Mr  Tinsley’s, 
to  help  physicians  make  decisions  about  managed  care.  In  addition,  TMA 
offers  a managed  care  contract  evaluation  service,  in  which  a qualified  at- 
torney evaluates  managed  care  contracts  at  a reduced  fee;  Medicare  mini- 
consultations, in  conjunction  with  county  medical  societies,  in  which 
physicians  and  their  office  staffs  meet  one-on-one  with  TMA  Medicare 
specialists;  and  a speaker’s  bureau  that  provides  experts  to  inform  groups 
about  health-system  reform  issues  critical  to  Texas  physicians. 

For  information  on  the  TMA  Managed  Care  Resource  Program,  con- 
tact the  health-care  delivery  department  at  (800)  880-1300,  ext  1401,  or 
(512)  370-1401.  For  information  on  managed  care  workshops,  contact 
TMA’s  practice  management  services  office  at  (800)  880-1300,  ext  1421  or 
ext  1423,  or  (512)  370-1421. 


He  says  the  size  of  the  practice 
doesn’t  have  much  effect  on  the  pay- 
or mix. 

“Again,  you  have  those  two  major 
constraints,  your  specialty  and  where 
you  practice,”  he  said.  “I  don’t  care  if 
you’re  solo  or  in  a 10-doctor  practice, 
when  you  look  at  the  insured  popu- 
lation, you  can  only  carve  it  up  so 
many  ways.” 

A big  practice  may  garner  a little 
more  of  an  advantage  in  marketing, 
he  says. 


“If  there  are  younger  doctors  in 
the  practice,  they  may  be  likely  to 
draw  younger,  healthier  patients,”  he 
said.  “In  certain  specialties,  gender 
can  play  a big  part.  Many  women 
prefer  women  doctors,  so  you  have  fe- 
male OB/GYNs  that  do  very  well 
compared  to  their  male  counterparts.” 

Rural  physicians  generally  don’t 
have  many  options  when  it  comes  to 
payor  mix,  but  their  isolation  can  be 
an  advantage  in  one  respect. 

“One  of  the  things  about  many 
rural  areas  is  that  they  are  under- 
served, so  you  don’t  have  a lot  of 
competition,”  Mr  Tinsley  said. 
“What  you  may  sacrifice  in  payor 


mix  you  make  up  in  volume,  which 
can  be  both  a blessing  and  a curse.” 

Making  it  up  in  volume  means 
working  that  much  harder  to  make  the 
same  amount  of  dollars,  he  says,  but  at 
least  a rural  physician  is  not  looking 
over  his  shoulder,  worrying  about  los- 
ing that  revenue  to  someone  else. 

“Many  doctors  are  seeing  their  vis- 
its and  their  caseloads  dropping  year 
by  year,  and  a lot  of  that  is  due  to 
competition  and  a shifting  of  the  pay- 


or mix,”  he  said.  “And  if  established 
doctors  don’t  react  to  that,  they  are 
going  to  lose  patients  and  revenue. 
Unfortunately,  that’s  just  the  nature  of 
the  marketplace  right  now.” 

Gaining  market  leverage 

Market  forces  are  causing  another 
phenomenon:  the  growth  of  group 
practices.  According  to  the  American 
Medical  Association,  more  rhan  one 
third  of  all  physicians  belong  to  a 
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“It’s  amazing  how  many  practices 
do  not  even  go  to  the  trouble 
at  the  end  of  the  year  to  break  down 
their  revenue  by  payor  class.” 


group  practice.  As  recently  as  1969, 
the  number  was  18%. 

According  to  Mr  Tinsley,  groups 
have  a lot  more  clout  in  the  medical 
marketplace  than  solo  practices. 

“That’s  one  reason  why  you’re  see- 
ing a lot  of  physicians  look  hard  at 
grouping  right  now,”  he  said.  “They 
are  saying,  ‘Look,  we  know  that  our 
revenue  in  some  form  or  fashion  is  go- 
ing to  go  down,  so  let’s  look  at  group- 
ing together  to  achieve  cost  economy.’” 

Practices  can  cut  anywhere  from 
15%  to  25%  overhead  by  forming  a 
group.  Also,  as  a group,  physicians 
may  have  more  leverage  with  managed 
care  organizations  than  on  their  own. 

Should  practices  put  firm  limits  on 
the  number  of  patients  they  accept 
from  managed  care  or  other  plans? 

“They  can  either  refuse  to  contin- 
ue to  accept  new  patients  in  certain 
types  of  plans  or  terminate  the  con- 
tract that  is  forcing  them  to  take 
those  patients,”  Mr  Tinsley  said, 
adding  that  while  in  some  practices 
that  may  be  a luxury,  in  others  it  may 
be  the  only  means  of  survival. 

“Your  constraint  in  managed  care 
is  your  contract,  which  says  as  long 
as  those  patients  call  for  an  appoint- 
ment, you  have  to  see  them.  Some 
groups  have  the  luxury  of  limiting 
the  number  of  patients  from  a partic- 
ular plan,  but  that’s  the  exception 
and  not  the  rule,”  he  said. 

Bringing  up  the  bottom  line 

According  to  Mr  Tinsley,  each  prac- 
tice should  analyze  its  payor  mix  at 
least  once  a year  and  plan  to  make 
adjustments  where  it  can. 


“It’s  amazing  how  many  practices 
do  not  even  go  to  the  trouble  at  the 
end  of  the  year  to  break  down  their 
revenue  by  payor  class,”  he  said. 
“There’s  no  optimum  percentage 
breakdown.  I think  what  a practice 
should  strive  to  do  is  gain  the  best 
percentage  or  payor  mix  that  it  can, 
one  that  will  optimize  its  revenue  to 
the  fullest  for  the  work  done.” 

A practice  should  try  to  maximize 
its  efforts  on  those  patients  where  it 
can  get  reimbursement  that  is  as  close 
to  its  fee  schedule  as  possible. 

“If  you  can’t  do  that,  the  next  ques- 
tion becomes,  “Do  I have  any  leverage 
to  renegotiate  any  of  my  existing  con- 
tracts that  would  provide  me  with  bet- 
ter reimbursement?”  he  said.  “That’s 
something  that  physicians  rarely  do. 
They  don’t  look  for  leverage,  and  a lot 
of  them  do  have  leverage.” 

He  said  it’s  a matter  of  knowing 
the  needs  of  the  managed  care  plan. 

“One  physician,  who  because  of 
his  specialty  [neurosurgery]  is  basical- 
ly the  only  game  in  town,  had  signed 
up  for  several  plans  when  he  didn’t 
really  need  to,”  Mr  Tinsley  said. 
“Where  else  are  they  going  to  send 
the  patients?  He  has  leverage.” 

When  there  are  multiple  practices  in 
a particular  specialty  in  a market,  some 
managed  care  plans  may  adopt  a ‘take  it 
or  leave  it’  attitude,  Mr  Tinsley  says. 

“But  that’s  the  exception  and  not 
the  rule,”  he  said.  “Most  plans  want 
to  keep  their  good  doctors  and  make 
them  happy,  because  they  don’t  want 
to  upset  the  employers  that  pay  the 
premiums.  But  unless  you  ask,  you’re 
not  going  to  get  better  rates.”  ★ 
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Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departments  are  seeking 
BE/BC  clinical  public  health  trained 
family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  for 
full-time  employment  with 
excellent  benefits. 

Join  our  innovative  and  progressive 
health  departments  and  work  with 
dedicated  health  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  call.  New  program 
development  and  research  oppor- 
tunities are  available.  Texas  license 
or  ability  to  obtain  required. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 


Fort  Worth/Tarrant  County  Health  Department 


The  Resolution  Group 

Consultants  to  the  Medical  Profession 

Providing  Health  Industry  Services 
in  the  following  areas: 

Peer  Review 
Medical  Staff  Relations 
Integrated  Practice  Arrangements 
Joint  Ventures 
Medical  Ethics  Decisions 
Medical-legal  Education 
Mediation 

Clark  Watts,  M.D.,  J.D.* 
Director 

98  San  Jacinto  Boulevard, 
Suite  2010 
Austin,  Texas  78701 
(512)  476-2020 

* Member:  Texas  Medical  Association, 
National  Health  Lawyers  Association. 
Associated  with  Ford  & Ferraro,  L.L.P. 
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Your  Toll-Free  TMA  Link 
to  Health-System  Reform 


(800)  880-7033 


re  you  concerned  about  how 
health-system  reform  might  affect 
your  patients  and  your  practice? 
Then  keep  informed  of  the  latest 
news  on  the  reform  debate  by  calling 
ReformWatch,  “Your  Toll-Free  TMA 
Link  to  Health-System  Reform”,  at 
(800)  880-7033.  ReformWatch, 
sponsored  by  Texas  Medical 
Association,  will  feature  weekly 
newscasts  updated  at  5 p.m.  each 
Friday.  The  newscasts  will  carry 
breaking  news  about  congressional 
action,  implementation  of  state- level 
reforms,  TMA  and  AMA  lobbying 
activities  and  much  more. 
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TMLT.  Your  performance  Trust  for  Fifteen  years. 


10<)4.  Wear  to  Celebrate!  (treated  in  Ib7‘)  by  Texas  Meflieal  Association  and  head(juartered 
in  Austin,  l exas  Medical  I liability  Trust  is  fjrovvinj^  into  its  filteentb  year  ol  [noteeting  Texas 
pbysieians  with  professional  medical  liability  insurance.  Our  policybolders  place  a bigb  value 
on  'PMIT’s  medical  liability  cov(‘rage  backt'd  by  strong  financials,  innovative  proactive  risk 
management  progi  ams,  and  outstanding  claim  manageme!it  and  defense.  PM  Cl  values  tbe  concerns 
oCFexas  pbysicians,  so  we  keep  abn'ast  ol  those  state  and  national  legislative  issues  alfecting  tbem. 

It  is  easy  to  see  wbv  so  many  dVxas  |)bysicians  cboose  TMIT  value!  We  re  proud  of  our 
performance  these  past  fifteen  years  and,  in  some  way.s,  we’re  right  where  we  started— here  in  Texas 
protecting  only  Texas  |)bysicians.  Cboose  IMCr.  \our  IV^rformanee  dVust! 

For  a coverage  proposal  or  further  information,  please  call  l-8()()-.580-86.'>b  or  1-512-454-6781. 


Created  and  Endorsed  by  Texas  IMedieal  Association 
Endorsed  l)y  tbe  Eexas  Academy  of  Earnily  Ebysieians 
6210  Highway  200  F’ast.  Suite  400  • Austin.  Texas  78723-10.37 
I’.O.  Box  14746  • Austin,  4exas  78761-4746 
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By  Mark  Richardson, 
Associate  editor 


Among  aficionados  of  college  football  in  Texas,  there  are 
really  two  seasons:  the  playing  season  and  the  recruiting 
season.  In  fall,  the  stadium  may  be  where  the  action  is,  but 
come  spring,  recruiting  season  is  an  event  unto  itself.  In 
recruiting,  winning  and  losing  is  not  so  much  a matter  of 
performance,  but  an  annual  ritual  based  on  estimating  a 
player’s  potential  and  assessing  whether  he  has  — or  will 
develop  — the  character  and  drive  to  make  him  a winner. 
So  it  is  with  the  emerging  biotechnology  industry  in  Texas.  After  a great  deal  of 
scouting  and  recruiting,  economists,  as  well  as  physicians,  are  still  trying  to  assess  its 
potential  impact  on  the  state.  And,  though  promising,  it  appears  to  be  still  several  years 
away  from  fielding  a viable  team  of  biotechnical  companies,  among  which  there  might 
be  a future  IBM,  Microsoft,  or  Apple. 
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Biotechnology  — the  merging  of  medical  science  with 
physical  science  — has  already  begun  to  yield  new  solu- 
tions to  old  problems.  Many  of  the  latest  pharmaceutical 
products  physicians  are  prescribing  are  an  offspring  of 
biotechnology,  as  are  many  of  the  latest  medical  diagnos- 
tic tools. 


W.  Arthur  Porter, 
PhD,  president 
OF  THE  Houston 
Advanced  Research 
Center  in  the 
Woodlands. 


Texas’  biotech  industry  has  just  topped  the  $1  billion 
mark  in  capital  and  stands  on  the  threshold  of  becoming 
a major  force  in  the  state’s  economy,  creating  thousands 
of  jobs  and  putting  hundreds  of  new  lifesaving  products 
in  the  hands  of  physicians.  But  it  is  still  in  its  infancy 
when  compared  to  the  robust  biotech  centers  of  Massa- 
chusetts, California,  and  the  Carolinas. 

However,  those  who  oversee  the  industry  in  Texas  say 
several  key  factors,  including  the  quality  of  the  state’s  aca- 
demic institutions  and  the  infrastructure  already  in  place 
to  help  the  industry  grow,  make  biotech’s  potential  here 
virtually  unlimited. 


Two 

INTERCONNECTED 

WORLDS 


that  winds  around  the  glass-and-steel  skyscrapers  of 
downtown  Houston  — most  built  with  oil  money  from 
the  1970s  and  ’80s  — and  north  out  of  the  city  to  the 
edge  of  the  East  Texas  pine  forest. 

But  the  connection  between  the  burgeoning  high  rises 
of  TMC  and  the  picturesque  research  parks  nestled 
among  the  towering  greenery  of  The  Woodlands  is  much 
more  than  a few  dozen  miles  of  pavement.  Academic,  gov- 
ernmental, and  commercial  links  have  been  forged  be- 
tween the  two  centers  to  form  the  nucleus  of  the  state’s 
growing  biotechnology  industry. 

A key  link  in  the  biotechnology  chain  is  the  ability  to 
take  a discovery  out  of  the  laboratory  and  turn  it  into  a vi- 
able commercial  product.  In  most  industries,  the  process 
is  somewhat  happenstance.  But  because  of  the  way  most 
biotech  innovations  are  developed,  the  industry  has  taken 
a more  structured  approach.  That  is,  to  remain  competi- 


The  genosensor  microchip,  shown  here  compared  in  size  to 

A QUARTER,  ANALYZES  AND  COMPARES  GENETIC  INFORMATION. 


Depending  on  the  traffic,  it  takes  about  30  or  40  minutes 
to  make  the  drive  from  the  Texas  Medical  Center  (TMC) 
to  The  Woodlands.  The  drive  takes  you  through  the 
greenery  of  Hermann  Park  to  an  eight-lane  superhighway 


Computer-generated  model  of  the  DNA  double  helix.  The 

SPECIFIC  BASE  PAIRING  BETWEEN  TWO  STRANDS  OF  DNA  IS 
FUNDAMENTAL  TO  THE  GENOSENSOR  TECHNOLOGY’S  ABILITY  TO 
READ  OUT,  OR  DECODE,  GENETIC  INFORMATION. 


tive,  universities  and  private  industry  have  formed  consor- 
tia for  the  sole  purpose  of  transferring  the  technology 
from  laboratory  to  marketplace. 

While  every  major  academic  research  center  in  the 
state  is  undertaking  some  form  of  biotechnology  research 
with  ties  to  industry,  the  largest  center  of  activity  is  the 
TMC- Woodlands  connection. 

Entities  such  as  the  Houston  Advanced  Research  Cen- 
ter (HARC)  or  BCM  Technologies,  Inc,  among  many 
others,  exist  to  identify  promising  discoveries  and  usher 
them  into  the  commercial  market. 

HARC  was  formed  in  1982  to  foster  research  and 
technology  development  through  the  collaborative  efforts 
of  industry,  government,  and  education. 

W.  Arthur  Porter,  PhD,  president  of  HARC,  says  one 
of  the  company’s  main  goals  is  to  work  quickly  to  transfer 
the  knowledge  gained  from  research  to  society. 

“Through  creative  partnerships,  HARC  facilitates  the 
translation  of  research  into  commercialization  opportuni- 
ties,” he  said.  “It’s  not  so  much  what  HARC  can  do,  but 
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A COMPUTER-GENERATED  IMAGE  OF  A DNA  MOLECULE. 


what  can  be  done  through  HARC.” 

According  to  Dr  Porter,  the  business  climate  in  the 
Houston  area  makes  a fertile  ground  for  the  growth  of 
biotech  companies. 

“Houston  is  an  incredibly  open  city,  almost  like  an  inter- 
national free-trade  zone,”  said  Dr  Porter.  “It  is  open  to 
change  and  opportunity.  It  doesn’t  matter  who  your  father  or 
great-grandfather  were.  In  Houston,  it  matters  what  you  do.” 

He  adds  that  NASA’s  Johnson  Space  Center  is  a cata- 
lyst for  much  of  the  biotech  research  going  on  in  the  city, 
and  its  proximity  gives  the  industry  an  energy  boost. 

HARC  currently  operates  on  an  annual  budget  of  $15 
million,  and  its  research  projects  have  attracted  more  than 
$30  million  in  grants  and  venture  capital. 

From 

LAB  TO  MARKET 

In  a small,  well-appointed  suite  of  offices  in  Texas  Med- 
ical Center,  another  organization  goes  about  the  business 
of  changing  research-generated  knowledge  into  commer- 
cial products. 

BCM  Technologies,  Inc,  a nonprofit  corporation 
owned  by  Baylor  College  of  Medicine,  transfers  the  dis- 
coveries that  come  from  the  research  laboratories  at  Bay- 
lor to  the  marketplace. 

According  to  Lynn  Schafer,  vice  president  and  direc- 
tor of  licensing,  BCM  nurtures  promising  new  technolo- 
gies and  pharmaceuticals  through  the  difficult  stages  of 
commercial  development. 

“We  take  an  idea,  evaluate  it,  get  it  licensed,  develop  a 
business  plan,  shop  it  to  the  venture  capital  markets,  and  do 
anything  else  it  takes  to  get  it  to  the  market,”  she  said.  “We 
act  as  a business  consultant  to  see  that  the  research  done  at 
Baylor  gets  into  the  marketplace  as  quickly  as  possible.” 

BCM  Technologies’  portfolio  includes  14  companies 
established  since  1984,  producing  or  developing  biophar- 


maceuiicals,  biotechnical  products,  and  medical  ilcvicts. 
As  ol  January  1994,  according  to  Ms  Schaler,  BCiM-de  vI 
oped  companies  had  raised  more  than  $62  million  in  cap- 
ital and  were  employing  almost  200  people  in  the  I hnis 
ton  area.  In  a 6-year  period  ending  in  1993,  BCM  royalty 
income  grew  Irom  $282,000  to  more  than  $2.2  million  a 
year. 

HARC  and  BCM  are  by  no  means  the  only  organiza- 
tions ol  their  type  in  the  Woodlands-TMC  area.  Other 
major  schools  such  as  Rice  University,  University  of  Hous- 
ton, The  University  of  Texas  at  Austin,  The  University  ol 
Texas  Health  Science  Center  at  Houston,  Texas  A&M 
University,  and  The  University  of  Texas  Medical  Branch  at 
Galveston  all  have  active  technology  transfer  programs. 
There  are  also  several  other  consortia  in  Houston  and  The 
Woodlands  working  to  secure  capital  and  bring  products 
to  market. 

And  while  Houston  leads  the  pack,  centers  for  biotech- 
nology research  and  technology  transfer  thrive  in  other 
Texas  cities  as  well. 

The  Texas  Research  and  Technology  Foundation  in  San 
Antonio  operates  the  1,500-acre  Texas  Research  Park  just 


Kenneth  Beattie, 
PhD,  standing, 

HEAD  OF  HARC's  DNA 
Technology 
Laboratory,  works 

WITH  A LAB  TECHNI- 
CIAN IN  MATCHING 
DNA  PAIRS, 


west  of  the  city,  containing  The  University  of  Texas  Insti- 
tute of  Biotechnology,  a state-of-the-art  research  facility;  a 
variety  of  small  biotech  firms  such  as  Lipitek  (lipid  and  car- 
bohydrate compounds),  OsteoBiologics  (cartilage  replace- 
ment substances),  and  Cerebro Vascular  Advances  (stroke 
management  drugs);  and  Ven-Tex  Group,  a technology 
transfer  and  financing  subsidiary  of  the  foundation. 

In  Dallas,  the  $6 1 -million  Simmons  Biomedical  Re- 
search Center,  which  is  affiliated  with  The  University  ol 
Texas  Southwestern  Medical  Center,  opened  in  May  1993 
as  a home  for  university  research  and  to  transfer  university 
projects  to  the  marketplace. 
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A TECHNICIAN  WORKS  IN  THE  LiPITEK,  InC,  LABORATORY  AT  THE 

Texas  Research  and  Technology  Foundation  in  San  Antonio. 
Lipitek  manufactures  synthetic  carbohydrates,  lipids,  and 

THEIR  CONJUGATES  TO  PRODUCE  HIGH-QUALITY  CHEMICALS. 


The  Texas  A&M  Technology  Licensing  Office  in  Col- 
lege Station  acts  as  a liaison  between  university  labs  and 
the  private  sectot,  moving  inventions  through  the  patent 
application  process  and  into  licensing  agreements.  In 
1992,  the  office  assisted  in  22  licensing  agreements  and 
received  more  than  $500,000  in  fees  and  royalties. 

Texas  higher  education  institutions  now  spend  just 
over  $1  billion  a year  on  research  and  development,  of 
which  medical,  biological,  and  other  life  sciences  account 
for  more  than  half  The  federal  government  and  private 
industry  together  are  estimated  to  spend  another  $500 
million  a year  in  Texas. 

So  what's  for 
SALE? 

Some  of  the  current  and  near-future  products  of  biotech- 
nical  research  in  Texas  would  have  been  thought  of  only 
in  science  fiction  texts  just  a decade  ago. 

Devices  such  as  the  Hepatix,  an  external  liver  assist  de- 
vice for  acute  liver  failure  and  liver  transplant  patients;  Al- 
loderm,  a quasi-artificial  skin  product  developed  from  live 
cells  that  allows  the  body  to  regenerate  skin  at  the  site  of  a 
burn;  and  OsteoBiotics’  new  tissue  replacement,  designed 
to  replace  torn  or  damaged  cartilage,  are  among  the  Texas 
products  currently  in  development  or  testing. 

But  the  major  impact  current  biotechnology  research 
will  make  on  the  future  is  in  the  arena  of  genetics.  Ac- 
cording to  state  economic  figures,  almost  half  of  all 
biotech  research  is  in  the  areas  of  gene  mapping,  gene 
therapy,  or  gene-based  pharmaceuticals. 

One  such  program,  housed  at  HARC’s  DNA  Technol- 
ogy Laboratory  in  The  Woodlands,  is  perhaps  the  truest 
melding  of  biological  science  with  modern  technology. 


The  consortium  was  awarded  an  $18  million  grant 
from  the  US  Department  of  Commerce  to  develop  a 
“genosensor,”  a microchip  that  ultimately  will  be  able  to 
read  an  individual’s  entire  genetic  makeup  in  a few  sec- 
onds. The  silicon  chip,  about  the  size  of  a quarter  dollar, 
will  be  encoded  with  short  DNA  molecules  that  will 
match  up  strands  of  sample  DNA. 

According  to  Kenneth  Beattie,  PhD,  director  of  the 
DNA  Technology  Laboratory,  the  genosensor  will  revolu- 
tionize endeavors  such  as  medicine,  forensics,  paleontol- 
ogy, environmental  sciences,  and  other  areas  where  the 
ability  to  identify  genetic  structures  is  critical. 

“The  most  promising  aspect  of  the  genosensor  is  its 
potential  to  identify  mutations  in  a person’s  genetic  struc- 
ture,” said  Dr  Beattie.  “We  could  begin  to  identify  both 
congenital  abnormalities  and  those  caused  by  exposure  to 
environmental  agents.  There  is  a great  need  for  that.” 

For  physicians,  it  could  become  the  ultimate  diagnostic 
tool,  says  Dr  Beattie. 

“A  doctor  could  put  a drop  of  blood  or  saliva  on  the 
sensor,  and  within  seconds,  have  a genetic  readout  of  that 
person’s  condition,”  he  said,  adding  that  while  it  wouldn’t 
replace  traditional  diagnostic  skills,  it  could  greatly  en- 
hance them.  “As  the  Human  Genome  Project  maps  more 
and  more  of  the  human  gene,  the  database  on  the 
genosensor  will  become  more  accurate.” 


University  of 
Texas  at  Austin 

RESEARCHER  REBECCA 
Richards-Kortum, 

PhD,  is  working  to 

DEVISE  A PROCESS  BY 
WHICH  A LASER  COULD 
DETECT  DIFFERENCES 
BETWEEN  NORMAL  AND 
CANCEROUS  TISSUES. 


The  future 

LOOKS  BRIGHT 

As  biotechnology  research  and  development  grows,  Tex- 
ans can  expect  to  see  the  results  in  increased  jobs  and  a 
boost  to  the  economy.  Physicians  will  see  an  ever  increas- 
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iiig  number  of  medical  breakthroughs  in  diagnosing  and 
curing  diseases. 

There  are,  however,  some  obstacles  in  the  way  of 
biotech's  progress.  Venture  capital  has  temporarily  dried 
up,  as  financiers  have  become  nervous  over  health-system 
reform  and  talk  of  price  controls  in  the  pharmaceutical 
industry.  Biotech  industry  officials  are  vigorously  battling 
a proposed  pharmaceutical  pricing  board,  which  they  say 
would  strangle  the  industry  and  send  a lot  of  good  tech- 
nologies down  the  drain. 

The  process  of  gaining  Federal  Drug  Aciministration 
(FDA)  approvals  remains  slow,  cumbersome,  and  expen- 
sive. It  currently  take  7 to  10  years  to  gain  FDA  approval. 
The  cost  to  develop  a new  drug  can  run  $200  million  to 
$300  million. 


Scientists  use  a multiple  array  of  pipettes  to  prepare  a 

DNA  SAMPLE  FOR  ANALYSIS  IN  A GENETICS  LABORATORY  AT  ThE 

University  of  Texas  at  Austin. 


And  other  areas  of  the  country  have  a 5-  to  1 0-year  head 
start  on  Texas  in  developing  biotech  as  an  industry.  Califor- 
nia, for  instance,  began  developing  its  industry  in  the  late 
1970s  in  the  San  Diego  and  Northern  California  areas, 
while  most  of  the  Texas  industry  is  less  that  5 years  old. 

Yet  in  the  face  of  these  hurdles,  Texas  industry  and  aca- 
demic leaders  are  optimistic  about  the  future  of  biotech. 

“The  alliances  formed  among  the  industries,  the  universi- 
ties, and  government  give  us  a strong  foundation  on  which 
we  can  grow,”  said  FiARC’s  Dr  Porter.  “We  have  the  capital 
and  the  scientific  minds  to  go  forward  with  the  research,  and 
the  industrial  input  as  a reality  check.  We  think  the  future  for 
biotech  in  Texas  is  very  good.”  ★ 


YOCOh 

YOHIMBINE  HCi 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  In  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ' is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.f  -2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. f 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.’'  •3  ''  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day.  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 

How  Supplied:  Oral  tablets  of  YOCON*  1/12  gr.  5.4mg  in  bottles  of  100’s 
NDC  53159-001-01,  1000’s  NOC  53159-001-10  and  Blister-Paks  of  30’s 
NDC  53159-001-30 
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“But  I (cough)  don’t 
feel  (cough)  sick.  ’ ’ 

Legal  remedies  for  tuberculosis  patients  who  wont  take  their  medicine 


By  Beth  Graddy,  Associate  editor 

In  a perfect  world,  all  interactions  between  physi- 
cian and  patient  would  take  place  in  the  doctor’s 
office,  hospital,  or  — in  a flashback  to  the  1950s 
— in  the  patient’s  home.  In  such  a world,  tuber- 
culosis wouldn’t  exist,  but  if  it  did,  its  victims  would 
always  take  their  medicine  exactly  as  directed. 


In  the  real  world,  patients  don’t  always  follow  instruc- 
tions. And  when  the  disease  is  a deadly  threat  to  the  pub- 
lic health,  the  physician-patient  relationship  has  been 
known  to  leave  the  exam  room  for  the  court  room. 

Noncompliance  nothing  new 

Physicians  have  long  had 
problems  with  patients’ 
noncompliance  with  all 
kinds  of  treatment. 

Peter  Rudd,  MD, 
an  internist  at  Stan- 
ford University  Med- 
ical Center,  told 
American  Medical 
News  in  February 
1994  about  a 29-year- 
old  man  he  examined  a 
few  years  ago  (1).  The 
severely  hypertensive  man 
had  been  referred  by  another 
physician,  who  said  he  wasn’t  re 
sponding  to  standard  therapies. 

After  talking  extensively  with  the 
patient.  Dr  Rudd  concluded  that  the  pa- 
tient didn’t  like  taking  medication  and  followed  treatment 
plans  sporadically,  if  at  all.  By  then,  the  patient  was  suf- 
fering from  complications  that  resulted  in  renal  failure. 

Quantitative  studies  echo  this  anecdotal  evidence.  A 
1991  study  by  The  University  of  Texas  at  San  Antonio 
School  of  Nursing  found  that  patients  taking  one  to  six 
pills  a day  had  an  average  adherence  rate  of  35%.  The  rate 
of  compliance  dropped  as  the  number  of  pills  went  up. 


A 1987  study  by  the  National 
Pharmaceutical  Council  found  that 
anticonvulsants  were  taken  properly 
by  76%  of  patients,  antihypertensives 
by  53%,  and  antibiotics  by  only  33%. 

And  in  a 1990  study  at  the  Veterans 
Affairs  Medical  Center  in  West  Haven, 
Conn,  82%  of  patients  were  complying 
with  instructions  5 days  after  the  physi- 
cian gave  them,  but  only  67%  were  still 
complying  a month  afterward. 

It’s  no  surprise  then  that  tuberculosis  patients  aren’t 
perfect,  even  the  ones  who  try. 

“They’ll  take  their  medication 
pretty  faithfully  for  2 or  3 
months,”  said  Gene 
Gundersen,  JD,  MSW, 
who  represents  tubercu- 
losis patients  in  quaran- 
tine proceedings.  “But 
the  treatment  is  a 6- 
month  process.  That’s  a 
long  time.” 

Still,  those  who  make  a 
serious  effort  to  combat 
their  infection  but  cease 
either  because  they  feel 
cured  or  because  of  the 
side  effects  don’t  present  the 
greatest  danger  to  public 
health,  says  Monty  Waters,  JD, 
an  attorney  with  the^Texas  Department  of 
Health  (TDH)  Office  of  General  Counsel. 

“If  you  tell  people,  ‘Take  your  medicine  and  don’t  go 
coughing  in  other  people’s  faces,’  most  of  them  will  make 
some  effort  to  do  that,”  Mr  Waters  said.  “But  there  is  a 
population  in  Texas  that  doesn’t.” 

That  population  includes  people  who  are  chemically 
dependent,  mentally  ill,  homeless,  or  indigent.  Often, 
noncompliant  tuberculosis  patients  fall  into  two  or  more 
of  those  categories. 

“They  don’t  have  the  wherewithal  to  comply  with  what 


36 


TEXAS  MEDICINE  ★ APRIL  1994 


EDD  PATTON 


“When  noncompiiant  patients  are  faced  with  the 
reality  that  if  they  don’t  comply  they’re  going  to  be 
locked  up  for  a year,  the  overwhelming  majority  of 
the  time  they  back  down.’’ 


are  really  pretty  simple  instructions,” 
Mr  Waters  said. 

Added  to  — and  sometimes  over- 
lapping with  — that  population  is 
the  group  of  people  who  just  don’t 
believe  they  have  the  disease,  Ms 
G undersen  says. 

“I  have  had  clients  who  have  gone 
to  a clinic  and  had  a TB  test  that 
came  back  negative,”  she  said,  ex- 
plaining that  some  kinds  of  tests 
aren’t  as  reliable  as  others.  “So  they 
say,  ‘I  don’t  need  to  do  this  any- 
more.’ That’s  not  an  irrational  act.  It 
just  isn’t  a valid  one.” 

Seeing  is  believing 

Robert  Awe,  MD,  a pulmonary  dis- 
eases specialist  at  Houston’s  Ben 
Taub  Hospital,  has  testified  four 
times  in  quarantine  proceedings.  Dr 
Awe  says  that  despite  some  protests 
against  what  can  be  viewed  as  an  in- 
fringement on  civil  liberties,  the 
quarantine  law  must  be  maintained 
— but  not  because  he  wants  to  put 
patients  in  quarantine. 

“The  tremendous  advantage  of 
the  quarantine  law,”  Dr  Awe  said,  “is 
that  when  noncompiiant  patients  are 
faced  with  the  reality  that  if  they 
don’t  comply  they’re  going  to  be 
locked  up  for  a year,  the  overwhelm- 
ing majority  of  the  time  they  back 
down.” 

The  threat  of  quarantine  makes  a 
less  severe  course  of  action  known  as 
directly  observed  therapy  possible 
and  more  palatable  to  the  patient. 

“It’s  the  trend  in  tuberculosis  man- 
agement,” Mr  Waters  said.  “Instead 
of  giving  the  person  a bottle  of  pills 


to  take  three  times  a day,  you  actually 
require  him  to  take  the  pills  in  front 
of  a health-care  provider.  Someone  — 
usually  a public  health  nurse  — goes 
out  into  the  neighborhood,  or  the  pa- 
tient comes  into  the  clinic.” 

Directly  observed  therapy  is  the 
method  TDH  would  like  to  see  fol- 
lowed with  noncompiiant  patients. 
“It’s  a lot  cheaper  in  the  long  run, 
though  it’s  obviously  burdensome,” 
Mr  Waters  said,  adding,  “Most 
places  that  have  tried  it  have  had  ex- 
cellent success.” 

Steps  for  dealing  with  noncompliance 

The  first  step  a physician  should  take 
upon  determining  a patient  is  non- 
compiiant is  to  contact  the  local 
health  authority.  The  health  authority 
is  usually  the  physician  who  heads  the 
local  health  department,  and  that  in- 
dividual has  broad  legal  power  in  cop- 
ing with  public  health  problems. 

“The  health  authority  has  the  le- 
gal authority  to  write  out  an  order 
telling  the  patient  what  he  must  do 
to  avoid  spreading  the  disease  and  to 
be  cured,”  Mr  Waters  said.  “It  carries 
some  legal  weight.  This  is  a docu- 
ment that  the  treating  physician  may 
want  to  work  with  the  health  author- 
ity in  writing.” 

If  the  patient  violates  the  health 
authority’s  order,  then  the  ground  has 
been  laid  for  obtaining  court-ordered 


management  for  the  patient.  Directly 
observed  therapy  is  one  option  at  this 
point;  quarantine  is  another. 

According  to  TDH’s  Tuberculosis 
Elimination  Division,  35%  of  its  cas- 
es are  now  in  directly  observed  thera- 
py. Only  a small  fraction  of  the  divi- 
sion’s cases  end  up  in  quarantine,  and 
that  usually  results  from  severe  situa- 
tions, such  as  when  a patient  is 
homeless  and  mentally  ill. 

As  for  those  who  have  qualms 
about  a spoonful  of  force  making  the 
medicine  go  down,  Dr  Awe  empha- 
sizes that  forcing  compliance  is  not  a 
punitive  measure.  “This  is  being  done 
to  protect  the  patient,  the  patient’s 
family,  and  the  public,”  he  said. 
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• Maewal  v Adventist  Health  Systems/Sunbelt,  Inc 

In  the  first  reported  Texas  case  interpreting  the  immuni- 
ty accorded  to  health-care  entities  and  peer  reviewers 
under  the  Health  Care  Quality  Improvement  Act  of 
1986  (HCQIA)  (1)  and  the  Texas  Medical  Practice  Act 
(2),  the  Fort  Worth  Court  of  Appeals  granted  summary 
judgment  to  a hospital.  The  court  held  that  the  hospital 
and  members  of  its  medical  staff  who  engaged  in  peer 
review  satisfied  the  requirements  ol  HCQIA  as  a matter 
of  law  and  acted  without  malice,  thereby  invoking  the 
immunity  provisions  of  HCQIA  and  the  Texas  Medical 
Practice  Act.  Thus,  the  defendant  hospital  and  physi- 
cians were  shielded  from  liability  or  damages  under  any 
federal  or  state  cause  of  action. 

The  case  involved  a disciplinary  action  taken  against 
a member  ol  the  medical  staff  of  Huguley  Memorial 
Medical  Center.  The  hospital  and  physicians  provided 
evidence  that  they  met  the  HCQIA  standards  lor  peer 
review  action:  a reasonable  belief  that  the  action  was  in 
the  furtherance  of  quality  health  care;  a reasonable  ef- 
fort to  obtain  the  facts;  adequate  notice  and  hearing  to 
the  physician  involved;  and  a reasonable  belief  that  the 
action  was  warranted  by  the  facts  known. 

The  court  noted  that  HCQIA  presumes  a peer  re- 
view body  has  complied  with  its  standards  unless  con- 
troverting evidence  establishes  by  a preponderance  of 
the  evidence  that  such  standards  were  not  met.  Because 
the  plaintiff  failed  to  present  any  evidence  to  rebut  this 
presumption,  the  court  held  that  the  hospital  complied 
with  the  standards  of  the  federal  and  state  statutes. 

— Brenda  T.  Strama,  JD,  Vinson  & Elkins,  Houston 

• W.C.W.  V Esther  Bird  and  Kenneth  Wetcher,  MD,  et  al 

The  Texas  Medical  Association  filed  an  amicus  curiae  (3) 
brief  in  this  case,  which  was  concluded  when  the  Texas 
Supreme  Court  lound  that  a mental  health  professional 
owes  no  professional  duty  of  care  to  a third  party  to  not 
negligently  misdiagnose  a condition  of  a patient.  The 
court  also  held  that  a privilege  exists  for  communication 
of  an  alleged  child  abuser’s  identity  in  the  course  of  a ju- 
dicial proceeding,  whether  or  not  the  accusation  was  neg- 
ligently made. 

The  case  began  when  B.W.,  the  mother  of  W.C.W.’s 
son,  took  the  child  to  the  clinic  of  Kenneth  Wetcher, 
MD,  where  the  boy  was  examined  by  psychologist  Es- 


ther Bird.  B.W  claimed  that  the  boy  had  indicated 
that  “daddy”  had  sexually  abused  him.  Ms  Bird  inter- 
viewed the  boy,  B.W,  and  her  common-law  husband. 
Ms  Bird  later  executed  an  affidavit  saying  that  she  con- 
cluded that  W.C.W.  had  sexually  abused  the  boy.  B.W. 
then  submitted  the  affidavit  to  the  family  district  court 
to  terminate  W.C.W.’s  custodial  rights,  and  the  Hous- 
ton Police  Department  filed  criminal  charges  against 
W.C.W.  However,  W.C.W.  retained  custody  of  the 
boy,  and  the  criminal  charges  were  dropped.  W.C.W. 
then  sued  Ms  Bird  and  Dr  Wetcher,  claiming  that  Ms 
Bird  owed  him  a duty  to  not  negligently  communicate 
to  others  a misdiagnosis  that  W.C.W.  had  sexually 
abused  his  son. 

The  court  granted  summary  judgment  for  Ms  Bird 
and  Dr  Wetcher,  but  W.C.W.  appealed  to  the  Court  of 
Appeals,  where  the  verdict  was  overturned  with  a hold- 
ing that  a psychologist  owed  a duty  to  a parent  of  a 
child  not  to  negligently  communicate  a misdiagnosis 
that  the  parent  had  sexually  abused  his  or  her  child. 

Ms  Bird  and  Dr  Wetcher  appealed  to  the  Supreme 
Court  of  Texas,  which  overturned  the  lower  court’s 
decision. 

In  its  amicus  brief,  TMA  argued  that: 

• The  Court  of  Appeals  erred  by  recognizing  a profes- 
sional duty  to  a nonpatient; 

• The  Court  of  Appeals  erred  by  providing  no 
specificity  to  the  purported  scope  of  the  duty;  and 

• It  is  sound  public  policy  to  encourage  Texas  physi- 
cians to  cooperate  with  the  proper  authorities  by  report- 
ing suspected  cases  of  child  abuse  without  fear  of  legal 
retribution  for  good  faith  reports. 

— Hugh  M.  Barton,  JD,  TMA  assistant  general  counsel 
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A hospital  so  advanced,  it  will  even 
make  you  feel  better. 


Medically  effective,  cost- 
effective:  Our  Circle  of 
Healing  model  delivers  the 
right  patient  care  at  the 
right  time. 


WELLNESS/ 

FITNESS 


INPATIEN 
REHABILITAmuin 


ACUTE  CARE 


SUBACUTE  CARE 


The  new  St.  Michael  Rehabilitation  Hospital  can  do 
wonders  for  youi‘  patients.  Not  to  mention  yom’  own  peace 
( )f  mind. 

Om-  ultra-modem  facility  is  a key  link  in  a therapeutic  model  we  call  the  St.  Michael 
Circle  of  Healing,  which  promotes  medically  effective,  cost-effective  recoveiy  by  deliver- 
ing the  right  patient  service  at  the  right  time.  Indeed,  this  is  a hospital  you  can  refer 
|)atients  to  with  the  utmost  confidence. 

Om’  therapies,  including  a unique  six-day-a-week  rehabilitative  progi-am  that  can 
reduce  patient  stays,  represent  the  latest  in  rehabilitation  medicine.  Om'  clinical  teams 
are  highly  trained  and  deeply  caring,  keeping  you  informed  via  detailed  biweekly 
patient  progi'ess  reports.  Even  the  design  of  om'  facility,  with  its  pleasing  landscape 
and  attractive  rooms,  lifts  the  spirit  and  the  senses. 

So,  for  quality  care  that  you  and  yom-  patients  will  feel  good  about,  look  to 

^ the  new  name  in  rehabilitation  medicine.  The  new  St.  Michael  Rehabilitation 

- 

^ Hospital.  For  an  infoi’mational  brochure, 

I call  the  hospital  administrator  at  /fl\  St.  Michael 

5 (903)  614-4286  or  1-800-293-1333.  ES  9 Rehabilitation 


Hospital 


2400  St.  Michael  Drive  / Texarkana,  TX  7550S 


INJURY/ 

ILLNESS 


...a  promise  to 
defend, . . 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 


FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 


Tommy  Love,  DO 

Adventurer  tries  to  solve  aviation  mystery 

R B K 1 H Ci  RAD  I)  , Associate  editor 


• n a summer  morning  in  1937,  Amelia  Earhart 
accelerated  her  Lockheed  lOE  Electra  along  a 
jungle-lined  runway  in  New  Guinea  for  the 
takeoff  that  would  begin  the  most  dangerous 
leg  of  her  flight  around  the  Equator  — and  vanished. 


More  than  a half-century  later,  probably  no  one  pon- 
ders her  mysterious  disappearance  with  greater  fascination 
than  Tommy  Love,  DO,  an  Abilene  emergency  medicine 
physician  and  an  expert  on  aviation  accidents.  He  and  a 
group  of  Earhart  theorists  have  reconstructed  her  last  in- 
air moments: 

In  the  predawn  hours  of 
July  2,  1937,  the  US  Coast 
Guard  vessel  standing  ready 
to  meet  Ms  Earhart  and 
navigator  Fred  Noonan  at 
their  next  pit  stop  before 
the  final  leg  ol  their  historic 
flight  picked  up  a few  puz- 
zling radio  calls.  To  save 
weight,  Ms  Earhart  had  re- 
moved an  antenna  and  con- 
sequently tuned  to  a fre- 
quency incapable  ol 
receiving  messages  from  the 
Coast  Guard. 

The  frustrated  Coast 
Guard  crew  heard  a puzzling 
dispatch  at  8:45.  “We  are  on 
the  line  157/337  ....  Will 
repeat  this  on  6210  ...  . We 
are  running  on  line.”  It  was 
the  last  they  heard  from  her. 

In  the  years  since,  her 
disappearance  has  become  a bizarre  conundrum  on  par 
with  folklore  about  the  Bermuda  Triangle  and  Bigfoot. 
Theories  and  improbable  explanations,  including  one  re- 
searcher’s assertion  that  the  two  were  kidnapped  by  the 
Japanese,  have  proliferated  more  wildly  than  the  jungle 


palmettos  that  swayed  in  the  breeze 
ol  Ms  Earhart’s  last  takeolf 

The  enigma  grew  in  part  because 
all  records  concerning  her  fatelul 
flight,  as  with  records  of  the  assassina- 
tion of  President  John  E Kennedy, 
were  sealed  by  the  US  government 
soon  after  her  disappearance  and  the 
olficial  investigation  of  it.  But  in  1987,  the  government 
made  those  records  available  to  the  public. 

Evidence  therein  suggests  that  low  fiiel  levels  forced  Ms 
Earhart  and  Mr  Noonan  to  veer  off  course  and  crash-land 
on  a sliver  of  dry  reef  on  the  remote,  uninhabited  South 

Pacific  island  of  Nikumaroro. 

The  evidence,  according 
to  Dr  Love,  also  indicates 
that  Ms  Earhart  and  Mr 
Noonan  could  have  been 
found  where  anyone  search- 
ing for  them  logically  should 
have  looked. 

Answering  an  SOS, 

50  years  later 

“A  lot  of  people  don’t  realize 
that  for  a period  of  3 to  4 
days,  she  broadcast  on  the  ra- 
dio, trying  to  describe  where 
she  was  so  that  people  could 
come  and  find  her,”  Dr  Love 
explained.  “There  were  dif- 
ferent radio  stations  through- 
out the  Pacific,  and  they  took 
bearings  on  which  direction 
that  signal  was  coming  from. 
Pan  American  Airways, 
which  owned  most  of  those 
radio  listening  posts,  presented  the  data  to  Navy  officials, 
who  said,  ‘No,  it’s  all  a hoax.’” 

Unheeded  by  the  Navy  and  silenced  with  her  death, 
Ms  Earhart’s  plaintive  call  transformed  into  a siren  song 
traveling  across  oceans  and  decades,  summoning  Dr  Love 


Tommy  Love,  DO,  Amelia  Earhart  buff,  with  a replica  model  of  a 
Vega.  This  is  not  the  plane  she  disappeared  in  but  one  she  used  to  set 
many  of  her  records. 
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to  try  what  others  had  failed  — to 
hnd  Amelia  Earhart. 

Dr  Love  belongs  to  and  serves  as 
physician  for  The  International 
Group  for  Historic  Aircraft  Recovery 
(TIGHAR).  Members  of  TIGHAR 
pieced  together  the  puzzle  after  por- 
ing over  the  unsealed  files,  conclud- 
ing that  Ms  Earhart  and  Mr  Noonan 


“Ifs  literally  in  the  middle 
of  nowhere.  It  took  6 days 
by  boat  from  the  Fiji  islands 
to  get  there.  ” 


died  on  the  tropical  Nikumaroro. 
They  also  believe  that  if  the  Navy 
had  simply  done  in  1937  what 
TIGHAR  did  in  1987  — used  a 
map  to  plot  her  probable  course  ac- 
cording to  the  signals  she  sent  out  af- 
ter crash-landing  — Amelia  Earhart 
and  Fred  Noonan  could  have  been 
located  and  rescued. 

Still,  without  proof,  a good  theory 
plus  50  cents  will  get  you  the  prover- 
bial cup  of  coffee.  Dr  Love  and  the 
other  members  of  TIGHAR  realized 
that  in  order  to  be  taken  seriously, 
they  would  have  to  journey  to  Niku- 
maroro and  bring  back  evidence. 

“It’s  literally  in  the  middle  of 
nowhere,”  Dr  Love  said,  with 
“nowhere”  meaning  somewhere  be- 
tween Hawaii  and  New  Guinea.  The 
tiny  desert  island  that  had  no  airstrip  to 
welcome  Amelia  Earhart  had  none  for 
TIGHAR  either.  “It  took  6 days  by 
boat  from  the  Fiji  islands  to  get  there.” 


The  discovery  of  objects  that  may 
have  been  pieces  of  her  plane,  cloth- 
ing, and  a bottle  cap  used  for  stom- 
ach medicine  she  was  taking  made 
the  trip  worth  it. 

And  while  few  people  consider  find- 
ing lost  footwear  to  be  one  of  their 
great  accomplishments.  Dr  Love  can 
boast  of  finding  fragments  of  a woman’s 
Blucher-style  Oxford,  size  9,  believed  to 
be  Ms  Earhart’s.  He  discovered  the 
fragments  when  a crab  scuttled  by  him, 
knocking  away  a camouflaging  leaf  His 
find  was  widely  reported  in  newspapers 
across  the  United  States. 

Treating  adventurers  and 
diagnosing  crashes 

With  the  enthusiasm  and  excitement 
of  TIGHAR’s  adventure  came  the 
more  mundane  considerations  of 
such  an  expedition.  The  voyage  to 
and  stay  on  Nikumaroro  presented 
Dr  Love,  in  particular,  with  chal- 
lenges aside  from  the  actual  search. 

“From  a medical  standpoint,  I 
would  have  anywhere  from  20  to  25 
people  there,”  he  said.  “And  the  clos- 
est medical  care  is  24  hours  away.” 

On  Nikumaroro,  the  temperature 
rises  to  120°  nearly  every  day,  the 
heat  alleviated  only  by  the  drying 
ocean  breezes.  That,  combined  with 
the  explorers’  use  of  hazardous  ma- 
chinery and  diving  equipment,  re- 
sulted in  the  potential  for  illness  and 
injury,  as  well  as  worry  for  Dr  Love. 
“A  little  cut  or  scratch  in  a tropical  en- 
vironment could  turn  into  a serious 
infection  in  no  time,”  he  explained.  “I 
tried  to  anticipate  that  with  a lot  of 
preventive  medicine  on  a daily  basis.  I 
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was  also  involved  with  prescreening 
people  to  make  sure  that  they  were 
healthy  enough  to  go  on  the  trip.” 

Much  in  Dr  Love’s  career  up  to 
that  point  had  prepared  him  for 
such  a task.  Born  in  Laramie,  Wyo, 
in  1947,  Dr  Love  did  not  decide  on 
medicine  as  a profession  until  his  ju- 
nior year  at  the  Air  Force  Academy 


The  discovery  of  objects 
that  may  have  been  pieces  of 
her  plane,  clothing,  and  a 
bottle  cap  used  for  stomach 
medicine  she  was  taking 
made  the  trip  worth  it. 


in  Colorado  Springs,  Colo,  where 
he’d  begun  pursuit  of  his  first  pas- 
sion — aviation. 

“I  became  the  student  manager  for 
the  ice  hockey  team,  and  the  team 
physician  didn’t  like  to  suture  people. 
Hockey  players  get  cut  a lot,  so  he 
showed  me  how  to  suture,  and  I would 
actually  suture  players  right  there  on 
the  bench.  From  that,  I went  on  to 
make  rounds  with  him.  Then  the  Air 
Force  Academy  developed  a premedi- 
cine program,  and  I entered  it.” 

He  began  mingling  his  two  loves 
— aviation  and  medicine  — before 
he  even  began  medical  training.  In 
the  year  before  he  enrolled  at  the 
Texas  College  of  Osteopathic  Medi- 
cine, he  went  to  the  Air  Force’s  Aero- 
space Medical  Research  Base  in  San 
Antonio  as  a research  assistant. 


Profile 


“1  participated  in  various  research 
projects  tor  the  Apollo  Space  Pro- 
gram, the  manned  orbiting  laborato- 
ry, and  developments  in  the  new 
high-speed  jet  fighters  — which  are 
now  old,  but  back  then  they  were  on 
the  cirawing  board,”  Dr  Love  re- 
called. “I  was  a researcher  and  a test 
subject.  It  was  fantastic.” 

The  Air  Force  sent  him  to  medical 
school,  and  he  did  not  leave  active 
duty  until  1986,  having  achieved  the 
rank  of  full  colonel.  “So  I got  called  up 
for  Desert  Storm  as  a reservist  because, 
by  then,  1 had  a lot  of  experience  in  in- 
vestigating aircraft  accidents  from  the 
medical  point  of  view.  1 was  sent  to  the 
theater  of  operations  to  look  into  some 
noncombat  losses  of  airplanes.” 

Once  Dr  Love  had  arrived  “in 
country,”  his  superiors  realized  his 
medical  degree  would  be  an  asset  as 
well.  “When  the  ground  war  was  go- 
ing to  break  out,  I was  sent  to  one  of 
the  frontline  hospitals,”  he  said,  de- 
scribing it  as  “a  1990s  MASH.” 

Reflecting  on  his  experiences  with 
the  Air  Force  and  TIGHAR,  he  said, 
“Look  at  my  military  career,  at  the 
things  I’ve  done  all  over  the  world. 
I’ve  always  been  an  adventurer.”  ★ 
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Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Texas'  leading  federal  crim- 
inal defense  attorneys,  Douglas  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  indi\-iduals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNabb  also 
represents  indi\  iduals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  arc  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail /wire  fraud  crimes,  en\'ironmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 


Mr.  McNabb  has  been  involved  in  numerous  high  profile  cases  that  have  been  the 
subject  of  several  books  and  movies.  He  is  licensed  to  practice  before  the  U.S.  Supreme 
Court  and  other  federal  courts  throughout  the  United  States.  Mr.  McNabb  is  a member 
of  the  Houston  and  Federal  Bar  Associations,  State  Bar  of  Texas,  National  Association  of 
Criminal  Defense  Lawyers,  and  the  Texas  Criminal  Defense  Lawyers  Association.  Mr. 
McNabb's  offices  are  located  on  the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of 
downtown  Houston.  Phone  (713)  237-0011. 


Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 
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Reenergize  with  colleagues 
at  annual  session  in  Austin 


IOIN  YOUR  MEDICAL  COLLEAGUES 
from  around  the  state  for  excellent 
clinical  programs,  updates  on 
health-system  reform,  and  enjoy- 
able social  and  sports  events  at  Texas 
Medical  Association’s  127th  Annual 
Session  May  12-15  in  Austin. 

Theme  for  this  year’s  session  is  “In- 
terlink for  Patient  Care,”  emphasizing 
the  value  of  improving  patient  care 


through  interspecialty  dialogue.  At 
right  is  a partial  calendar  of  the  meet- 
ing’s events,  which  include  sessions  of 
the  TMA  House  of  Delegates. 

Highlights  include  Thursday  af- 
ternoon’s panel  discussion  on  health- 
system  reform,  focusing  on  the  bat- 
tles in  Congress  and  the  Texas 
perspective,  and  a panel  session  Fri- 
day afternoon  on  managed  care  ex- 
ploring market  forces,  government 
regulations,  and  developing  physi- 
cian networks. 

A joint  installation  and  reception 
Friday  evening  honors  incoming 
TMA  President  Betty  P.  Stephenson, 
MD,  Houston,  and  incoming  TMA 
Alliance  President  Beverlee  Herd, 
Fort  Worth. 

Scientific  programs  offer  more 
than  225  hours  of  Category  1 con- 
tinuing medical  education  (CME). 
The  TMA  Library  is  sponsoring  a 


Thursday,  May  1 2 

8-9:30  am 

House  of  Delegates 

8 am-noon 

Basic  cardiac  life  support 

8 am-5  pm 

Texas  Academy  of  Family 
Physicians 

1 0 am- 1 pm 

Reference  committees 

Symposia 

Emergency  medicine  (9-1) 
Medicine  and  the  law 
(9:30-12:30) 

I ;30— 4 pm 

General  session:  updare  on 
health-system  reform 

1-5  pm 

Advanced  cardiac  life 
support 

After  6 pm 

Alumni  events 
County  medical  society 
receptions 

Specialty  society  functions 

Friday,  May  1 3 

8 am-5  pm 

Advanced  cardiac  life 
support  (continued) 

9 am-noon;  2-5  pm 

House  of  Delegates 

Scientific  sections 
(9  am-noon;  2-5  pm) 

Digestive  diseases 
Diseases  of  the  chest 
Endocrinology 
Family  practice  (8-5) 
Internal  medicine 
(9— noon; 1—4) 
Neurological  surgery 
(8:30-noon;  1:30-5) 
Obstetrics  and  gynecology 
Occupational  medicine 
(9-noon;  1-5) 
Ophthalmology  (8: 1 5-5) 
Otolaryngology 


Plastic,  reconstructive,  and 
maxillofacial  surgery 
(8-4:40) 

Psychiatry 
Public  health 

Surgery  (8:30-11:30;  2-5) 

Symposia 

Cancer  (2—5) 

Occupational  hazards  to 
physicians:  viruses,  vio- 
lence, and  sex  (2-5) 

Pain  (1-5) 

Physicians  and  the 

environment  (1-5:15) 
Rheumatic  diseases  (2—5) 
Sports  medicine  (8-1 1:30) 

Specialty  societies 

Texas  Dermatological 
Society  ( 1 :30— 5) 

Texas  Orthopaedic  Associa- 
tion/Texas Society  of 
Sports  Medicine  (1:30-5) 

2- 5  pm 

Risk  management  workshop 

3- 4:45  pm 

General  session:  managing 
managed  care 

5:15-7  pm 

TMA/TMAA  presidents’ 
installation  and  reception 

8 pm-midnight 

TMA/TMAA  benefit  gala 
for  Shots  Across  Texas 

Saturday,  May  14 

7 am 

Fun  run 

8 am-noon 

Advanced  cardiac  life 
support  (continued) 

Specialty  societies 

Texas  Pediatric  Surgeons 
(11-3) 

Texas  Dermatological 
Society  (8:30-5) 

Texas  Orthopaedic 

Association  (1:45-3:45) 


Texas  Society  of 

Anesthesiologists  (8—5) 

Scientific  sections 

Allergy,  asthma,  and  clinical  im- 
munology (8-noon;  1-3:30) 
Colon  and  rectal  surgery 
(9-12:30) 

Neurological  surgery  (9:30-1 1) 
Neurology  (9-5) 

Nuclear  medicine  (8: 15-noon) 
Oncology  (9-noon) 
Ophthalmology  (8—5) 
Otolaryngology  (9— noon) 
Pathology  (8:30—12:30) 
Pediatrics  (9—5) 

Joint  session:  occupational 
medicine,  physical  medi- 
cine, and  rehabilitation, 
Texas  Orthopaedic 
Association  (8-noon) 
Plastic,  reconstructive,  and 
maxillofacial  surgery  (8-2:30) 

9 am-noon 

Workshop  on  new  perspec- 
tives in  adolescent  health 

2-6  pm 

Grateful  Med  course 

Symposia 

Addictions  (9-noon;  2-4) 
Cardiovascular  diseases  (9-5) 
Geriatrics  (8:30-1 1:45;  1-5) 
Transfusion  medicine  (2-5) 

Delegate  sections 

Hospital  Medical  Staff 
(8-noon) 

Medical  Student  (9-noon) 
Resident  Physician  (2-5) 
Young  Physician  (2-5) 

After  6 pm 

Alumni  events 
Specialty  society  functions 

Sunday,  May  1 5 

Impairment  evaluation 
under  workers’  compen- 
sation (8:30-5:30) 
(continued  on  Monday) 
Texas  Dermatological 
Society  (8-noon) 


44 


TEXAS  MEDICINE  ★ APRIL  1994 


hcdicirte’sView 


hands-on  CME  Resource  Center  in 
the  exhibit  hall  odering  CME  credit 
for  educational  programs  in  a variety 
of  formats,  including  software  pro- 
grams, videotapes,  and  audiopages. 

The  exhibit  hall  is  open  Thursday 
and  Eriday  from  8 am  to  3:30  pm 
and  Saturday  from  8 am  to  2:30  pm. 

This  is  the  first  time  in  28  years 
that  annual  session  has  been  held  in 
the  state’s  capital.  Plenty  of  entertain- 
ing social  and  sports  events  are 
planned,  including  a TMA/TMAA 
benefit  gala  for  the  Shots  Across 
Texas  immunization  project. 

A registration  form  is  on  p 50.  Eor 
more  information,  contact  TMA’s  an- 
nual session  and  meeting  management 
department  at  (800)  880-1300,  ext 
1452,  or  (512)  370-1452. 


Kick  up  your  heels 
for  Texas  kids 


Get  ready  to  kick  up  your 
heels  for  a good  cause  at  a benefit 
gala  Friday,  May  13,  for  the 
Shots  Across  Texas  immuniza- 
tion project.  Sure  to  be  the  memo- 
rable event  of  this  year’s  annual  ses- 
sion, the  gala  is  sponsored  by  TMA, 
the  TMA  Alliance,  and  the  TMA 
Health  Education  and  Research  Foun- 
dation. 

Chefs  will  rustle  up  a gourmet 
Hill  Country  dinner,  and  Rick  Trevi- 
no, a rising  Texas  star  on  the  country 
western  scene,  will  entertain.  Henry 
(“the  Fonz”)  Winkler,  honorary 
chairman  of  the  board  of  Children’s 
Action  Network,  a national  immu- 
nization coalition,  has  been  invited. 


Governor  Ann  Richards,  honorary 
chairman  of  Shots  Across  Texas,  is 
expected  to  attend. 

A silent  auction  featuring  original 
artwork,  jewelry,  and  weekend  get- 
aways will  add  to  the  fun.  Proceeds 
from  the  gala  will  benefit  the  Shots 
Across  Texas  program  initiated  by  the 
Texas  Department  of  Health  to  en- 
sure that  Texas  children  are  immu- 
nized at  the  appropriate  age.  TMA 
and  the  TMA  Alliance  have  strongly 
supported  the  program  during  the 
past  year. 

The  gala  begins  at  8 pm  and  will 
be  held  in  the  Texas  Ballroom  at  the 
Hyatt  Regency  Austin.  Tickets  are 
$75  a person  ($25  is  tax-deductible) 
and  can  be  reserved  on  your  annual 
session  registration  form.  For  more 
information,  call  (800)  880-1300, 
ext  1486,  or  (512)  370-1486. 


Alliance  convention  is 
educational,  entertaining 

Iiz  Carpenter,  author  and 
former  press  secretary  to  Presi- 
dent Lyndon  Johnson,  will  bring 
her  quick  wit  and  keen  insight  to 
the  awards  dinner  of  the  TMA  Al- 
liance 76th  Convention.  Outstand- 
ing county  programs  and  projects 
implemented  during  1993—1994 
will  be  recognized  at  the  dinner 
Thursday,  May  12,  at  the  Omni  Ho- 
tel in  Austin. 

Theme  for  this  year’s  convention  is 
“The  Power  of  Partnership,”  reflecting 
increased  efforts  by  physicians  and 
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their  spouses  to  unite  for  a voice  in 
health-system  reform.  Incoming  Al- 
liance President  Beverlee  Herd,  Fort 
Worth,  will  be  honored  Friday 
evening.  May  13,  during  the  first-ever 
joint  TMA/TMAA  installation  and 
reception. 

Other  convention  highlights 
include; 

• “The  Power  of  Communication: 
What  Successful  People  Know,”  a 
seminar  presented  by  John  Daly,  a 
professor  of  communications  and 
business  at  The  University  of 
Texas  at  Austin,  d’hursday; 

• A seminar  on  asset  protection  and 
retirement  and  estate  planning 
presented  by  Howard  Rochestie  of 
Mercer,  d’hursday; 

• A session  on  antique  and  contem- 
porary silver  with  Michele  Howe, 
Thursday; 

• A 2-hour  political  action  seminar 
presented  by  Michael  Sheehan,  a 
consultant  to  the  American  Med- 
ical Association  Political  Action 
Committee,  and  Kim  Ross,  direc- 
tor of  the  I’MA  public  affairs  di- 
vision, Friday;  and 

• A new  “Issues  and  Answers”  ses- 
sion preceding  the  House  of  Dele- 
gates meeting  to  inform  all  mem- 
bers about  alliance  concerns  and 
upcoming  activities. 

Esther’s  Follies,  an  Austin  live 
comedy  troupe,  will  entertain  during 
the  luncheon  on  Friday.  Special  tours 
on  Saturday  include  private  shopping 
at  Neiman-Marcus  Last  Call;  the 
Governor’s  Mansion  and  Capitol  Ex- 
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tension;  West  Sixth  Street  antique 
stores,  galleries,  and  restaurants;  and 
The  University  of  Texas  M.  Archer 
Huntington  Art  Museum. 

For  registration  and  ticket  infor- 
mation, see  TMA’s  advance  program 
or  contact  the  alliance  at  (800)  880- 

1300,  ext  1328/1329/1331. 

TMA-led  task  force  to  study 
primary  care  education 

A TASK  FORCE  APPOINTED 
to  study  ways  to  increase  the 
number  of  primary  care  physi- 
cians in  Texas  held  its  first  meet- 
ing this  March  in  Austin. 

TMA’s  Special  Committee  on  Pri- 
mary Care,  chaired  by  TMA  Presi- 
dent Robert  M.  Tenery,  Jr,  MD,  is 
composed  of  representatives  from 
TMA,  eight  Texas  medical  schools, 
and  several  specialty  societies. 

Dr  Tenery  says  the  committee  is 
designed  to  give  physicians  a leading 
role  in  the  formulation  of  policy  on 
primary  care  education. 

“There  was  a great  deal  of  concern 
that  we  were  going  to  have  the  alloca- 
tion of  physicians  — how  many 
would  become  specialists  and  how 
many  would  be  forced  into  primary 
care  — legislated  to  us  by  people  who 
had  no  concept  whatsoever  of  the 
health-care  needs  of  the  patients,”  he 
said.  “By  forming  this  task  force,  the 
physicians  of  Texas  hope  to  be  able  to 
determine  their  own  future  and  the 
future  of  their  profession.” 

Dr  Tenery  adds  that  numerical 
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goals  such  as  a 50-50  or  45-55  mix  of 
specialists  to  primary  care  may  not 
necessarily  be  the  answer.  “It  may  be 
much  more  complex  than  that,”  he 
said.  “It  may  be  part  of  a larger  ques- 
tion of  how  health  care  is  delivered  in 
the  inner  cities  and  the  rural  areas.” 

TMA  committee  members  include 
Dr  Tenery;  President-Elect  Betty  P. 
Stephenson,  MD,  vice  chairman;  James 
J.  Rohack,  MD,  chairman,  Council  on 
Medical  Education;  Fred  F.  Castrow, 
MD,  chairman.  Council  on  Legisla- 
tion; and  Robert  L.  Donald,  MD, 
chairman.  Council  on  Socioeconomics. 

Representing  the  medical  schools 
are  Thomas  N.  James,  MD,  president. 
The  University  of  Texas  Medical 
Branch,  Galveston;  M.  David  Low, 
MD,  president.  The  University  of 
Texas  Health  Science  Center,  Houston; 
John  P.  Howe  III,  MD,  president.  The 
University  of  Texas  Health  Science 
Center,  San  Antonio;  C.  Kern  Wilden- 
thal,  MD,  president.  The  University  of 
Texas  Southwestern  Medical  Center; 
William  Butler,  MD,  president,  Baylor 
College  of  Medicine;  Richard  A.  De- 
Vaul,  MD,  dean,  Texas  A&M  Univer- 
sity Health  Science  Center;  Bernhard 
T.  Mittemayer,  MD,  vice  president  and 
provost,  Texas  Tech  University  Health 
Sciences  Center;  and  David  M. 
Richards,  DO,  president.  University  of 
North  Texas  Health  Science  Center. 

Specialty  society  representatives  are 
Brian  Knight,  DO,  Texas  Osteopathic 
Medicine  Association;  A.  Bryan  Spires 
Jr,  MD,  Texas  Society  of  Internal  Med- 
icine; Robert  E.  Meyers,  MD,  Texas 
Pediatric  Society;  Jimmy  R.  Randles, 
MD,  Texas  Academy  of  Family  Physi- 
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cians;  Joseph  Sakakini,  Ml),  Texas  As- 
sociation ol  Obstetricians  and  Gyne- 
cologists; and  C.  Mike  Franz,  DO, 
Texas  Chapter  ot  American  College  of 
Osteopathic  Physicians. 

Dr  Tenery  says  the  committee’s 
goal  is  to  be  able  to  recommend  a 
plan  for  increasing  the  number  of 
primary  care  physicians  to  the  Texas 
Legislature  in  January  1995. 

Shots  fever  rising  in  East  Texas 

HE  East  Texas  town  of 
Tyler  is  becoming  a model  of 
diligence  and  ingenuity  in  the 
Shots  Across  Texas  immuniza- 
tion campaign. 

The  Smith  County  Medical  Soci- 
ety Alliance  immunization  chairman, 
Donna  Freeman,  helped  put  together 
a coalition  of  more  than  10  organiza- 
tions whose  goal  is  to  dramatically 
improve  the  immunization  rate  of 
Smith  County  children  under  age  2. 

The  coalition  is  targeting  the 
week  of  April  23  for  an  immuniza- 
tion drive  to  coincide  with  the  Texas 
Department  of  Health’s  statewide  ef- 
fort. Free  immunizations  will  be  giv- 
en at  four  special  locations  during 
the  weeklong  drive:  two  in  schools, 
one  at  the  health  department,  and 
one  in  a city  park. 

Nurses,  nursing  students,  and  al- 
liance members  will  administer  im- 
munizations, with  physicians  on 
hand  for  counsel.  Alliance  members 
also  will  provide  clerical  assistance. 

The  coalition  has  spread  the  word 
about  the  immunization  drive  by  dis- 


tributing information  at  health  fairs, 
preparing  media  kits  in  conjunction 
with  Fhe  University  of  Fexas  at  d’yler 
Health  Center,  inserting  notices  in 
gas  company  bills,  and  even  home 
delivery  of  information  by  students 
and  survey  teams. 

To  help  get  the  message  to  Smith 
County  children  and  their  parents, 
the  coalition  created  a spokesperson 
named  Immy,  who  is  decked  out  in 
red  boots  and  appears  on  all  its  print- 
ed materials,  which  are  written  in 
English  and  Spanish.  His  slogan  is  “1 
got  mine  — now  you  get  yours  — 
then  we’ll  all  be  OK!” 

National  conference 
looks  at  RBRVS 


Medicine’s  concerns 
about  the  spread  of  the  re- 
source-based  relative  value  sys- 
tem (RBRVS)  will  be  ad- 
dressed in  a special  American 
Medical  Association  conference 
planned  for  May  5—6  in  Chicago. 

Titled  “Physician  Payment  and 
the  RBRVS:  Choice,  Fee-for-Service, 
and  Health-System  Reform,”  the 
conference  will  cover  use  of  RBRVS 
as  a new  approach  to  fee-for-service; 
the  role  of  RBRVS  in  health-system 
reform;  current  status  and  future 
plans  for  Medicare  RBRVS;  how  and 
why  private  payors  are  using  RBRVS; 
and  how  managed  care  plans  are  us- 
ing RBRVS. 

Reservations  for  the  conference 
are  due  by  April  14.  Call  (800)  621- 
8335  for  information. 


Improve  yourphoneside 
manner 


IF  A N Y T H 1 N C IRRITATES 
patients  more  than  being  put  on 
hold,  it’s  having  to  listen  to  boring 
canned  music  or  dead  air  while 
they  wait.  Your  phoneside  manner 
may  be  as  important  as  your  bedside 
manner  in  building  a strong  physi- 
cian-patient relationship. 

Premier  Communications,  a new 
TMA-endorsed  vendor,  can  help  you 
let  your  patients  know  you  care  about 
them  even  while  they’re  holding  for 
you.  The  company  develops  cus- 
tomized on-hold  broadcast  systems  for 
physicians’  offices.  Your  on-hold  mes- 
sage can  inform  patients  about  office 
hours,  the  importance  of  following 
your  instructions,  new  medical  proce- 
dures, and  other  issues  of  interest. 

For  more  information,  call  Pre- 
mier Communications  at  (800)  580- 
9224,  or  (512)  328-9224  in  Austin. 

Volunteers  needed  for 
trip  to  China 

General  p r a c t if  i o n e r s , 
internists,  surgeons,  ophthal- 
mologists, obstetricians,  gyne- 
cologists, cardiologists,  and  oth- 
er health  practitioners  are  being 
recruited  by  the  Christian  Medical 
Association  (CMA)  to  provide  free 
health  services  for  its  China  Project, 
September  10-25,  1994. 

Volunteer  medical  teams  will  help 
10  village  clinics  a day  and  refer  peo- 
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pie  for  surgery  and  follow-up  in  local 
hospitals.  Teams  also  will  visit  Bei- 
jing and  Shanghai  hospitals  during 
the  trip. 

CMA  has  conducted  short-term 
medical  missions  for  30  years.  This  is 
the  first  time  China’s  communist 
government  has  invited  the  organiza- 
tion to  visit  that  country.  For  more 
information  or  to  donate  funds  for 
medicine,  contact  CMA,  PO  Box 
3501,  Seal  Beach,  CA  90740;  tele- 
phone (310)  592-3791. 


Startings  Expandings 
Acquiring  a Practice? 

Over  55^000  Doctors  Financed  Since  1975 

Whatever  your  needs,  you  may  qualify  with  FiPSC  for  credit  to 
finance  new  equipment,  leasehold  improvements,  working  capital, 
and  merchandise  contracts.  And  if  you're  looking  to  acquire  a 
practice,  we  can  fund  up  to  50%  of  the  purchase  price  at  competitive 
fixed  interest  rates  (no  "points",  variables,  or  hidden  fees.) 

Our  ecjuipment  lease  is  open-ended:  add  as  your  practice  grows. 

We  offer  many  innovative  custom  plans,  all  geared  to  cash  flow, 
with  tax  benefits.  Lease  or  loan,  up  to  72  months. 

To  stay  close  to  our  customers,  we  fund  and  service  all  of  our 
accounts  in-house.  Call  us.  We've  financed  over  55,000  doctors. 

We'd  love  to  do  your  office. 


luuovative  Financing 

for  Healthcare  Professionals 

470  Atlantic  Avenue,  Boston,  MA  02210 

1-800-225-2488  Fax:  1-800-526-0259 


Physician  needed  for 
editorial  committee 


A PHYSICIAN  IS  NEEDED  TO 
fill  an  immediate  vacancy  on  the 
Texas  Medicine  editorial  com- 
mittee. The  l4-member  com- 
: mittee,  which  meets  twice  a year,  sets 
: broad  policies  for  Texas  Medicine  and 
: reviews  clinical  articles  submitted  for 
: publication  in  the  Journal  section  of 
: the  magazine. 

: The  new  editorial  committee 

: member  will  complete  2 years  of  a 3- 
: year  term  and  then  be  eligible  for 
• reappointment  to  a 3-year  term.  If 
: you’re  interested  in  applying  for  the 
: position,  please  send  a curriculum  vi- 
• tae  to  Kathy  Trombatore,  executive 
: editor  of  Texas  Medicine,  401  W 
j 1 5th  St,  Austin,  TX  78701-1680;  fax 

j (512)  370-1632.  ★ 


HEALTHCARE  REFORM 
WHAT  YOU'RE  NOT  BEING  TOLD 


Once  Global  Budgets  are 
adopted;  Once  RBRVS  is  fully 
phased  in;  Once  Health  Alliances 
are  created  - What  Happens  to 
Your  Bottom  Line?  Government 
studies  estimate  physician 
incomes  dropping  substantially: 


General  Surgery  -44% 

Ophthalmology  -58% 

Orthopedic  Surgery  -54% 

Internal  Medicine  -13% 

Cardiovascular  -51% 


These  net  income  changes  will 
happen  with  or  without 
healthcare  reform. 


This  book  provides  a different 
perspective  to  understanding 
healthcare  reform: 

• Understanding  the  Physician 
Population  • The  Planned 
Elimination  of  200,000  (50%) 
Pl^ician  Specialists  • The  Impact 
of  the  Universal  Adoption  of 
RBRVS  on  Your  Practice  • The 
Political  Environment  • Clinton's 
Package  • The  Republican  Package 

• What  Happens  Next  • Making 
Decisions  about  HMOs,  MSOs, 
PHOs,  Mergers,  Clinics  Without 
Walls  and  Hospital  Affiliation 
Arrangements  • Planning 


You  cannot  make  decisions  without  knowing  this.  Send  $120; 

Mark  T.  Bower  CPA,  555  N.  Carancahua,  Suite  903, 
Corpus  Christi,  Texas  78478. 
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CLARITIN* 
brand  of  loraladina 
TABLETS 

Long-Acting  Antihlstamino 
BRIEF  SUMMARY 

(For  lull  Prescribing  Inlormation,  see  package  insert.) 

INDICATIONS  AND  USAGE 

CLARITIN  Tablets  are  indicated  lor  the  relief  of  nasal  and  non-nasal  syrttptoms  of  seasonal  allergic  rhinitis. 

CONTRAINDICATIONS 

CLARITIN  Tablets  are  contraindicated  in  patients  who  are  hypersensitive  to  this  medication  or  to  any  of  its  ingredients 
PRECAUTIONS 

General  Patients  with  liver  impairment  should  be  given  a lower  initial  dose  (10  mg  every  other  day)  because  they  have  reduced 
clearance  of  CLARITIN  Tablets 

OruQ  Interactions;  The  coadministration  of  a single  20  mg  dose  of  CLARITIN  Tablets  (double  the  recommended  daily  dose)  and 
a 200  mg  dose  of  ketocona^ole  twice  daily  to  12  subjects  resulted  in  increased  plasma  concentrations  of  loratadine  (i80% 
increase  in  AU(^)  and  its  active  metabolite,  oescarboethoxyloraladine  (56%  increase  in  AUC).  However,  no  related  changes  were 
noted  in  the  OTc  on  ECGs  taken  at  2. 6,  and  24  hours  after  the  coadministration  of  loratadine  and  ketoconazole  Also,  there  were 
no  significant  differences  in  clinical  adverse  events  between  CLARITIN  Tablet  groups  with  or  without  ketoconazole 
Other  drugs  known  to  inhibit  hepatic  metabolism  should  be  coadministered  with  caution  until  definitive  interaction  studies 
can  be  completed  The  number  of  subjects  who  concomitantly  received  macrolide  antibiotics,  cimetidme.  ranitidine,  or  theo- 
phylline along  with  CLARITIN  Tablets  in  controlled  clinical  trials  is  too  small  to  rule  out  possible  drug-drug  interactions.  There 
does  not  appear  to  be  an  increase  in  adverse  events  in  subjects  who  received  oral  contraceptives  and  CLARITIN  Tablets  com- 
pared to  placebo 

Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility:  In  an  18-month  oncogenicity  study  in  mice  and  a 2-year  study  in 
rats,  loratadine  was  administered  m the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg/kg  (rats)  In  the  carcinogenicity  studies, 
pharmacokinetic  assessments  were  earned  out  to  determine  animal  exposure  to  the  drug  AUC  data  demonstrated  that  the  expo  - 
sure  of  mice  given  40  mg/kg  of  loratadine  was  36  (loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
10  mg/day  Exposure  of  rats  given  25  mgykg  of  loratadine  was  28  (loratadine)  and  67  (active  metabolite)  times  higher  than  a 
human  given  10  mg/day  Male  mice  given  40  mg/kg  had  a significantly  higher  incidence  of  hepatocellular  tumors  (combined 
adenomas  and  carcinomas)  than  concurrent  controfs  In  rats,  a significantly  higher  incidence  of  hepatocellular  tumors  (com- 
bined adenomas  and  carcinomas)  was  observed  in  males  given  10  mg/kg  and  males  and  females  given  25  mg/kg  The  clinical 
significance  of  these  findings  during  long-term  use  of  CLARITIN  Tablets  is  not  known 
In  muta^nicity  studies,  there  was  no  evidence  of  mutagenic  potential  in  reverse  (AMES)  or  forward  point  mutation 
(CHO-HGPffT ) assays,  or  in  the  assay  for  ONA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay)  or  in  two  assays  for 
chromosomal  aberrations  (Human  Peripheral  Blood  Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay).  In  the  Mouse  Lymphoma  Assay,  a positive  finding  occurred  in  the  nonactivated  but  not  the  activated 
phase  of  the  study 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induction  in  the  mouse  at  40  mg/kg  and  rat  at  25  mg/kg,  but 
not  at  lower  doses 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rales,  occurred  at  approximately  64  mg/kg  and  was 
reversible  with  cessation  of  dosmg  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction  m the  rat  at  doses  of 
approximately  24  mg/kg 

Pregnancy  Category  8 There  was  no  evidence  of  animal  teratogenicity  m studies  performed  in  rats  and  rabbits  There  are,  how- 
ever. no  adequate  and  well-controlled  studies  in  pregnant  women  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  CLARITIN  Tablets  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxyloratadine.  pass  easily  into  breast  milk  and  achieve  concentra- 
tions that  are  equivalent  to  plasma  levels  with  an  ratio  of  1 17  and  0 85  for  the  parent  and  active  metabolite, 

respectively  Following  a single  oral  dose  of  40  mg.  a small  amount  of  loratadine  and  me’taboiite  was  excreted  into  the  breast 
milk  (approximately  0 03%  of  40  mg  over  48  hours).  A decision  should  be  made  whether  to  discontinue  nursing  or  to  discon- 
tinue the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother  Caution  s(rould  be  exercised  when  (^LARITIN 
Tablets  are  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  years  have  not  been  established 
ADVERSE  REACTIONS 

Approximately  90,000  patients  received  CLARITIN  Tablets  10  mg  once  daily  in  controlled  and  uncontrolled  studies.  Placebo- 
controlled  clinical  trials  at  the  recommended  dose  of  10  mq  once  a day  varied  from  2 weeks'  to  6 months'  duration  The  rate  of 
premature  withdrawal  from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo  groups 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

10  mg  QO 
n = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFENADINE 

60  mg  BIO 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

DryMouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significantly  based  on  age,  sex,  or  race,  although  the  number  of  non -white  sub- 
jects was  relatively  small. 

In  addition  to  those  adverse  events  reported  above,  the  following  adverse  events  have  been  reported  in  2%  or  fewer  patients 
Autonomic  Nervous  System  Altered  salivation,  increased  sweating,  altered  lacrimation,  hypoesthesia,  impotence,  thirst,  flushing 
Body  As  A Whole  Conjunctivitis,  blurred  vision,  earache,  eye  pain,  tinnitus,  asthenia,  weight  gam,  back  pain,  leg  cramps, 
malaise,  chest  pain,  rigors,  fever,  aggravated  allergy,  upper  respiratory  infection,  angioneurotic  edema. 

Cardiovescular System  Hypotension,  hypertension,  palpitations,  syncope,  tachycardia 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  blepharospasm,  paresthesia,  dizziness,  migraine,  tremor,  vertigo, 
dysphonia. 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomiting,  flatulence,  gastritis,  constipation,  diarrhea,  altered  taste, 
increased  appetite,  anorexia,  dyspepsia,  stomatitis,  toothache. 

Musculoskeletal  System  Arthralgia,  myalgia 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paroniria,  amnesia,  impaired  concentration,  confusion,  decreased  libido, 
nervousness 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhea,  vaginitis. 

Respiratory  System  Nasal  dryness,  epistaxis,  pharyngitis,  dyspnea,  nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis, 
sneezing,  bronchospasm,  bronchitis,  laryngitis. 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  pruritus,  photosensitivity  reaction,  purpura 
Urinary  System  Urinary  discoloration,  altered  micturition 

In  adoition.  the  following  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  of  loratadine 
peripheral  edema,  abnormal  hepatic  function,  including  jaundice,  hepatitis,  and  hepatic  necrosis,  alopecia,  seizures,  breast 
enlargement,  erythema  multiforme,  and  anaphylaxis 

OVERDOSAGE 

Somnolence,  tachycardia,  and  headache  have  been  reported  with  overdoses  greater  than  10  mg  (40  to  180  mg)  In  the  event  of 
overdosage,  genera!  symptomatic  and  supportive  measures  should  be  instituted  promptly  and  maintained  for  as  long  as  necessary 
Treatment  of  overdosage  would  reasonably  consist  of  emesis  (ipecac  syrup),  except  in  patients  with  impaired  consciousness, 
followed  by  the  administration  of  activated  charcoal  to  absorb  any  remaining  drug  If  vomiting  is  unsuccessful,  or  contra- 
indicated. gastric  lavage  should  be  performed  with  normal  saline,  saline  cathartics  may  also  be  of  value  for  rapid  dilution  of 
bowel  contents  Loratadine  is  not  eliminated  by  hemodialysis.  It  is  not  known  it  loratadine  is  eliminated  by  peritoneal  dialysis 
Oral  LO50  values  for  loratadine  were  greater  than  500()  mg/kg  in  rats  and  mice.  Doses  as  high  as  10  times  the  recommended 
clinical  doses  showed  no  effects  in  rats,  mice,  and  monkeys. 
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Kick  up  your  heels 
for  our  liltle  Texans! 


on  your  glitziest  western  wear 
an^^ldle  up  lor  the  TM.A/TM.\A 
Benefit  Gala  lor  Shots  Across  Texas 
on  Friday,  May  1.3,  during  Annual 
Session  at  the  Hyatt  Regency  Austin. 
Chefs  will  rustle  up  a gourmet  Hill 
Country  dinner  at  8 p.in.  After  dinner, 
you  can  kick  up  your  heels  to  the 
music  of  rising  Texas  star  Rick 
Trevino. 

Proceeds  henefit  the  Shots  Across 
Texas  effort  initiated  by  the  Texas 
L)e])artment  of  Health  to  ensure  Texas 
children  arc  immunized  at  the  appro- 
priate age.  TM.A  and  T\L\A  have 
taken  active  leadership  roles  in  the 
Shots  Across  Texas  Coalition.  'Pickets 
are  $7,3  per  person. 

Call  (80(1)  880-1300,  P:xt.  I486  to 
reserve  your  tickets. 


Sponsored  by 

Texas  Medical  Association, 
Texas  Medical  Association  Alliance^ 
and  the  TMA  Foundation. 


Copyright  ® 1994,  Schering  Corporation,  Kenilworth,  NJ  07033. 
All  rights  reserved.  CR-869/1 7988301  2/94 


Reserve  your  tickets  now  by  calling  (800)  880-1300,  Ext.  1486. 


PHYSICIANS  CARING  FOR  TEXANS 


Tex 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 

401  WEST  15TH  STREET 
AUSTIN,  TEXAS  78701-1680 
FAX  #(512)  370-1635 


KEGISHtmON  FOKl 


(®)AraiiialSessi® 

INTERLINK  FOR  PATIENT  CARE 


127th  Annual  Session 
May  12-15,  1994 
Austin  Convention  Center 


Complete  registration  form  following  steps  1 through  9 and  return  by  mail  with  check  or  by  fax  (512)  370-1635  with  credit  card 
information.  Separate  checks/charges  are  required  for  benefit  gala  tickets.  Pick  up  tickets  and  badges  at  the  registration  area  in 
Austin  at  the  Convention  Center. 


iName 


Member  ID# 


(see  label) 


Address 


Citv 

State 

Zip 

Specialtv 

Phone# 

Fax# 

Please  check  all  applicable  spaces  below: 

'J  Physician 

J TMA  Councilor 

J 

TMA  Committee  Member 

□ 

Speaker 

□ MSS  Executive 

J 

RPS  Chairman 

J Intern/Resident/Fellow 

J TMA  Vice  Councilor 

J Chairman 

□ 

Scientific  Exhibitor 

Council 

□ 

RPS  Councilor 

J Medical  Student 

J TMA  Board  Member 

J 

TMA  Trustee 

□ 

Past  President 

□ MSS  Chapter 

3 

YPS  Chairman 

J TMA  Officer 

J Chairman 

J 

AMA  Member 

□ 

HMSS  Representative 

Officer 

3 

YPS  Governing  Board 

J TMA  Delegate 

□ TMA  Council  Member 

J 

AMA  Delegate 

□ 

TEXPAC 

□ MSS  Chairman 

3 

CMS  Officer 

J TMA  Alternate  Delegate 

J Chairman 

J 

AMA  Alternate  Delegate 

□ 

TEXPAC  300  Club 

□ RPS  Executive  Council 

Fee  Quantity  Subtotal 


O 

o 


o 

o 


Registration  Fees 

MEMBER 

0 

0 

NONMEMBER 

Speaker 

waived 

0 

TMA  Member's  Family 
(attach  names) 

waived 

0 

County  Medical  Society  Staff 
and  Family  (attach  names) 

waived 

0 

Physician 

$100 

Intern,  Resident,  Fellow 

$10 

Medical  Student 

$10 

Allied  Health  Personnel 

$10 

Approved  Visitor 

$50 

Nonmember's  family  over 
age  21  (attach  names) 

$10 

Wednesday,  May  11 

Golf  Tournament 

12:30  p.m.,  Austin  Countn/  Club 

$95 

Average  Score  or  Handicap 

Thursday,  May  12 

Basic  Cardiac  Life  Support 
for  Physicians 

$ 50 

8a.m.-noon,  Radisson  Hotel 
Must  register  prior  to  April  26. 
Advanced  Cardiac  Life  Support 
Provider  Course 

$225 

1-5  p.m.,  Radisson  Hotel 
Continued  Friday  & Saturday. 

Must  register  prior  to  April  26. 

Enclose  copy  of  front  & back 
of  BCLS  Course  C card. 

Saturday,  May  14 

Town  Lake  Fun  Run  0 0 

7 a.m.,  Four  Seasons 

Advance  Copy  of  Final  Program 
with  Presentation  Summaries 
and  Complete  Details 

(available  mid-April)  $ 7 


Q TOTAL  FEES  (Steps  1-7)  = 

□ Enclosed  is  my  check  for  $ 

Charge  to  my  □Visa  □ Mastercard  Amount  $_ 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

No  refunds  given  after  April  29. 


$ 

_ payable  to  TMA. 


TMA/TMAA  Benefit  Gala  for  Shots  Across  Texas 

with  Rick  Trevino,  Friday,  May  13,  8 p.m. -midnight,  Hyatt 
Regency.  Pick  up  tickets  by  5 p.m.  Thursday,  May  12. 

Seating  is  limited. 


$75  each  x (#) 


Benefit  Gala  Ticket  Total 


□ Enclosed  is  my  check  for  $ payable  to  Shots 

Across  Texas/HERF-TMA.  $25  per  ticket  is  tax  deductible. 

Charge  to  my  □ Visa  □ Mastercard  Amount  $ 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

No  refunds  given  after  April  29. 


Return  form,  registration  fees  and  benefit  gala  ticket  payment: 
to  TMA  Annual  Session,  401  West  1 5th  Street,  Austin,  TX 
78701-1680  OR  FAX  (512)  370-1635  with  credit  card  informati 


6. 


J Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  cor 
tact  you  to  discuss  your  needs.  We  cannot  assure  the  availability  of  disability 
assistance  without  prior  notification  of  need. 


©Medical  Student  Sponsorships; 

Help  make  it  possible  for  a medical  

student  to  participate  by  donating  $75,  $50  or  $25. 

Funds  will  be  used  to  defray  travel  and  housing  costs  for 
medical  students  through  the  Medical  Student  Section. 


Questions?  Call  TMA  Annual  Session  Department, 
(800)  880-1300,  Ext.  1451  or  1453. 


"1 


I Update  on  KEi|i- 

Thursday,  May  12  •'1:30 
Austin  Convention  Center  ^ 

Highlights 

4 The  Congressional  battle 
I ♦ Texas  perspect^^  ^ . 

^ ^ Future  prospecWjQ^aged  c 


AGED  Care 

Friday,  May  13  • 3-4:45  ftw 
Austin  CoNV^moN  Center 


AMA  Prudent 
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Introducing  the  T.  Rowe  Price 
Summit  Municipal  Funds.  Now  you 

can  earn  higher  tax-free  income  with- 
out sacrificing  service.  The  Summit 
Municipal  Funds  employ  a low-expense 
strategy  to  provide  higher  income, 
exempt  from  federal  taxes.* 

Unlike  other  low-expense  funds, 
there  are  no  a la  carte  fees  for  check- 
writing, exchanges,  and  redemptions. 

In  addition  to  these  services,  you'll 
also  receive  a quarterly  newsletter, 
plus  a single  consolidated  statement 
of  your  T.  Rowe  Price  investments. 

And,  you'll  have  access  to  highly 
trained  service  representatives,  who 
will  not  only  handle  your  transactions, 
but  also  provide  timely  information  on 
the  fixed-income  markets. 


Achieving  highei  tax-free  income 
through  lower  expenses 

The  Summit  Municipal 
Money  Market  Fund  combines 
the  advantages  of  federally  tax- 
free  income,  principal  safety, 
and  liquidity.** 


The  Summit  MuMcipal 
Intermediate  Fhnd  offers 
a tax-free  "middle  ground" 
between  a stable,  lower-yielding 
money  fund  and  a more  volatile, 
higher-yielding  long-term  fund. 
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36%  tax  rate 
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These  three  funds  are  part  of  a family 
of  new  low-expense  municipal  and 
income  funds  from  T.  Rowe  Price. 
These  funds  are  100%  no  load  with 
no  sales  charges  of  any  kind.  The 
minimum  Summit  Fund  investment 
is  $25,000. 

Call  24  hours  for  a 
Summit  Investment  Kit 

1-800-341-1209 


SMF021837 


The  Summit  Municipal 
Income  Fund  offers  the  long- 
term investor,  who  can  tolerate 
higher  risk,  an  opportunity  to 
maximize  tax-free  income. 
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YIELDS 

7.45% 

Tax-equivalent 
36%  tax  rate 
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Current  yield  as 
of  2/20/94 


0.5%.  3.2%.  and  2.6%  are  the  total  returns  for  the  three  months  since  inception  10/31/93  to  1/31/94  for  the  Summit  Municipal  Money  Market  Fund,  the  Summit 
Municipal  Intermediate  Fund,  and  the  Summit  Municipal  Income  Fund,  respectively.  These  figures  are  not  annualized,  and  include  changes  in  principal  value  and  reinvested  dividends. 
Total  renims  represent  past  performance.  Investment  return  and  principal  will  vary  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  *Some  income  may 
be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax.  **The  Money  Fund’s  yield  is  not  fixed  or  guaranteed  by  the  U.S.  Government  and  there  is  no  assurance  the 
Fund  will  be  able  to  maintain  a stable  $1.00  net  asset  value.  Yields  and  share  prices  of  bond  funds  will  vary  with  interest  rate  changes.  Request  a prospectus  with  more  complete  infor- 
mation, including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. 


Texas  Medicine 

A Publication  of  theT^xdiS  Medical  Association 

VO  LU  M E 90  NO.  4 
APRIL  1994 


Contents 

54  Pain  management  for  the  postoperative  patient 

Annette  H.  Bamberger,  MD;  Darrell  L.  Tanelian,  MD,  PhD; 
Kevin  Klein,  MD 

57  Musculoskeletal  Injury:  Diagnosis  and  treatment 
of  acute  scaphoid  fractures 

Dale  Funk,  MD;  Fred  G.  Corley,  MD 


60  Information  for  authors 


Tex 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Pain  management  for  the  postoperative  patient 


Studies  have  sho  wn  that  patients  often 
experience  siiboptimal  analgesia  in  the 
postoperative  period.  In  the  past  decade, 
a number  of  advances  have  been  made 
to  improve  patient  comfort  after  under- 
going surgery.  In  addition  to  the  obvious 
desirability  of  better  pain  control,  ade- 
quate postoperative  analgesia  may  de- 
crease the  incidence  of  cardiac  and  pul- 
monary complications.  Opioid 
ayialgesics  continue  to  be  the  main  class 
of  drugs  used  for  postoperative  analge- 
sia. However,  new  methods  and  routes 
of  administration,  including  patient- 
controlled  analgesia  and  epidural  and 
i?itrathecal  drug  administration,  are 
currently  being  used.  These  modalities, 
when  used  appropriately,  provide  better 
analgesia,  often  with  fewer  side  effects 
than  when  opiates  are  given  by  the  tra- 
ditional intramuscular  route. 


Dr  Bamberger,  assistant  professor;  Dr 
Tanelian,  associate  professor;  and  Dr  Klein, 
assistant  professor.  Department  of  Anesthesi- 
ology and  Pain  Management,  The  University 
of  Texas  Southwestern  Medical  Center  at 
Dallas.  Send  reprint  requests  to  Dr  Bamberg- 
er, Eugene  McDermott  Center  for  Pain  Man- 
agement, UT  Southwestern  Medical  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 

TX  75235-9031. 
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Annette  H.  Bamberger,  MD 
Darrell  L.  Tanelian,  MD,  PhD 
Kevin  Klein,  MD 


IN  the  past  decade, 
significant  advances  have  been 
made  in  managing  postoperative 
pain.  More  effective  ways  of  deliver- 
ing a variety  of  drugs  have  been  devel- 
oped. As  a result,  the  postoperative 
experience  for  many  surgical  patients 
has  become  less  traumatic.  Modern 
technology  and  pharmacology  allows 
postoperative  pain  to  be  managed 
safely  and  effectively  in  all  patients. 

Many  studies  have  shown  that  pa- 
tients often  receive  inadequate  postop- 
erative analgesia.  Review  of  the  litera- 
ture shows  that  30%  to  50%  of 
surgical  patients  experience  significant 
postoperative  pain  (1,2).  Various  fac- 
tors are  responsible  for  this  suboptimal 
pain  management.  Firstly,  the  tradi- 
tional approach  to  postsurgical  pain  has 
been  intramuscular  injection  of  fixed 
doses  of  opioids  on  a p.r.n.  schedule. 
However,  this  method  fails  to  take  into 
account  the  variability  in  individual 
analgesic  requirements.  Although  it 
simplifies  patient  management,  this 
method  may  result  in  over-  or  under- 
medication. Secondly,  excessive  con- 
cerns about  side  effects  and  misconcep- 
tions about  potential  drug  addiction 
may  cause  the  nursing  staff  to  withhold 
medication.  Thirdly,  delays  between  re- 
quest for  analgesics  and  actual  drug 
administration  will  inevitably  occur,  re- 
sulting in  prolonged  patient  discom- 
fort. Finally,  in  the  case  of  pediatric  pa- 
tients, the  fear  of  needles  may  prevent 
requests  for  analgesia. 

Apart  from  the  obvious  desirabili- 
ty of  alleviating  suffering,  sound 
physiologic  reasons  for  controlling 
postoperative  pain  exist.  Systemic  re- 
sponses to  pain  result  in  potentially 
deleterious  effects  on  a number  of  or- 
gan systems. 
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Pain  is  one  of  the  major  causes  of 
pulmonary  dysfunction  after  surgery 
(3).  Pain  from  thoracic  and  upper  ab- 
dominal surgery  leads  to  splinting 
with  reduced  functional  residual  and 
vital  capacities.  This,  together  with 
avoidance  of  deep  breathing  and 
coughing,  predisposes  to  atelectasis, 
retention  of  secretions,  pneumonia, 
infection,  and  hypoxemia. 

The  effects  of  pain  on  the  cardio- 
vascular system  are  especially  trou- 
bling in  patients  with  underlying 
heart  disease.  Catecholamine  release 
causes  tachycardia,  hypertension,  and 
a resultant  increase  in  myocardial 
oxygen  consumption.  This  increases 
the  risk  of  myocardial  infarction. 
Furthermore,  mobility  limitations 
due  to  pain  increase  risk  of  deep  ve- 
nous thrombosis. 

After  surgery,  the  increased  sym- 
pathetic tone  that  accompanies  pain 
causes  decreased  intestinal  motility, 
contributing  to  the  development  of 
nausea,  vomiting,  and  ileus.  Similar- 
ly, increased  sympathetic  activity  may 
cause  difficulty  voiding  and  even  uri- 
nary retention.  These  are  frequent 
postoperative  events  that  result  in 
prolonged  hospital  stays. 

The  goal  of  an  acute  postoperative 
pain  service  is  to  minimize  suffering 
and  to  avoid  the  harmful  physiologic 
consequences  of  pain.  Opiate  anal- 
gesics continue  to  be  the  mainstay  of 
postoperative  analgesia,  but  individu- 
alized routes  of  administration  and 
dosing  schedules  allow  optimization 
of  pain  management.  Opioids  given 
by  continuous  intravenous  infusion 
eliminate  the  wide  swings  in  plasma 
levels  seen  after  intramuscular  ad- 
ministration and  facilitate  titration  to 
individual  patient  needs.  However, 


the  risks  of  respiratory  depression 
mandate  close  monitoring  of  patients 
and  have  limited  the  use  of  this  prac- 
tice (4).  Patient-controlled  analgesia 
(PCA)  has  become  a widely  used 
technic|ue  for  managing  postsurgical 
pain,  rhe  PCA  pump  is  a device  that 
allows  patients  to  self-administer  a 
predetermined  dose  of  drug  by  press- 
ing a button.  A timer  in  the  pump 
limits  the  frequency  with  which  dos- 
es can  to  administered.  The  safety  of 
PCA  has  been  well  documented 
(5,6);  its  advantages  are  good  analge- 
sia, patient  autonomy,  avoidance  of 
intramuscular  injections,  and  elimi- 
nation of  lag  time  between  the  re- 
quest for  analgesia  and  its  delivery. 

An  increasingly  popular  alterna- 
tive to  intravenous  analgesics  is  the 
spinal  administtation  of  opiates,  giv- 
en as  a single  dose  or  by  continuous 
infusion,  into  either  the  intrathecal 
or  the  epidural  space.  Small  doses  of 
opioids  administered  spinally  cause 
profound  analgesia  without  disturb- 
ing normal  sensory  or  motor  func- 
tion. The  epidural  route  is  used  more 
frequently  than  the  intrathecal  be- 
cause catheters  can  be  left  in  place 
for  days  with  negligible  risk  of  infec- 
tion. Studies  have  shown  that  less 
drug  is  needed  to  produce  excellent 
analgesia  and  that  mortality,  infec- 
tion rate,  and  hospital  costs  are  sig- 
nificantly lower  in  patients  receiving 
epidural  analgesia  than  in  those  re- 
ceiving intramuscular  opiates  (7,8). 

All  patients  who  have  major 
surgery  on  the  thorax,  abdomen,  and 
lower  extremities  may  benefit  from 
postoperative  epidural  analgesia.  In 
our  experience,  patients  are  usually 
alert  and  can  comfortably  cooperate 
with  incentive  spitometry  within 


hours  of  thoracotomy  or  laparotomy. 
Futthetmore,  the  reduction  in  pain 
and  decreased  sedation  allow  both 
rapid  mobilization  with  a reduced 
risk  of  deep  vein  thrombosis  and  ear- 
lier rehabilitation.  This  is  particularly 
impressive  after  total  joint  replace- 
ment when  patients  can  participate 
in  physical  therapy  and  rehabilitation 
painlessly  within  a few  hours  after 
their  surgery. 

Contraindications  to  spinal  anal- 
gesia include  infections  at  the  site  of 
catheter  insertion,  septicemia,  and 
bleeding  diatheses.  Nevettheless,  pa- 
tients may  be  safely  anticoagulated 
during  surgery  after  catheter  inser- 
tion. In  one  series  of  patients  undet- 
going  vascular  surgery,  a combina- 
tion of  general  and  epidural 
anesthesia  with  postoperative  epidu- 
ral analgesia  proved  to  be  superior  to 
genetal  anesthesia  with  postoperative 
intramuscular  analgesia.  Patients  in 
the  epidural  group  had  a lower  inci- 
dence of  overall  complications,  graft 
failure,  and  thrombotic  events  of  the 
central  nervous  system  (9). 

Before  the  procedure,  the  benefits 
and  possible  complications  of 
epidural  analgesia  are  explained  to 
the  patient,  and  informed  consent  is 
obtained.  Catheters  are  inserted  into 
the  lumbar  epidural  space  in  the  op- 
erating toom.  This  is  usually  done 
while  the  patient  is  awake  to  facilitate 
positioning  for  catheter  insertion. 
Surgery  may  then  be  performed  with 
the  use  of  either  general  anesthesia  or 
epidural  anesthesia  with  local  anes- 
thetic agents  administered  through 
the  catheter.  The  choice  may  depend 
on  factors  such  as  the  duration  of 
surgery,  the  preferences  of  both  sur- 
geon and  patient,  and  the  nature  of 


the  surgery  itself.  In  cases  such  as  the 
woman  undergoing  elective  cesarean 
section  in  whom  risk  of  aspiration  is 
incteased  and  in  whom  drug  transfer 
to  the  fetus  is  a concern,  epidural 
anesthesia  offers  clear  advantages. 
Another  example  would  be  the  pa- 
tient with  asthma  in  whom  instru- 
mentation of  the  airway  is  best 
avoided  if  possible. 

Aftet  the  sutgery,  the  patient  is  as- 
sessed in  the  tecovery  toom.  If  the 
patient  is  awake,  an  epidutal  infusion 
of  opiate  is  started.  The  initial  dosage 
is  based  upon  the  patient’s  age, 
physical  condition,  and  the  surgical 
procedure.  Patients  who  have  had 
thoracic  and  upper  abdominal  proce- 
dures require  higher  opiate  doses 
than  do  patients  who  have  had 
surgery  of  the  lowet  extremities.  Old- 
er or  debilitated  patients  requite  low- 
er doses.  Patients  are  usually  given  an 
epidural  PCA  device  to  self-adminis- 
tet  additional  boluses  of  epidural 
opiates  at  preset  minimum  intervals 
if  necessary.  In  almost  all  cases,  this 
tesults  in  excellent  control  of  pain.  In 
some  cases,  dilute  concentrations  of 
local  anesthetic  agents  must  be  added 
to  the  epidural  infusion  of  opiate  to 
obtain  adequate  analgesia. 

Patients  should  be  evaluated  when 
they  return  to  theit  rooms  and  daily 
while  the  epidural  catheter  is  in 
place.  The  opiate  tequirement  usual- 
ly decreases  over  the  next  few  days, 
and  the  dose  is  adjusted  accordingly. 
The  catheter  is  generally  used  to  pro- 
vide analgesia  until  the  patient  is  able 
to  take  oral  analgesics.  A physician 
supervising  postoperative  pain  man- 
agement should  be  available  at  all 
times  to  attend  to  problems  or  make 
adjustments  in  dosage. 
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A serious  potential  complication 
ol  epidural  analgesia  is  respiratory 
depression,  which  usually  occurs 
within  the  first  24  hours  after  surgery 

(10) .  All  patients  who  receive  in- 
traspinal  opiates  should  have  their 
respiratory  rate  monitored  frequently 
(eg,  every  2 hours)  and  should  have 
pulse  oximetry  for  the  first  24  hours. 
These  patients  should  not  receive  ad- 
ditional opiates  by  other  routes  while 
receiving  epidural  opiates. 

If  the  above  recommendations  are 
followed,  these  patients  can  be  safely 
cared  for  in  a regular  hospital  ward 

(11) .  In  one  study  of  1085  patients 
receiving  epidural  analgesia,  the  inci- 
dence of  respiratory  depression  was 
0.9%  (12).  Another  study  reviewed 
retrospectively  more  than  800  pa- 
tients who  were  treated  with  mor- 
phine that  was  administered  orally, 
intravenously,  or  intramuscularly. 
The  incidence  of  life-threatening  res- 
piratory depression  was  identical  at 

0.9%  (13). 

Other  more  common  and  less  se- 
rious adverse  effects  of  epidural  ad- 
ministration of  opiates  are  nausea, 
vomiting,  pruritus,  urinary  retention, 
and  oversedation.  These  side  effects 
may  occur  regardless  of  the  route  of 
administration.  Respiratory  depres- 
sion, itching,  and  excessive  sedation 
are  all  treated  effectively  by  the  ad- 
ministration of  opiate  antagonists 
and  agonist-antagonists  such  as 
naloxone  or  nalbuphine.  In  small 
doses,  opiate  antagonists  are  effective 
in  relieving  pruritus  without  revers- 
ing the  analgesic  effects  of  the  epidu- 
ral opiates.  Urinary  retention  some- 
times improves  with  ambulation  or 
with  administration  of  opiate  antago- 
nists; however,  urinary  catheteriza- 
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tion  is  occasionally  necessary. 

Other  techniques  are  also  used  in 
managing  postoperative  pain.  Pa- 
tients who  have  contraindications  to 
epidural  analgesia  may  benefit  from 
intercostal  nerve  blocks.  Postopera- 
tive pain  secondary  to  surgery  of  the 
upper  extremities  may  be  managed 
by  a local  anesthetic  infusion  into  the 
brachial  plexus  sheath.  Transcuta- 
neous electrical  nerve  stimulation 
(TENS)  can  be  used  to  provide  adju- 
vant analgesia  during  the  postopera- 
tive period.  The  TENS  is  a simple 
noninvasive  technique  with  virtually 
no  side  effects,  and  its  use  may  be 
worthwhile  in  some  instances. 

In  conclusion,  providing  control 
of  acute  pain  is  important  in  manag- 
ing the  postsurgical  patient.  The 
availability  of  physicians  and  nurses 
trained  to  determine  the  optimal 
analgesic  regimen  for  each  patient 
and  to  adjust  this  on  a daily  basis 
represents  an  important  advance  in 
management  of  postoperative  pain. 
Communication  and  cooperation  be- 
tween surgeons,  anesthesiologists, 
and  nurses  are  necessary  for  effective 
care  of  postsurgical  patients.  The 
goal  of  acute  pain  management  is  to 
provide  patients  with  a smooth  re- 
covery period  characterized  by 
minimal  to  no  pain,  reduced  physio- 
logic stress  response,  early  ambula- 
tion, and  rapid  return  to  normal 
function.  An  additional  benefit  of 
acute  pain  management  is  reduced 
postoperative  complications,  short- 
ened hospital  stays,  and  reduced 
health-care  costs. 
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M U S C U L C)  S K K L 1-  r A I INJURY 

The  Musculoskeletal  Injury  Series,  an 
occasional  feature  in  Texas  Medicine, 
is  presented  by  the  department  of  or- 
thopaedics at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
Peter  L.J.  McGanity,  MD,  serves  as 
guest  editor  of  the  series. 


Send  reprint  requests  to  Anne  Little,  Depart- 
ment of  Orthopaedics,  The  University  of 
Texas  Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7774. 


Diagnosis  and  treatment  of  acute  scaphoid  fracii 

Dale  Funk,  MD 
Fred  G.  Corley,  MD 


Among  all  wrist 

injuries,  fractures  of  the 
scaphoid  (carpal  navicular) 
are  second  in  frequency  only  to  frac- 
tures of  the  distal  radius.  However, 
scaphoid  fractures  often  present  a 
problem  in  management  unless  the 
physician  treating  them  is  familiar 
with  the  therapeutic  options  and  pos- 
sible complications.  Prophylactic  im- 
mobilization is  often  required  to 
avoid  missing  a fracture  that  is  unrec- 
ognizable on  initial  radiographs. 
Proper  management  of  acute 
scaphoid  fractures  is  imperative  to 
ensure  that  the  patient  regains  a 
functional  and  painless  wrist  without 
residual  arthritis,  instability,  or  both. 

CASE  PRESENTATION 

A 45-year-old  white  man  presented 
the  complaint  of  pain  in  his  right 
wrist.  His  history  revealed  that  he 
had  fallen  onto  the  outstretched  wrist 
16  years  earlier.  At  that  time,  he  had 
denied  previous  injury  to  the  wrist. 

A review  of  the  patient’s  records 
showed  that  physical  examination  af- 
ter the  fall  had  found  good  range  of 
motion  (volar  flexion  to  70°, 
dorsiflexion  to  40°,  radial  deviation 
to  15°,  and  ulnar  deviation  to  10°) 
but  with  pain  at  the  extremes  of  mo- 
tion. Mild  tenderness  had  been  noted 
over  the  anatomic  snuffbox,  which 
lies  just  dorsal  and  distal  to  the  radial 
styloid  process  and  is  bounded  by  the 
extensor  pollicis  brevis  radially  and 
by  the  extensor  pollicis  longus  ul- 
narly  with  the  scaphoid  forming  the 
floor.  No  swelling  or  obvious  defor- 
mity had  been  found,  and  the  an- 
teroposterior, lateral,  and  oblique  ra- 
diographs of  the  wrist  had  shown  no 
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apparent  fractures  or  dislocations 
(Fig  1).  The  patient  had  been  given 
the  diagnosis  of  a wrist  sprain  and 
treated  with  ice,  elevation,  compres- 
sion, and  rest.  He  had  been  told  to 
return  as  needed. 

The  patient  had  continued  to  have 
nagging  but  not  severe  wrist  pain  dur- 
ing the  intervening  years.  However, 
he  did  not  seek  further  attention  until 
the  pain  became  much  worse  and  lim- 
ited the  use  of  his  hand.  Radiographs 
now  show  that  the  patient  has  an  es- 
tablished proximal  one-third  scaphoid 
nonunion  with  collapse,  proximal 
pole  avascular  neurosis,  scapholunate 
instability,  radioscaphoid  and  capitol- 
unate  arthritic  changes,  and  degenera- 
tive cysts  of  the  hamate  (Fig  2).  The 
original  fracture  had  apparently  oc- 
curred in  the  fall  when  the  patient 
was  29  years  old  since  he  had  had  no 
significant  injury  to  the  wrist  in  the 
interim.  Now  his  secondary  wrist 
arthritis  and  instability  have  begun  to 
cause  him  increasing  symptoms  to  the 
point  of  bringing  him  to  the  doctor. 

DISCUSSION 

Scaphoid  fractures  are  usually  in- 
juries of  young  adults  that  occur  af- 
ter a fall,  during  athletic  activity,  or 
in  a motor  vehicle  accident  (1). 
When  an  acute  injury  is  presented 
to  the  physician  in  the  emergency 
room,  diagnosis  is  made  by  demon- 
strating tenderness  in  the  anatomic 
snuffbox  and/or  by  finding  a frac- 
ture on  the  radiographs.  Radio- 
graphic  diagnosis  is  enhanced  by 
taking  the  following  view  of  the 
wrist  in  addition  to  the  routine 
views:  posteroanterior  view  with  the 
hand  in  a fist,  true  lateral,  and  tw'o 
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Fig  1 . Anteroposterior  (top  left),  lateral  (top 
right),  and  oblique  (bottom),  radiogtaphic 
films  of  right  wrist  at  the  time  of  injury 
showed  no  apparent  injuries. 

oblique  projections.  The  posteroan- 
terior  (fist)  view  brings  the  scaphoid 
into  a plane  more  parallel  to  the 
film,  and  the  lateral  projection  is 
helpful  for  evaluating  carpal  insta- 
bility by  noting  scaphoid  angulation 
or  a dorsally  tilted  lunate  (see  Fig 
2B)(1,2). 

Diagnosis  of  acute  scaphoid  frac- 
ture requires  the  performance  of  a 
good  physical  examination  of  the 
wrist  and  hand,  and  the  physician 
must  maintain  a high  index  of  suspi- 
cion. Once  the  diagnosis  is  made,  the 
type  of  fracture  dictates  its  manage- 
ment. If  all  radiographs  of  the  acute 
injury  are  negative  but  the  patient 
has  snuffbox  tenderness,  the  wrist 
should  be  immobilized  in  a short 
arm-thumb  spica  splint  or  cast  and 


should  be  seen  again  in 
2 weeks  for  reassess- 
ment of  the  injury.  If 
radiographs  are  still 
negative  but  the  clini- 
cian remains  suspicious, 
a negative  bone  scan 
within  2 weeks  of  the 
injury  should  exclude  a 
fracture  (3,  4). 

Once  the  diagnosis 
of  scaphoid  fracture  has 
been  established,  clas- 
sification into  either 
nondisplaced  and  stable  or  displaced 
and  unstable  is  useful  to  determine 
treatment  (5).  Acute,  nondisplaced 
stable  fractures  are  those  with  less 
than  1 mm  of  displacement  and  no 
instability  (as  viewed  on  the  lateral 
radiograph).  These  fractures  should 
be  treated  with  a long  arm-thumb 
spica  cast  in  neutral  for  6 weeks,  fol- 
lowed by  a short  arm-thumb  spica 
cast  until  union  is  established  clini- 
cally and  radiographically.  If  the  frac- 
ture has  displacement  greater  than  1 
mm  on  the  postero anterior  or 
oblique  view  or  if  evidence  is  seen  of 
scapholunate  instability  on  the  lateral 
view,  then  the  fracture  is  classified  as 
displaced  and  unstable,  and  the 
physician  should  consider  early  surgi- 
cal consultation  to  assist  in  the  man- 
agement. 

Note  that  the  blood  supply  for  the 
scaphoid  enters  the  distal  portion  of 
the  bone.  Fractures  that  occur  through 
the  midportion  or  proximal  pole  may 


interrupt  the  blood  supply  and  lead  to 
avascular  necrosis  of  the  proximal 
fragment.  The  physician  treating  these 
injuries  should  realize  that  the  more 
proximal  a scaphoid  fracture,  the 
longer  will  be  the  time  to  union  and 
the  greater  the  likelihood  of 
nonunion.  Distal  one-third  and  waist 
fractures  usually  take  10  to  12  weeks 
to  heal,  and  90%  will  do  so;  proximal 
one-third  fractures  take  an  average  of 
12  to  20  weeks  to  heal  with  a healing 
rate  of  only  60%  to  70%  (6). 

PREVENTION 

The  complications  of  scaphoid  frac- 
tures include  malunion  or  nonunion, 
carpal  instability,  decreased  range  of 
motion  and  function,  and  residual 
painful  arthritis  of  the  wrist.  To  pre- 
vent these  complications,  the  physician 
should  maintain  a high  index  of  suspi- 
cion for  this  injury,  obtain  the  correct 
radiographic  studies,  and  initiate  early 
and  appropriate  treatment  with  help 
from  consultants  when  indicated. 
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Top,  anteroposterior  view  shows  obvious  ab- 
normalities including  proximal  one-third 
fracture  of  the  scaphoid  with  associated  avas- 
cular necrosis,  radiocarpal  degenerative 
changes,  and  degenerative  cysts  of  the  ha- 
mate. 


Middle,  lateral  view  shows  the  dorsally  tilted 
lunate  indicative  of  an  unstable  wrist. 

Bottom,  oblique  view  shows  clearly  the  avas- 
cular necrosis  of  the  proximal  pole  of  the 
scaphoid. 
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Here's  a little  reminder 
why  drug  education  programs 
are  so  important. 


Addicted  babies  don’t  disappear  They  suffer  Many  are  scarred  for  the  rest  of  their  lives. 
Help  stop  this  madness.  Arrange  for  junior  high  students  to  tour  your  intensive  care  nursery  and 
see  the  damage  drugs  cause.  Use  your  medical  staff  as  a teaching  resource.  Ask  community 
members  for  input,  guidance  and  support.  But  do  something  now.  Because  little  reminders  are 

growing  into  even  bigger  problems.  ^ partnership  for  o Drug-Free  Texas 

Texas  Prevention  Partnership  • Partnership  for  a Drug-Free  America 
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Opportunities  Available 

Emergency  Medicine 


METROPLEX  EMERGENCY 
PHYSICIAN  ASSOCIATES,  P.A. 

MEPA  is  a physician-owned  service 
company  specializing  in  staffing  and 
management  of  hospital  emergency 
departments. 

We  are  seeking  EM  physicians  for 
Dallas/Fort  Worth  and  Longview. 
BC/BE  in  EM  or  related  specialty 
essential. 

Compensation  packages  include: 

• $144K  - $240K  range  with  paid 
liability  insurance 

• Ownership  and  Directorship 
options  available 

• Variety  of  practice  locations 

We  are  committed  to  providing 
extraordinary  medical  care  and  lead- 
ership in  the  emergency  medicine 
field,  and  to  placing  professionals  in 
a satisfying,  growth-oriented  work 
environment. 

Contact:  Carl  Hunt,  or 
Ronald  A.  Hellstern,  MD, 
FACEP 

Metroplex  Emergency  Physician 
Associates,  PA 

14651  Dallas  Parkway,  Suite  700 
Dallas,  Texas  75240 

1-800-346-6687 
FAX  (214)  789-0338 


If  you’re  drawn  to  the  adventure  of  the  wild  west,  we  can 
help  you  get  there.  Emergericy  Medicine  practice  opportu- 
nities available  in  the  Panhandle  of  Texas.  Volumes  range 
from  2,000  to  45,000  with  remuneration  competitively 
set.  For  more  information,  contact  Cheryl  Grimm  at 
1-800-745-5402  or  send/fax  CV  to  Coastal  Emergency 
Services  of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite  1300, 
Dept.  SA.  Dallas,  TX  75234.  FAX:  214-484-4395. 


Needed:  Emergency  physicians  - North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600  or 
write  Emergency  Medicine  Consultants,  PA,  1525  Merrimac 
Circle,  Suite  107,  Fort  Worth,  TX  76107. 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)  822-9811  800-999-3728 

Fax  (210)  822-1885 


Peaceful,  tree-lined  roads  lead  to  Emergency  Medicine 
practice  opportunities  in  East  Texas.  Whether  you’re  look- 
ing for  a new,  state-of-the-art  ED  with  8,000  annual  visits 
or  a faster  paced  suburban  hospital  with  14,000  visits  per 
year,  we  can  help  you  find  the  place  that  suits  you  and 
your  family.  Remuneration  ranges  from  $91,000  to 
$121,000.  For  more  details,  contact  Sally  Williams  at 
1-800-745-5402  or  send/fax  CV  to  Coastal  Emergency 
Services  of  Dallas,  Inc.,  3010  LBJ  Freeway,  Suite  500, 
Dept.  SA,  Dallas,  TX  75234.  FAX:  214-484-4395- 

San  Angelo  - Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr  days,  50  weeks/year.  Profit  sharing  above  guaran- 
tee. Contact  Wayne  Williams.  MD,  915-942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  TX  76904. 

Texas,  Lubbock:  University  Medical  Center  in  Lubbock, 
Lexas,  has  a career  opportunity  for  a Board  Prepared  or  Board 
Certified  Emergency  physician.  This  teaching  facility  is  a 
Level  1 trauma  center  with  45,000  ED  visits  per  year  and 
double  and  triple  coverage.  The  physicians  practicing  at 
UMC  have  an  academic  appointment  with  Texas  Tech  Uni- 
versity. The  remuneration  starts  at  $181,000.  For  an  oppor- 
tunity that  offers  an  exciting  career  in  a relaxed  academic 
community,  please  call  Cheryl  Grimm  at  1-800-745-5402  or 
send  your  CV  to  Coastal  Emergency  Services,  P.A.,  3010  LBJ 
Freeway,  Suite  500,  LB  #43,  Dept.  SA,  Dallas,  TX  75234. 

Texas,  Victoria:  Established  emergency  department 
group  seeking  BC/BP  physicians  in  EM,  FP,  IM.  Ideally 
located  between  San  Antonio,  Houston,  and  Corpus 
Christi.  Cost  of  living  is  good,  a buyer’s  real  estate  market, 
hunting  and  gulf  coast  recreation.  Brand  new  state-of-the- 
art  Emergency  Department.  Excellent  back-up.  Approxi- 
mately 13,000+  annual  ED  visits.  Extremely  attractive 
compensation  package  + benefits  offered.  For  more  infor- 
mation, please  call  Pat  Weidman,  1-800-745-5402  or  send 


CV  to  Coastal  Emergency  Services,  P.A.,  3010  LBJ  Free- 
way, Suite  1300,  LB  #43,  Dallas,  TX  75234-2709. 

Texas  • Emergency  Medicine  ■ Affluent  bedroom  com- 
munity of  north  Houston.  Quiet  neighborhood  or  acreage 
available.  Highly  rated  school  system.  Hospital  is  100  bed 
facility  with  a strong  supponive  medical  staff.  ED  volume  - 
14,000  annual  visits.  Experienced  and  stable  nursing  staff. 
Excellent  patient  mix.  Competitive  compensation  — possi- 
ble fee-for-service.  Contact  Pat  Weidman,  1-800-745-5402 
or  send  CV  to  Coastal  Emergency  Services,  P.A.,  3010  LBJ 
Freeway,  Suite  1300.  LB  #43,  Dallas,  TX  75234-2709. 

Central  Texas  • Join  emergency  department  team  in 
friendly  town  near  Austin  and  Waco.  Great  medical  staff. 
Wonderful  place  to  raise  your  family.  Approximately  20,000 
ED  visits.  For  details,  call  Sally  Williams,  1-800-745-5402 
or  send  CV  to  Coastal  Emergency  Services,  PA.,  3010  LBJ 
Freeway,  Suite  1300,  LB  #43,  Dallas,  TX  75234-2709. 
FAX:  214-484-4395. 

Family/General  Practice 


Family/General  Practice 

Family/general  practice  doctor  need- 
ed for  Spearman,  Texas  in  Texas 
Panhandle.  Tax  supported,  modern 
28-bed  hospital.  Good  backup. 
Award  winning  schools  and  strong 
community  support  for  hospital.  For 
further  information  contact: 

Jerry  Lewis 
The  Lewis  Group 
^ 1-800-666-1377  j 


FAMILY  PRACTICE 
PHYSICIANS 


For  smaller  communities  throughout 
Texas,  substantial  guarantees,  office 
space,  equipment,  & staff  furnished. 
Hill  country.  West  Tx,  Gulf  Coast,  etc.. 
Highly  Confidential  ! 

For  details,  call 

Bennett  & Associates 


1-800-550-9096 
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Clas^ilii-i^  !v;rc  iiry 


Family/General  Practice 


CORRECTIONAL 

HEALTHCARE 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 


Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville, TX  77342 


m 


m 


sv.VAr,r.v.rAv.v.»^*.v/<*.v.? 


El  Paso,  Texas 

BC/BE  Family  Physician  needed  for  ambu- 
latory care  clinic. 

Guarantee  generous  salary  plus  incentives. 
Excellent  comprehensive  benefit  package. 
No  night  or  hospital  call.  Must  have  Texas 
license.  Contact  Ted  E.  Zegarra,  M.D. 
at  (915)  594-7787  or  (915)  569-2578. 


Austin,  TX — Needed:  F/P  or  G/P  Physician 
for  full  or  part-time  to  staff  a free  standing 
primary/urgent  care/occupational  medicine 
facility.  Remuneration  commensurate  with 
experience.  Send  CV  to  Austin  MediCenter, 
c/o  Matthew  Vail,  MD,  Medical  Director, 
6343  Cameron  Road,  Austin,  TX  78723 
or  call  467-2052. 


Tired  of  big  city  hassles?  join  a 

well-established  Board-Cenified  FP  in  new  3,200 
sq.  ft.  office,  close  to  90  bed  multi-service  hospi- 
tal, in  beautiful  Brenham  (where  the  cows  think 
it’s  heaven).  Conveniently  located  between 
Houston  and  Austin.  Competitive  salary  guaran- 
tee, benefit  package,  and  incentive.  Four-way  call. 
OB  optional.  Calf  (409)  836-1883,  or  write: 

Robert  L.  Haydon,  MD 
539  Medical  Parlway 
Brenham,  TX  77833 


Immediate  openings,  statewide,  for  BC/BE  pri- 
mary care  physicians.  Locations  include 
Dallas/Ft.  Worth,  Houston,  San  Antonio,  Corpus 
Christi  and  surrounding  areas.  SSG,  MSG,  clinic, 
academic  and  hospital  supported  positions. 
Excellent  compensation  packages  ranging  from 
$90-150K  plus  incentives  and  benefits.  Eor 
details  contact: 

Professional  Healthcare  Insource 
1200  Binz,  Suite  107 
Houston,  TX  77004 

1-800-289-5902  or  fax  CV  to  (713)  522-5902. 


(Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
I Houston,  TX  77054. 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  (Turare  Group,  Inc.  1-800-880-2028. 


Lufkin,  TX-Association  with  busy  Family  Practitioner  in 
East  Texas,  deep  in  the  Pineywoods.  Practice  of  17+  years 
sees  over  40  patients  per  day.  Staff  of  eight  includes  one 
Physician  Assistant.  No  Obstetrics.  Competitive,  nego- 
tiable salary  guarantee  for  the  serious  candidate.  Affiliated 
with  progressive  1 17-bed  hospital.  Send  CV  or  call  Anita 
“AJ”  Patterson,  HealthTrust.  Inc..  4525  Harding  Road. 
Nashville,  TN  37205.  1-800-627-4484,  dial  ext.  206. 
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Family/General  Practice 

INSTRUCTOR/ASSISTANT  PROFESSOR  (ftill  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an 
affiliate  of  The  University  of  Texas  Southwestern  MedicaJ 
Center  at  Dallas.  Must  be  board  certified  or  have  met  the 
educational  requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reference  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Fam- 
ily Practice  Residency  Program,  1301  Third  St.,  Wichita 
Falls,  TX  76301.  An  Equal  Opportunity  Employer. 

Geriatrics 


SENIORMED  SERVICES,  PA 


We  are  seeking  a general  internist  or 
family  practitioner  with  geriatric 
interest.  An  entrepreneurial  spirit  is 
essential. 

The  professional  chosen  for  this 
position  will  launch  an  evolving 
North  Dallas  group  practice. 

A very  attractive  benefit  package 
(including  practice  equity)  enhances 
this  offer. 

Please  contact  Carl  Hunt, 
or  Clay  Heighten,  MD 
for  detailed  information. 

(214) 373-1115 
1-800-346-6687 


Internal  Medicine 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 


Busy,  established  primary-care  internal  medicine 
practice,  Houston  Hobby  Airport  area,  needs  board- 
certified  or  board-eligible  associate  full-time  or  part-time. 
Excellent  compensation  package.  Spanish  helpful  but  not 
necessary.  Send  C.V.  to  P.O.  Box  12879,  Houston,  TX 
77217-2879. 

DFW-Internists  and  Family  Practitioners  are  needed  for  a 
variety  of  practice  settings  throughout  the  metroplex.  To 
find  out  which  opportunity  might  meet  your  needs,  con- 
tact Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston.  TX  77082;  800-933-09 1 1 or  7 1 3-53 1-0911. 


Locum  Tenens 


Int  ^im 

Physicians® 

"In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYH 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRM) 


DVTERIVIST  OR  FAMIIY  PRACTTnONER 


BC/BE  internist  or  family  practitioner  to  join 
VAMC,  Kerrville,  Texas,  a 252-bed  GM&S 
with  a 6-bed  Intensive  Care,  4-bed  step  down 
unit  and  154-bed  Nursing  Home  Care  Unit.  VA 
offers  excellent  benefits  package  with  health/life 
insurance  plans,  Thrift  Savings  Plan  (40 IK),  and 
retirement  benefits.  Kerrville  is  located  in  the 
Heart  of  the  Texas  Hill  Country,  and  offers  all 
the  amenities  of  country  living  with  easy  access 
to  metropolitan  San  Antonio  via  I- 10. 

Contact  Dan  W.  Bacon,  M.D.,  Chief  of  Staff 
at  (210)  896-2020  ext  2112. 

The  VA  is  an  Equal  Opportunity  Employer. 


CLASSIFIED  ADVERTISING  CATEGORIES 

Alien  & Immuno. 

Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Anesthesiology 

Internal  Medicine 

Otolaryngology 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Pathology 

Office  Space 

Dermatology 

Neonatology 

Pediatrics 

Practices 

Emergency  Medicine 

Neurology 

Phys.  Med./Rehab 

Property 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Radiology 

Cont.  Education 

Geriatrics 

Oncology 

Rheumatology 

Business  & Financial 

Ophthalmology 

Urology 

Services 
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mSICIAN  SEARCH  • PHYSICIAN  PLACEMENT  • MEDICAL  PRACTICE  APPRAISAL  AND  r^AG, 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


CARDIOLOGY 


^ORTH  CENTRAL  TEXAS 

ppportunity  for  independent  Cardiologist.  Call 
liharing  with  other  board  certified  Cardiologists 
br,  group  option  available.  Ultra-modern,  200- 
)ed,  full-service  hospital  (including  cath  lab  and 
'ardiothoracic  surgeons).  Recreational  paradise 
n popular  location  within  one  hour  of  Dallas/Fort 
/Vorth  metroplex.  Generous  incentive  package. 
Contact:  Vicki  Truitt. 


CARDIOTHORACIC  SURGERY 


slORTH  CENTRAL  TEXAS 

\ 230-bed  health  care  facility  seeking  additional 
'T  surgeon  for  established,  growing  heart 
Hogram.  Member  of  Texas  Heart  Network 
system;  referral  base  of  206,000+.  2 fully- 
jquipped  heart  OR’s  and  digital  cath  labs  with 
jreat  support  staff.  Recreational  paradise  in 
jopular  location,  within  one  hour  of  Dallas/Fort 
Worth  metroplex.  Generous  incentive  package. 
Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


MORTH  CENTRAL  TEXAS 

Additional  Family  Physicians  needed  for 
:ommunity  of  14,000.  Great  location  within  one 
lour  of  Dallas/Fort  Worth  metroplex.  Horse 
:ountry  with  lakes  and  outdoor  recreational 
opportunities  abound!  Modern  88-bed  hospital. 
3roup  environment  or  solo,  with  4-way  call 
sharing.  Generous  incentive  package. 

Contact:  Vicki  Truitt. 

CENTRAL  TEXAS 

Two  Board  Certified  Family  Practitioners  seek 
(third  associate  for  group  setting.  OB  optional,  but 
.a  plus  if  desired.  Hill  Country  community  of  6,500. 
One  hour  from  Austin.  Paradise  for  outdoor 
enthusiast.  Excellent  benefits  package  and 
tremendous  income  potential. 

(contact;  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 

Additional  Family  Practitioner  needed  to  offer 
lull  range  of  Family  Medicine  (OB  optional) 
in  town  of  21,000.  Referral  area  of  95,000+. 
Ultra-modern,  200-bed  hospital,  with  excellent 
support  staff.  Call  sharing  with  other  board 
codified  Family  Practitioners.  Fee  for  service 
practice  with  existing  provider  network. 
Recreational  paradise  in  popular  location,  with 
easy  access  to  Dallas/Fort  Worth  metroplex. 
Generous  Incentive  package. 

Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified  Family  Physicians  are 
seeking  associate.  No  OB.  Small  university  town 
within  one  hour  of  Dallas/Fort  Worth  metroplex. 
Great  life  style  among  professionals.  Enjoy  easy 
access  to  the  big  city  life  while  maintaining  a 
smaller  community  life  style.  Many  recreational 
and  social  amenities.  Generous  incentive  package 
from  community  hospital. 

Contact:  Barry  Strittmatter. 

i. 


Physician 
Resource 
Network 


L 


Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 


SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians.  Attractive 
well-equipped  offices  with  great  support  staff. 
Enjoy  many  amenities  the  historic  and  multi- 
cultural city  of  San  Antonio  has  to  offer.  Excellent 
salary  and  benefits  package. 

Contact;  Barry  Strittmatter. 

CENTRAL  TEXAS 

Great  location  within  one  hour  of  Austin.  This 
position  allows  you  the  opportunity  to  step  into  a 
ready  made  practice,  where  all  you  have  to  do  is 
take  care  of  the  patients.  Community  of  7,000 
with  a service  area  of  20,000.  3-way  call  sharing 
with  Board  Certified  Family  Practitioners.  Surgical 
support.  No  OB.  Attractive  incentive  package. 
Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 
Family  physicians  needed.  Practice  with 
established  primary  care  group  or  independently, 
with  shared  call.  No  OB.  Interest  In  pediatrics  a 
plus.  Attractive,  well-equipped,  56-bed  hospital. 
Competitive  incentive  package. 

Contact:  Jim  Truitt. 


INTERNAL  MEDICINE 


MAJOR  TEXAS  MEDICAL  SCHOOL 

Seeks  General  Medicine  physician  with  special 
interest  in  caring  for  HIV/AIDS  patients.  Clinical 
practice  with  research  opportunities.  Join  existing 
specialty  care  team  committed  to  providing  quality 
care.  Generous  income  with  full  benefits  package. 
Location  filled  with  all  the  amenities  available 
in  a major  metropolitan  area. 

Contact:  Jim  Truitt. 

CLINICAL  FACULTY  APPOINTMENT 

Tired  of  the  hassles  of  private  practice?  Four 
board  certified  Internists  needed  for  full  time 
positions.  Manage  medicine  service  of  major 
teaching  hospital;  medical  school  affiliation. 
Excellent  salary  and  benefits;  very  limited  call 
responsibility. 

Contact:  Jim  Truitt. 


PLEASE  CALL  FOR  SPECIFIC  DETAILS 
REGARDING  THESE  AND  ADDITIONAL 
POSITIONS  A VAILABLE. 


(210;  ^2 

1-800-732-DJ^  -^^2,7 

Fax:  (210) 

125  W.  Ashby 

San  Antonio,  Texas  78212-58^ 

FORT  WORTH 

Correctional  health  services  opportunity 
available.  Work  with  specialized  health  care 
team  (including  two  full  time  physicians  and 
a host  of  other  professionals)  in  new,  fully- 
equipped  comprehensive  medical  unit.  High 
incidence  of  diabetes  and  hypertension.  Regular 
hours,  limited  call;  excellent  income  and  benefits. 
Contact;  Vicki  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area  of 
20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space. 

Contact:  Jim  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH  , 

Dynamic  group  of  four  Medical  Oncologists 
seeks  fifth  associate  for  group  practice.  Salary " 
plus  bonus,  and  excellent  benefits.  Great 
opportunity  to  practice  with  a top  notch  group  and  * 
enjoy  a life  style  in  a city  offering  an  abundance 
of  outstanding  amenities.  ' 

Contact:  Jim  Truitt. 


OBSTETRICS/G  YNECOLOGY 


NORTH  CENTRAL  TEXAS  , 

Unique  opportunity  for  physician  to  enjoy  rural 
life  style.  Call  coverage  provided.  Well-equipped 
hospital  with  great  support  staff.  Excellent 
location  within  45  minutes  of  Dallas/Fort  Worth 
metroplex.  Horse  country;  lakes  and  outdoor 
recreational  activities  abound. 

Contact;  Vicki  Truitt.  * 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice.  4-way  call  sharing.  Ultra-modern 
hospital  with  new.  Level  II  nursery  and  designated 
Pediatric  unit.  Generous  income  and  benefits; 
provider  network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 


UROLOGY 


MAJOR  TEXAS  TEACHING  HOSPITAL 

Seeks  board  certified  or  board  eligible  (actively 
pursing  certification)  physician  for  full-time 
clinical  faculty  position.  Income  guarantee; 
generous  salary  and  competitive  benefits; 
relocation  allowance.  Join  a top  notch  multi- 
specialty group.  Location  filled  with  many 
amenities  provided  by  this  metropolitan  area. 
Contact:  Barry  Strittmatter. 


Classified  Directory 


Locum  Tenens 


Practice  medicine  where  and 
when  you  want. 

CompHealth/Kron  locum 
tenens  brings  options  to  the 
practice  of  medicine.  Options 
like  working  close  to  home. 

Working  full-time,  part  of  the 
year.  Working  across  the 
nation  while  you  decide 
where  you’d  like  to  settle 
permanently.  Or  working 
enough  to  stay  involved  in 
medicine  while  you  slow  down, 
and  live  it  up.  Practicing  medicine 
where  it’s  needed,  without  the 
administrative  burden  of  practicing 
on  your  own.  Explore  your  options. 
Call  us  today! 


o c u M 


1-800453-3030 

Atlanta  ■ Chapel  Hill  ■ Grand  Rapids  ■ Salt  Lake  City 


Ob/Gyn 


Spanish-speaking  physicians 

needed  in  Southern  Texas.  $200-300,000 
income  guarantees.  lOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


I Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 

■ licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


PHY^CIANS 

K^UtiUmUed 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • I-SOO-227-03 16 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 

ISSUE 

DEADLIKE 

June  1994 

May  2, 1994 

July  1994 

June  1,1994 

August  1994 

July  1,1994 

September  1 994 .. 

August  1, 1994 

October 1994  

..  September  1,1994 
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Occupational  Medicine 


Classiflfi  I'ii  ,y 


mniiiE  PHvsiciiiis 

Industrial  Medical  Corp.,  along  with 
Continental  Airlines,  has  an  immediate 
opening  for  2 Board  Eligible  or  Certified 
Pnysicians  with  a minimum  of  3 years 
experience  and  expertise  in 
Occupational  Medicine  to  serve  as  the 
Senior  Medical  Officers  for  our  new, 
state  of  the  art,  on-site  medical  facilities 
at  Houston  Intercontinental  Airport  and 
Newark  International  Airport. 
Candidates  must  be  Board 
Certified /Eligible  in  Occupational 
Medicine,  Family  Practice,  Internal 
Medicine,  or  Emergency  Medicine  and 
should  be  experienced  in  the  manage- 
ment of  employee  health  care,  includmg 
Worker's  Compensation.  Physician 
hours  are  Monday  - Friday,  Sam  - 5pm. 
IMC  offers  a total  compensation  pack- 
age in  excess  of  $150K  per  year. 
Deadline:  April  29, 1994. 

Fax  CV  in  strict  confidence  to: 

Physician  Search  Committee 
Industrial  Medical  Corporation 

4540  Southside  Blvd.,  Ste.  803 
Jacksonville,  FL  32216 
Fax  (904)  642-1979 


Pediatrics 

Pediatrics/Texas  - $150,000  take  home  -t  benefits  (two 
years  in  a row!).  100,000+  population  in  low  crime,  safe 
environment.  Community  has  an  abundance  of  amenities 
including  tremendous  educational  programs,  four  univer- 
sities, preferred  shopping,  fishing,  and  golf  160-bed  hos- 
pital with  four  OBs  and  a Neonatologist  on  staff,  building 
a four  physician  group.  No  capitated  fees,  security,  great 
reimbursement.  If  you  are  looking  for  less  hassles  and  less 
stress,  this  is  THE  opportunity!  Please  contact  David 
Gillan,  Harris  Kovacs  Alderman,  800-677-7987,  ext  3- 
393,  or  fax  C.V.  to  800-440-2676.  Your  inquiry  will  be 
kept  confidential. 

BC/BE  Pediatrician  for  teaching/clinical  position  in  the 
large  and  active  Division  of  Community  and  General 
Pediatrics  at  The  University  of  Texas  at  Houston.  Help 
promote  primary  care  in  Texas  by  teaching  medical  stu- 
dents and  residents  in  one  of  our  many  clinical  settings. 
Research  opportunities  available.  Contact:  Virginia  Moyer, 
MD,  MPH,  Department  of  Pediatrics,  5656  Kelley  St., 
Houston,  TX  77026.  Ph:  (713)  636-4540, 

FAX  (713)  636-5844.  The  University  ofTexas  is  an  Equal 
Opportunity  Employer.  Women  and  minorities  are 
encouraged  to  apply. 


DALLAS  AREA:  M/S  group  is  adding  to  their  pediatrics 
department.  Live  in  a family  community  that  offers  safety 
and  security,  yet  is  near  one  of  the  more  popular  metros. 
Salary,  production  bonus  with  partnership  available  in  two 
years.  Contact:  Jim  Albert,  800-776-5776. 
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Attention 

Advertisers: 

TMA’s  ’94-95  Physician’s 
Directory  will  be  published 
July  1.  You  can  reserve 
space  NOW  for  your  ad. 

Black  and  white  ads 


Full  page  $2,390 

2/3  page  $1,475 

1 /2  page  $1,180 

1/3  page  $795 

1/6  page  $425 

Color  ads 

Full  page  only  $3,145 


Printed  on  heavier  stock  and 
inserted  into  directory;  caii 
for  avaiiable  positions. 

Reserve  your  ad 
space  by  April  29 
Camera-ready  ads 
due  May  16 

For  more  information,  call 
Laurie  Reece 

Texas  Medical  Association 
Advertising  Department 
(800)  880-1300,  Ext.  1376 
Direct  line:  (512)  370-1376 
Fax  insertion  orders  to: 

(512)  370-1632 

Note:  all  ads  subject  to  approval  of  the  publisher. 


VOLUME  90  ★ NUMBER  4 


67 


Classified  Directory 


Other  Opportunities 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


A 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


General  Physician 

Licensed  to  practice  medicine  in  Texas,  plus  at 
least  six  (6)  years  of  licensed  medical  practice. 
Demonstrated  capabilities  in  clinical  leadership 
and  medical  practice.  Meets  all  other  criteria  for 
employment  and  medical  staff  appointment,  as 
appropriated.  Specialty  in  General  Medicine, 
Family  Practice  or  Internal  Medicine.  Duties  are 
to  provide  primary  medical  care  to  Wichita  Falls 
State  Hospital  patients.  Salary  up  to  $123,000 
annually  based  on  experience  and  board  certifica- 
tion. Liberal  Fringe  Benefits.  Prefer  non-smoker. 
Contact  Hector  Decena, 

Clinical  Director 
Wichita  Falls  State  Hospital 
(817)692-1220  ext.  326 
An  Equal  Opportunity/ 

Affirmative  Action  Employet 


Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  /Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  71 3-493-2234  &.  Associates 


Bronstein 


Business  and  Financial  Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  courte- 
ous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta.  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 


Physician  networks  are  easy  to  develop.  Getting  man- 
aged care  contracts  is  not.  AMEDICA  helps  physicians 
put  networks  together  then  markets  the  network  to  the 
managed  care  payors.  Capitation  Management,  develop- 
ment of  IPA’s,  PHO’s,  and  MSO’s,  contract  negotiation, 
evaluation  and  management.  (713)  621-7088. 


Vacation  Homes 

Waterfront  Townhome  on  Lake  Travis,  for  vacation 
rentals.  Nice  3/2,  private  dock.  Great  vacation  getaway. 
Watersports,  pool,  tennis,  golf,  fishing.  Great  rates. 
512-288-1037,  512-440-1113. 


Advertising  Rates  & Data  — Regular  classified  adver- 
tising sells  for  $2.00  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substi- 
tuted for  formal  addresses  upon  request  at  no  extra  cost. 
Name  and  address  of  ad  box  number  listings  cannot  be 
given  out  unless  specific  permission  to  do  so  has  been 
given.  The  advertising  office  will  not  contact  ad  box 
number  holders  except  by  mail.  Federal  laws  prohibit 
references  to  race,  color,  religion,  sex,  national  origin,  or 
age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  business 
day)  preceding  publication.  Send  copy  to  Denise  Kot- 
son.  Classified  Manager,  Texas  Medicine,  401  West 
15th,  Austin,  Texas  78701. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allerg>’-Nutrition*Scress) 

Established  in  1984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-Rhino-laryngologist-allcrgist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondrcn 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks,  R.F.  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue.  Houston 
77082:713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C'538  (214)  661-4890 

Dallas.  Texas  75230  Answered  24  hours 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the  treatment  of 
patients  with  chronic  pain.  The  therapeutical  modalities  include  noninvasive  techniques 
(such  as  psychological  counseling,  biofeedback,  relaxation,  physical  therapy,  etc.)  and 
invasive  techniques  (such  as  nerve  blocks,  neurolytic  procedures,  cryoneurolysis,  radio- 
frequency lesioning,  implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal 
opioid  delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Michael  T McCann,  MD  Ronald  DeMeo,  MD 

Kevin  G.  Smith,  PhD  Larry  H.  Brown,  PhD 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 

organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may  occur  in  all  spe- 

ci^ry  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofeed- 
back. stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  di^noses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 
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KENNETH  D.  GLASS.  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000.  Dallas.  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 
George  E Cravens,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 


Ophthalmology 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomare  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1330  N.  Beckley,  Suite  103,  Dallas,  Texas  75203 
Office:  214-942-2007  Fax;  214-942-8742 


Orthopedic  Surgery 


WB.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
WZ.  Burkhead,Jr.,MD 
A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385; 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W Brodsky,  MD 

Huntly  G.  Chapman.  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  4l  1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230:  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones.  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving.  TX  75061, 214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  1-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W Goodhart.  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130.  Bldg  C #101,  Mesquite,  TX  75150,  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson.  MD 


1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121 , Bedford,  TX  76201,  817-545-2596 
R.  Craig  Saunders,  MD 
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Pediatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI.  MD 

Dtplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  "^8205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

Comprehensive  medical  rehabilitation  services  for  both 
children  and  adults.  Specialized  programs  are: 


Amputee 
Brain  Injury 
Musculoskeletal 

Outpatient  Brain  Injury  (The  Challenge  Program) 
Outpatient  Services 

Accredited  by:  Joint  Commission  on  Accreditatioi 
Accreditation  of  Rehabilitation  Facilities 


inpatients  and  outpatients  and  for 

Pediatric  (Inpatient/Day  Hospital) 

Southwest  Regional  Arts  Medicine  Center 
Restorative  Surgery 
Spinal  Cord  Injury 
Stroke 

Subacute  (LifeBridge  Hospital) 
of  Healthcare  Organizations,  Commission  on 


Patient  Referral  Services:  713-797-5941  or  800-44REHAB 

In  the  Texas  Medical  Center,  1333  Moursund  Street,  Houston,  Texas  77030 

Rheumatology 

DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Urology 


MICROSURGICAL  VASECTOMY  REVERSAL 
WITH  MONEYBACK  GUARANTEE 


Donald  R.  Pohl,  MD 
Diplomate  American  Board  of  Urology 
1 181 1 N.  Freeway.  Suite  610 
Houston.  TX  77060 
Telephone:  (713)  REVERSE 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  albwed  for 
six  months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot- 
son,  TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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Laparoscopic-assisted  vaginal 
hysterectomy.  The  actual  surgical 
time  may  be  a little  longer  than  for 
abdominal  hysterectomies,  but  pa- 
tients get  out  of  the  hospital  faster, 
and  they  go  back  to  work  faster.  The 
other  thing  that  has  really  changed 
my  practice  is  ultrasound  technology. 

Ultrasound  for  obstetrics  has  been 
one  of  the  best  tools  for  finding  birth 
defects  and  dating  pregnancies.” 

Peter  K.  Norton,  MD,  49 

obstetrics  and  gynecology,  Abilene 

The  biggest  advancement  in  my 
practice  has  been  the  use  of  a laser,  which  changes  the  way 
to  remove  warts  and  moles.  Not  many  family  practitioners 
probably  use  this  procedure.  The  use  ol  new  agents  for 
lowering  cholesterol  has  been  another  major  change  within 
the  last  5 years.” 

Art  Klawitter,  MD,  40 

family  practice,  Needville 

There  are  a lot  of  technological  advances  in  ophthal- 
mology. Lasers  used  for  glaucoma  treatment  and  treatment 
of  cloudy  membranes  after  cataract  surgery  have  made  a 
big  difference.  We  have  much  improved  instrumentation 
to  remove  cataracts  and  perform  lens  implants.” 

Sue  Ellen  Young,  MD,  54 

ophthalmology,  Austin 

Probably  the  best  thing  to  come  along  is  being  able  to 
do  a tremendous  amount  of  my  surgery  on  an  outpatient 
basis  due  to  multiple  facilities,  availability  of  new  drugs  as 
far  as  narcotics  and  sedatives,  improved  techniques,  and 
patient  compliance.  I’m  now  able  to  do  75%  to  85%  of 
my  surgeries  outpatient  as  opposed  to  in  the  hospital.” 

Terry  Tubb,  MD,  50 

plastic  surgery.  Midland 

7t 


There  are  almost  too  many  inno- 
vations to  mention.  Balloon  angioplas- 
ty has  helped  many  patients  who 
would  have  otherwise  needed  surgery. 
Nuclear  cardiology  has  been  a great 
deal  of  help  in  diagnosing  heart  dis- 
ease. It’s  even  better  than  a treadmill 
stress  test.  There  are  also  chemical 
stress  tests  for  nonambulatory  patients 
that  are  92%  effective.  Echocardiology 
has  helped  immensely  in  valvular  dis- 
ease, and  thrombolytic  therapy  has 
meant  major  changes  in  the  way  we 
treat  acute  myocardial  infarctions.” 

George  P.  Rodgers,  MD,  38 

cardiology,  Austin 

The  computer-aided  tomography  scan.  In  my  prac- 
tice of  internal  medicine  and  infectious  diseases,  we  of- 
ten see  the  syndrome  “fever  of  unknown  origin.”  In  the 
early  ’70s,  when  I trained  as  a resident,  it  would  require 
months,  despite  our  best  efforts,  to  sort  out  the  etiology 
for  people  with  prolonged  fever.  We  now  are  able  to 
quickly  identify  small  tumors  or  areas  of  infection  with 
tbe  new  imaging  technology.  The  other  answer  would 
be  HIV  serology,  which  has  profoundly  changed  my  life. 
It  certainly  hasn’t  made  my  life  easier.” 

Barry  Hafkin,  MD,  47 

infectious  diseases,  Austin 

Endoscopic  surgery  and  computer  imaging.  With 
computer  imaging,  you  can  show  a patient  for  breast  re- 
construction or  a face  lift  or  rhinoplasty  on  the  computer 
what  they  may  look  like.” 

Rod  j.  Rohrich,  MD,  40 

plastic  surgery,  Dallas 


Back  Talk  is  a mmcientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  fiture  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


Question: 


What  medical 
technology  has 
made  the  biggest 
change  in  the 
way  you  practice 
medicine? 
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Drive  A New  Car 


Every  Year 


At  Autoflex 


SUBURBANS 


LEXUS  SC  400 


MERCEDES  E320 


16  MONTHS 


OTHER  VEHICLES 
AVAILABLE  ON  THE 
16  MONTH  PROGRAM. 


• AEROSTAR  VANS 
ACURA  INTEGRA 

• CHEVY  ASTRO  VANS 
& BLAZERS 

■ CHEVY/FORD  PICKUP 

• HONDA  ACCORD 

• JEEPCHEROKEES 

• LEXUS  - ALL  MODELS 

• MERCEDES  E420 


■ I 

'y^Cc<ui. 

^ecn. 

./c?o/ 


Get  A New  Car  Every  16  Months!  Only  At  Autoflex  Leasing* 


Endorsed  by  TMA 

Free  local  rent  cars 

24  hr.  nationwide  roadside 

assistance 


Cash  back  for  your  trade 
No  downpayment  leases  available 

1-800-634-1 334 

214-234-1234 


Auto/fa 


• Single  payment  leases  available 

• One  call  does  it  all! 

• GAPP  insurance  included 

• Terms  from  1 6 to  66  months 

• We  lease  more  cars  to  Doctors 
than  all  others  combined. 


TEXAS  MEDICAL  ASSOCIATIOEi 
INSURANCE  TRUST 

GROUP  PUJS 

FOR  GROUPS  AND  CLINICS 


A new  group  insurance 
program  for  clinics  of 


TMAIT  now  offers  a new  group  insurance  package  created  just  for  small  groups. 
The  TMAIT  Group  Plus  offers  the  four  most  asked-for  coverages:  Major  Medical, 
Tife,  Short  Term  Disability,  and  Detital. 


15  or  more  physicians 


Benefits 


and  employees.  From 
the  only  life  and  health 
insurance  program 
created  and  endorsed 
by  the  Texas  Medical 
Association. 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


j Texas  Medical  Association 
Insurance  Trust 
401  W.  15th  Street,  Austin,  TX  78701 

RO.  Box  1707  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for  24 
^ears  (1969 — 1993) 


1.  No  Evidence  of  Individual  Insurability  Required 

If  your  group  meets  minimum  eligibility  requirements,  all  physicians, 
employees  and  their  dependents  will  be  covered.  New  physicians,  employ- 
ees and  their  dependents  will  be  covered  automatically,  with  no  evidence  of 
insurability  required. 

2.  TMAIT  Group  Plus  is  Portable 

If  the  physician  or  employee  moves  to  another  group  with  TMAIT  Group 
Plus  coverage,  his  or  her  insurance  transfers  automatically  to  the  plan(s)  of 
the  new  employer. 

3.  You  Choose  Your  Health  Care  Provider 

The  insured  chooses  the  physician  and  hospital.  There  are 
no  restrictions  or  limitations. 

4.  Appeals  Process  by  Committee  of  TMA  Physicians 

TMAIT  has  an  Advisory  Committee  that  reviews  appeals 
of  claims  and  underwriting  decisions. 

5.  TMA  Physicians  Manage  the  Program 
TMAIT  is  operated  under  the  authority  of  a seven-member  Board  of 
Trustees,  six  of  whom  are  TMA  member  physicians.  The  seventh  member 
is  the  Executive  Vice  President  of  the  TMA. 

6.  Program  is  Underwritten  by  Prudential 

While  the  program  is  administered  by  TMAIT  staff,  the  entire  program  is 
underwritten  by  Prudential,  one  of  the  world’s  largest  and  financially 
strongest  insurance  companies. 

For  a copy  of  the  new  TMAIT  Group  Plus  for  TMA  Physicians  brochure,  call 
or  write  TMAIT. 


TMAIT  Group  Plus 
features: 

• Major  Medical 

• Life 

• Short  Term  Disability 

• Dental 
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Stefan  Georg  Sarre,  MD,  an  El  Paso  cardiologist  and  member  of  the  Texas  Medical 
Association  House  of  Delegates,  reviews  materials  before  the  TMA  interim  session  last 
November  in  Austin. 
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COVER  STORY 


Brave  new  world 


Wanted:  Bright  young  men  and  women  to  invest  $50, 000-plus  into 
training  for  career  ivith  questionable  earning  potential.  Working 
conditions  hazardous.  Must  be  willing  to  sleep  at  the  ojfce.  Extensive 
experience  in  government  bureaucracy  required.  What  motivates 
seemingly  sensible  people  to  take  up  such  an  offer?  Three  young 
physicians  share  their  experiences  starting  out  in  a managed  care  era 
and  offer  their  observations  on  the  future  of  medicine. 

BY  BETH  GRADDY 
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Medical  Economics 

GLIA  madness 18 


Sister  Mary  Alice  Ignatius  said  the  ruler  on  the  knuckles 
was  good  for  you.  But  physicians  are  seeking  outside  accreditation 
to  avoid  CLlA’s  heavy-handed  tactics  in  conducting  its  first 
round  of  “educational”  office  lab  inspections. 

BY  MARK  RICHARDSON 


Legislative  Affairs 

Circle  the  wagons  again 

The  workers'  compensation  system  is  up  for  “sunset"  review 
in  1995.  And  if  our  legislators  could  get  out  of AustitJ  before 
then,  you  can  bet  your  best  spurs  most  would. 

BY  KEN  ORTOLON 
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Conquering  cancer  pain. 

New  federally  sponsored  clinical  guidelines 
are  trying  to  overcome  old  myths  about  the  use 
of  narcotics  to  treat  cancer  pain  aggressively 
and  appropriately. 

BY  MARK  RICHARDSON 
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Fear  of  AIDS  litigation 40 

Health-care  professionals  now  are  confivnted  with  the  threat  of  lawsuits 

not  only  from  actually  transmitting  AIDS  to  patients,  but  also  based  on  patients’ 

fears  of  contracting  the  disease  when  m fact  they  haven’t. 

BY  BETH  GRADDY 
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BY  LAURA  J.  ALBRECHT 

The  Journal 63 

Human  immunodeficiency  virus  and  the  substance  abuser:  public  policy  considerations 

BY  PEDRO  RUIZ,  MD,  AND  FRANCISCO  FERNANDEZ,  MD 


Treatment  of  gender  dysphoria  (transsexualism) 

BY  COLLIER  M.  COLE,  PHD;  LEE  E.  EMORY,  MD;  TED  HUANG,  MD; 
AND  WALTER  J.  MEYER  III,  MD 


DEPARTMENTS 


Editor’s  Note 6 

Letters 7 

People 13 

Medicine’s  View 54 


Information  for  Authors  ...see  April,  p 60 


Classified  Directory 74 

Texas  Physicians’  Directory 81 

Back  Talk 84 


Executive  Vice  President 

Robert  G.  Mickey,  Austin 

Division  of  Communication 

Kathrym  Trombatore,  Director 

Editorial  Staff 

401  W 15th  St.  Austin  78701 
Telephone  (512)  570-1300 

Kathrym  Trombatore,  Executive  Editor 

Jean  Pietrobono,  Managing  Editor 

Laura  J.  Albrecht,  Associate  Editor 

Ken  Ortolon.  Associate  Editor 

Mark  Richardson,  Associate  Editor 

Beth  Graddy,  Associate  Editor 

Lynn  M.  Alperin.  Clinical  Articles  Editor 

Shari  Henson.  Editorial  Associate 

Denise  Kotson,  Editorial  and  Production  Assistant 

Advertising  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 

Laurie  Reece,  Advertising  Manager 
Denise  Kotson,  Classified  Manager 

Design  and  Art  Direction 

Fuller  Dyal  & Stamper,  Inc,  Austin 

Editorial  Committee 

Glen  E.  Journeay,  MD,  Austin.  Chairman^  {512)  345-0047 
George  L.  Bohmfalk,  MD.  Texarkana,  {903)  794-4196 
Burton  C.  Einspruch,  MD,  Dallas,  (214)  369-1636 
Timothy  E.  Field,  MD.  Jacksonville,  (903)  586-5993 
G.  Richard  Holt.  MD,  San  Antonio,  (210)  490-6371 
Eugene  M.  Hoyt,  Jr,  MD,  Houston,  {713)  797-9191 
Martin  N.  Raber,  MD,  Houston,  (713)  792-7765 
Fazlur  Rahman,  MD,  San  Angelo,  (915)  949-9555 
Luther  B.  Travis,  MD,  Galveston,  (409)  772-2538 
David  Vanderpool.  MD,  Dallas,  (214)  823-2650 
Susan  Rudd  Wynn,  MD,  Fort  Worth,  (817)  731-7511 

Texas  Medicine  (ISSN  0040-4470)  is  published 
monthly  by  the  Texas  Medical  Association, 

401  W 15th  St,  Austin  78701. 

Copyright  © 1994  by  the  Texas  Medical  Association. 
Owned  and  issued  monthly  by  the  Association. 

Subscriptions 

401  W 15th  St,  Austin  78701 
do  Finance  Office 

Subscription  rates  are:  Members,  $20  per  year;  non- 
members and  institutions,  $40  per  year;  foreign.  $48  US 
currency;  single  copy,  $4  plus  $0.32  sales  tax. 

The  articles  published  in  Texas  Medicine  xcpreseni  the 
opinions  of  the  authors,  and  do  not  necessarily  reflect 
the  official  policy  of  the  Texas  Medical  Association. 

Publication  of  an  advertisement  is  not  to  be  considered  an 
endorsement  or  approval  bv  the  Texas  Medical 
Association  of  the  product  or  service  involved. 

Second  class  postage  paid  at  Austin.  Texas, 
and  additional  mailing  offices. 

POSTMASTER: 

Send  address  changes  to  Texas  Medicine., 

401  W 15th  St,  Austin  78701. 


4 


TEXAS  MEDICINE  ★ MAY  1994 


FRUSTRATED? 


With  the  hassles  of  buying,  selling,  and  trading  cars? 

We  will  eliminate  the  time  consuming  and  frustrating  negotiations 
associated  with  leasing  and  trading  cars  at  the  dealer  level. 


APPLE 


Medical  Leasing 


Call  us  today.  You  deserve  it! 


2000  Madison  Drive  • Arlington,  TX  76011 


Texas  Medicine 


Editor’s  Mote 


Talk  to  your 
)atients  about 
lealth-system 
reform. 


They’re  waiting 
to  hear  from  you. 


TexasMedical 

Association 


Physicians  rate  as  the  public’s 
most  important  source  of  health 
care  information.  Higher  than  their 
local  newspaper,  employer,  and 
their  congressman.  Even  higher 
than  President  Clinton!  That’s  why 
Texas  Medical  Association  devel- 
oped the  Patient  Choice 
Campaign.  To  help  you  provide 
patients  the  facts  and  insight  they 
want  on  the  health  care  issue  of 
the  decade— health-system 
reform. 

Every  TMA  member  recently 
received  a packet  about  the 
Patient  Choice  Campaign. 
Materials  include:  a patient 


brochure  with  an  attractive 
table-top  easel,  bumper  sticker, 
lapel  button  and  physician  talk- 
ing points  card.  To  help 
underwrite  the  campaign,  TMA 
is  asking  for  voluntary  contribu- 
tions of  $200  — or  whatever  you 
can  send.  But  even  if  you  are 
unable  to  contribute,  you  can 
order  and  distribute  these  free 
materials. 

Don’t  delay.  Send  your  contribu- 
tion now.  Your  patients  need 
reliable  information  about 
health-system  reform.  And 
they’re  waiting  to  hear  from  you! 


JOME  PHYSICIANS  ARE  NATURALLY 
fascinated  by  the  legal  aspects  of 
medicine.  Many  others  feel  forced 
by  today’s  litigious  society  to  pay 
attention  to  a topic  they  might  other- 
wise avoid.  Regardless  of  their  reasons 
for  reading  it,  Texas  physicians  have 
made  the  Law  section  one  of  Texas 
Medicines  most  popular  features. 

This  month’s  expanded  Law  section 
packs  in  three  articles  on  hot  topics. 
Associate  Editor  Beth  Graddy’s  article, 
p 40,  examines  lawsuits  against  physi- 
cians brought  by  patients  who  fear 
they  may  have  contracted  AIDS,  when 
in  fact  they  have  not. 

Attorneys  Matthew  Hughes,  JD, 
and  Steven  Gonzalez,  JD,  write  about 
cases  in  which  physicians’  referrals  of 
AIDS  patients  violate  the  Americans 
With  Disabilities  Act,  p 42. 

And  TMA  Assistant  General  Counsel 
Hugh  Barton,  JD,  covers  the  legal  as- 
pects of  recruiting  physicians,  such  as 
whether  hospitals  may  offer  interest-free 
loans  or  free  office  rent  as  recruitment 
incentives,  p 45. 

Shifting  from  law  to  history,  a new 
column  in  this  issue  — “Fifty  Years 
Ago  in  Texas  Medicine'  — highlights 
an  item  that  might  surprise  you  in  its 
timelessness.  See  p 56. 

Readers’  calls  to  the  new  Texas 
Medicine  comment  line  have  really 
increased.  We  appreciate  hearing  from 
you  about  what  you  liked  (or  didn’t)  in 
each  issue  as  well  as  your  suggestions  for 
future  topics.  Call  (800)  880-1475  any 
time  day  or  night  to  record  your  message. 

KATHRYN  TROMBATORE 
Executive  Editor 


To  reorder  the  packet  or  for  more  information  about  the  campaign,  TMA  members  may  cali  (800)  880-1300. 
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Letters 


TDH  committed  to  cancer 
surveillance 


The  recent  article  “Excess 
leukemia  and  multiple  myeloma 
in  a mining  county  in  Nottheast 
Texas”  ( Texas  Medicine,  February 
1994,  pp  55-59)  states  that  commu- 
nin' requests  to  the  Texas  Department 
ot  Health  (TDH)  tor  assistance  tailed. 
TDH  takes  great  exception  to  this 
statement,  believes  it  misrepresents 
the  department’s  activities,  and  does 
not  understand  any  reason  tor  inclu- 
sion of  the  sentence  in  the  article. 

Sara  S.  Strom,  PhD,  hrst  request- 
ed cancer  mortality  data  tor  Titus 
County  trom  TDH’s  Bureau  ot  Vital 
Statistics  and  cancer  incidence  data 
from  the  Cancer  Registry  Division  in 
February  and  March  1986.  More  re- 
cently in  1990,  TDH  responded  to  a 
concern  of  a possible  excess  of  cancer 
in  this  county  and  conducted  a can- 
cer cluster  investigation.  While  can- 
cer incidence  data  are  not  complete 
for  all  regions  of  the  state,  the  Can- 
cer Registry  Division  responds  to  all 
cancer  data  requests  and  concerns  of 
excess  cancer  with  the  best  inlorma- 
tion  available. 

Since  Dr  Strom’s  original  study, 
significant  improvements  in  cancer 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine.  TMA, 
40}  W 15th  St,  Austin,  TX  78701;  fax  (512)  370M362. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


reporting  have  occurred.  Continued 
progress  is  needed,  and  TDH  is  com- 
mitted to  cancer  surveillance  as  the 
cornerstone  ol  prevention  and  con- 
trol ellorts. 

David  R.  Smith,  MD 

Commissioner  of  Health 
Texas  Department  of  Health 
1 100  W 49th  St 
Austin.  TX  78756-3199 


The  authors  respond 

E WOULD  LIKE  TO  ADDRESS 
any  unintended  misconcep- 
tions about  TDH  that  may 
have  arisen  following  publica- 
tion of  our  survey  of  cancer  inci- 
dence in  Titus  County,  Texas.  We 
believe  that  this  misunderstanding  is 
based  upon  differences  in  cancer 
mortality  and  incidence  data  as  they 
relate  to  public  health  research. 

TDH  has  always  been  most  re- 
sponsive to  our  requests  for  cancer 
mortality  data.  Unfortunately,  in 
some  investigations,  incidence  data 
are  necessary  to  more  accurately  as- 
sess the  extent  of  a perceived  cancer 
excess.  This  was  the  situation  in  Ti- 
tus County  when  members  of  the  Pi- 
lot Club  and  Dr  Strom,  herself, 
specifically  requested  incidence  data 
from  TDH  and  inquired  about  the 
possibility  of  conducting  a cancer 
survey  in  this  area. 

Since  at  that  time  TDH  did  not 
have  full  ascertainment  of  cancer  in- 
cidence statewide,  it  was  decided  to 
conduct  a survey  of  cancer  incidence 


in  Titus  County.  While  we  were  de- 
lighted at  the  TDH  interest  in  cancer 
in  this  county,  we  were  unaware  of 
the  1990  cluster  investigation  as  it 
occurred  alter  the  data  for  this  study 
were  collected.  We  welcome  any  op- 
portunity to  work  with  TDH  to  in- 
clude their  findings  in  our  study. 

We  want  to  stress  the  fact  that  this 
study  could  not  have  been  completed 
without  the  cooperation  we  received 
from  the  Bureau  ol  Vital  Statistics 
and  the  Cancer  Registry  Division.  We 
believe  that  this  study  is  an  important 
one  and  was  responsive  to  the  con- 
cerns raised  by  local  citizens.  We  hope 
to  continue  active  collaborations  with 
TDH  responding  to  cancer  concerns 
of  the  citizens  of  Texas. 

Sara  S.  Strom,  PhD 
Margaret  R.  Spitz,  MD 

The  University  of  Texas 
M.D.  Anderson  Cancer  Center 
1515  Holcombe  Blvd 
Houston,  TX  77030 


Concerns  raised  over  home 
care  cost  estimates 


I AM  WRITING  CONCERNING 
“A  physician’s  perspective  on  the 
advantages  ol  home  medical  care: 
the  other  side  ol  case  manage- 
ment,” by  Jacqueline  S.  Hart,  MD, 
and  Katherine  F.  Redding,  RN-C 
{Texas  Medicine,  February  1994,  pp 
50-54).  It  would  certainly  seem  that 
there  is  no  way  that  inpatient  care 
could  compare  economically  with 
outpatient  home  care  using  hospital 


VOLUME  90  ★ NUMBER  5 


7 


Letters 


room  charges  for  extended  stays. 
However,  I am  concerned  that  some 
of  the  costs  for  home  care  were  sig- 
nificantly underestimated. 

In  the  cost  comparison  for  antibi- 
otic therapy  (Fig  2 in  the  article),  the 
home  visits  by  a registered  nurse  were 
listed  as  $600.  If  one  calculated  a vis- 
it per  day,  daily  for  4 weeks  at  28 
days,  that  would  be  $21.43  per  day. 
In  the  cost  comparison  for  total  par- 
enteral nutrition  therapy  (Fig  3),  the 
cost  for  registered  nurse  visits  for  4 
weeks  was  listed  as  $375,  which 
would  be  $13.39  per  day. 

Maybe  these  charges  were  intended 
for  less  than  daily  care.  However,  there 
is  not  a home  health  agency  in  the 
Central  Texas  area  that  will  provide  an 
RN  home  visit  for  either  $13.39  per 
day  or  $21.43  per  day.  Charges  of  $60 
to  $80  per  day  are  common. 

I certainly  think  that  home  care 
has  a great  advantage  over  acute  inpa- 
tient care  in  many  of  the  categories. 
However,  as  an  orthopedic  surgeon,  I 
am  quite  concerned  with  the  “gam- 
ing” of  the  system  that  I see  in  home 
care  as  it  relates  to  physical  therapy 
and  skilled  nursing  care.  I am  quite 
concerned  that  it  is  becoming  the 
leading  source  of  health-care  fraud 
that  I am  exposed  to  on  a daily  basis. 

C.  Bruce  Malone,  MD 

1015  E 32nd  St,  Suite  101 
Austin.  TX  78705 


The  authors  respond 

WE  APPRECIATE  Dr 
Malone’s  comments  and  cer- 
tainly share  some  of  his  con- 
cerns. Before  addressing  his 
points,  please  note  that  we  discovered 
a number  rransposition  in  Fig  2 and 
Fig  3.  The  cost  of  home  nursing  care 
was  inadvertently  transposed  between 
those  two  charts.  In  Fig  2 (Kefzol), 
the  home  visits  by  an  RN  were  $375. 
In  Fig  3 (total  parenteral  nutrition 
therapy),  the  home  visits  by  an  RN 
were  $600. 

Regarding  Dr  Malone’s  comments, 
when  home  health  care  is  ordered  by 
the  physician,  including  therapies 
such  as  antibiotics  and  TPN,  the  solu- 
tions are  prepared  in  the  home  care 
pharmacy  and  delivered  to  the  patient. 
Deliveries  are  made  every  3 to  7 days, 
depending  on  the  stability  of  the 
preparations  ordered  and  the  patient’s 
ability  to  properly  store  the  medica- 
tions in  that  quantity. 

The  patient  and,  if  appropriate,  a 
family  member  are  visited  by  the 
nurse  and  taught  to  properly  admin- 
ister and  store  the  medications  and 
also  to  properly  care  for  the  IV  site 
and  equipment.  The  majority  of  pa- 
tients have  long-line  IV  access. 

Regarding  the  issues  with  home 
nursing  visits  that  Dr  Malone  raises, 
there  is  a great  deal  of  variance  in  al- 
lowable charges  and  reimbursement 
due  to  managed  care,  health  mainte- 
nance organization,  and  preferred 
provider  organization  contracts. 
Medicare  reimburses  $17.50  for  a 
home  nursing  visit  (antibiotic,  TPN, 


or  blood  transfusion)  regardless  of 
whether  the  visit  is  an  initial  visit  that 
includes  assessment  and  teaching,  a 
follow-up  visit,  or  a weekly  visit.  The 
average  reimbursement  from  private 
insurance  is  $70  for  a weekly  visit, 
$100  for  a follow-up  visit,  and  $200 
for  an  initial  visit. 

The  figures  mentioned  in  our  arti- 
cle reflect  average  costs  based  on  the 
average  amount  of  nursing  visits  for 
the  therapies  listed.  Physicians  may 
request  more-frequent  visits  for  addi- 
tional laboratory  work,  etc.  The 
range  of  charges  for  initial  visits  was 
$150  to  $365;  follow-up  and  weekly 
visits  ranged  from  $45  to  $125.  An 
average  of  10  patient  records  were  re- 
viewed for  each  therapy  discussed  in 
the  article.  The  graphs  represent  an 
average  cost  for  the  patients  reviewed 
for  each  therapy. 

It  is  interesting  to  note  that  as  we 
were  going  to  press,  James  Talcott  et 
al  published  a paper,  “Home  antibi- 
otic therapy  for  low-risk  cancer  pa- 
tients with  fever  and  neutropenia:  a 
pilot  study  of  30  patients  based  on  a 
validated  prediction  rule”  {J  Clin  On- 
col 1994;12:107-114).  While  the 
therapies  discussed  in  the  Talcott  ar- 
ticle were  far  more  complex  than 
those  discussed  in  our  paper,  the  con- 
clusion was  similar.  That  is,  patients 
who  received  hospital  care  had  a 44% 
higher  average  daily  medical  charge 
than  patients  treated  at  home. 

Jacqueline  S.  Hart,  MD 
Katherine  L.  Redding,  RN-C 

Twelve  Oaks  lower 
4126  Southwest  Freeway 
Houston,  TX  77027 
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MEDICAL  MALPRACTICE  INS 


Ahcrdeen  Medical Imurance Senices,  Inc.  will proride  you  with 
solutions  to  your  nwdicat  malpractice  insurance  prohiems. 


Weua.  a dedicated  group  of  professiontds  that  have  built  a repuUition  for 
obuiiniiig  retLsonably  priced  mdjiractice  insunuice  regardless 
of  a physicituis  claim  history,  specitdty  or  previous  problems. 


For  additionid  infomiatioii,  contact: 


Alternative  plan  for  indigent 
care  cuts  out  the  middleman 


Re  C E N T L , R O')  S S P E R c:)  T 
suggested  that  physicians  should 
get  their  heads  together  and 
come  up  with  a health-system 
retorm  plan  that  he  and  United  We 
Stand  America,  and  other  American 
voters,  can  support.  We  all  know  that 
there  is  no  need  Lor  “health-care  re- 
form” and  that  the  Clinton  plan  is  a 
ruse  on  the  part  of  those  who  de- 
scribe patients  and  doctors  as  special 
interest  groups  while  they  themselves 
try  to  get  a bigger  slice  oL  the 
“health-care  pie.” 

The  following  proposal  was  sug- 
gested by  Ginny  Jo  Anderson  and 
should  be  known  as  the  Anderson 
Suggestion.  The  gist  of  it  is  this:  Use 
a tax  credit  to  pay  doctors  and  med- 
ical facilities  for  indigent  care,  and 
save  23%-35%  of  monies  currently 
wasted  paying  insurance  company 
middlemen  — who  actually  do  noth- 
ing by  way  of  health  care  for  anyone. 
Here’s  how  it  would  work: 

1.  An  individual  who  qualifies  (as  for 
Medicare  or  Medicaid)  is  issued  a 
“charge  card”  with  name,  photo- 
graph, Social  Security  number,  and 
thumbprint  for  identification. 

2.  The  individual  seeks  medical  at- 
tention from  the  doctor  or  med- 
ical facility  of  his  or  her  choice, 
and  the  card  is  billed  the  usual  fee 
for  services  rendered  (the  same 
amount  that  anyone  else  would  be 
charged  for  the  services). 

3.  At  the  end  of  the  year,  the  doctor 


Forrest  S.  Pullen,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westbeimer,  Suite  800  • Houston,  Texas  77056 
(800)  622-9296  or  in  Houston  (713)  622-9296 

Physicians  & Surgeons  Professional  liabilitv'  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ainbulatorv'  Care  Centers  • I’nique  Healthcare  Insurance  Requests 


Medical  Insurance  Services,  Inc. 


^fcRMATOPATHOLOGY 

-^BORATORIES 

FREEMANBCOCKERELL 

D E R M A T 0 P A T H 0 L 0 G Y L A B Q R A T O R I E S 

■ Diagnostic  Dermatopathology 

■ Frozen  Sections 

■ Evaluation  of  Margins 

■ Diagnostic  Consultation 

■ Immunofluorescence 

* Slide  Processing 

■ Immunohistochemistry 

* Rush  2 Hour 

■ Clinicopathologic  Correlation 

Permanent  Sections 

1 24  Hour  Service  I 

Courier 

214/638-2222 

Air  Freight 

Fax  Reports 

800/309-0000 

Stat  Pick-up 

Fax  214/630-5210 

RCtBERT  G.  FREEMAN,  M.D. 

CLAY  J.  CC2CKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE 

115  ■ DALLAS,  TEXAS  75235 
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K Rx  for  Psychiatric 
and  Substance  Abuse 
Referrals 

Call  with  Confidence  for 
your  Patients 

Patients  with  tough  behavioral  health 
problems  often  need  a comprehensive 
psychiatric  evaluation  with  access  to  a 
broad  range  of  cost-effective  services. 

With  a call  to  Timberlawn,  you 
can  make  this  possible,  Dallas 
physicians  have  been  calling  us  to 
help  for  over  75  years,  and  continue 
to  depend  on  Timberlawn’s  integrated 
system  of  evaluation,  outpatient,  day, 
residential,  and  inpatient  services  to 
provide  your  patients  with  just  the 
programs  they  need. 

• 5 Outpatient  Clinics 

North  Dallas 
East  Dallas 
Las  Colinas 
DeSoto/Duncanville 
Grapevine 

• Inpatient 

Shon-term  Crisis  Stabilization 
Neuro-behavioral  Services 
ACCELerted  Executive  Proram 
Substance  Abuse  Program 
Child  & Adolescent  Programs 

• Residential 

Substance  Abuse  Program 
Adolescent  Program 
Children's  Program 
TDPRS  Level  VI  Program 
Apartment  Living  Programs 

• Day  and  Evening  Programs 

Mental  & Substance  Abuse 
Programs 

Day  or  night,  Timberlawn’s  physi- 
cians and  nurses  are  available  to  help 
you  manage  your  patients’  psychi- 
atnc  and  substance  abuse  illnesses 
and  disorders,  with  the  excellent  care 
you  trust.  And  Timberlawn’s  full 
array  of  available  services  are  attrac- 
tive to  insurers,  managed  care 
reviewers  and  other  payors  as  we 
tailor  care  to  an  individual’s  need, 
eastng  the  financial  burden  on 
patients  and  families. 

Call  us  to  help  you  help  them. 
Timberlawn  is  the  solution  for  your 
psychiatnc  and  substance  abuse 
referral  needs. 

Call  (214)  381-7181 

Umberlawn 

mental  health  SYSTEM 

Dedicated  to  patient  care,  education  and  research  since  1917. 

4600  Samuell  Blvd. 

P.O.  Box  151489  Dallas,  Texas  75228 


or  medical  facility  receives  a tax 
credit  for  a percentage  of  the 
charges. 

4.  The  percentage  depends  on  the 
amount  of  money  available  (with  a 
cap  on  total  money  available)  and 
the  total  amount  billed  nationwide. 

5.  Leave  it  to  doctors  and  medical  fa- 
cilities to  police  themselves  regard- 
ing overcharging,  fraud,  etc,  and 
give  them  the  power  to  regulate 
themselves.  (They  are  not  going  to 
get  more  than  the  capped  amount 
in  the  budget,  regardless.) 

6.  With  the  federal  government  in 
charge,  there  is  no  need  to  pay  an 
insurance  company  35%  over  and 
above  the  amount  actually  spent 
on  medical  care. 

When  a hurricane  hit  Florida  and 
when  an  earthquake  hit  California, 
who  would  have  supported  the  idea 
of  using  our  tax  monies  to  provide  as- 
sistance, to  then  add  35%  over  and 
above  that  actually  used  for  assis- 
tance, and  to  then  give  the  whole  lot 
to  a homeowner’s  insurance  company 
to  distribute?  When  indigent  people 
get  sick,  they  need  medical  care,  not 
insurance  policies. 

Insurance  companies  are  private 
industries.  They  “pool”  risks  and 
thus  share  the  costs  of  illness  among 
those  who  can  afford  to  purchase 
these  policies.  They  have  absolutely 
nothing  to  offer  indigents  who  can- 
not purchase  their  policies.  They  are 
good,  useful,  and  productive  ele- 
ments of  our  capitalist  economy,  and 
there  is  no  reason  to  turn  them  into 
socialistic,  bureaucratic  agencies  of 


government. 

I urge  every  physician  to  consider 
this  effort  to  provide  a plan  that  Mr 
Perot,  the  voting  public,  and  every- 
I one  engaged  in  treating  patients  can 
I support.  If  you  have  a better  plan, 
you  should  present  it  very  soon.  This 
may  be  your  only  alternative  to 
Hillary’s  plan  for  you. 

I G.  Curtis  Hoskins,  MD 

' PO  Box  140828 
Dallas,  TX  75214 

Upbringing,  experience 
influenced  opinions  on 
responsible  gun  ownership 

■ GREW  UP  ON  A RANCH 
in  southern  Texas,  where  guns 
were  an  important  part  of  my  life. 
Guns  were  for  protecting  the 
ranch  from  predatory  animals  and 
poorly  motivated  humans.  Guns 
were  for  hunting.  My  father  was  very 
careful  to  teach  me  how  to  handle 
guns  in  a responsible,  safe  manner. 

For  these  reasons,  I had  always  felt 
passive  opposition  to  various  programs 
aimed  at  “gun  control,”  and  I had  felt 
that  organized  medicine  should  not 
take  a stand  regarding  guns. 

I have  spent  the  last  33  years  at 
Parkland  Hospital,  where  gunshot 
wounds  have  been  part  and  parcel  of 
the  clinical  material  handed  us  by  the 
Gounty  of  Dallas.  Three  develop- 
ments changed  my  attitude  and 
prompted  me  to  introduce  a resolu- 
tion to  the  Texas  Medical  Association 
House  of  Delegates  calling  for  “re- 
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sponsible  gun  ownership.”  Those  de- 
velopments are  the  increased  inci- 
dence and  complexity  ol  gunshot 
wounds,  the  increased  taxpayer  bur- 
den caused  hv  gunshot  wounds,  and 
the  increased  mortality  in  children 
from  gunshot  wounds. 

Mortality  Irom  gunshot  wounds  is 
increasing  nationwide,  but  my  focus  is 
on  Texas,  where  the  number  ol  deaths 
from  gunshot  wounds  has  exceeded 
the  number  of  deaths  from  motor  ve- 
hicle accidents  since  1989  (1). 

This  means  that  gunshot  wounds 
are  as  important  a public  health 
problem  as  motor  vehicle  accidents. 

The  complexity  of  gunshot 
wounds  also  is  increasing.  When  I 
was  an  anesthesiology  resident  dur- 
ing 1960-1962,  we  usually  saw  sin- 
gle gunshot  wounds  inflicted  by 
small-caliber  weapons.  Now  we  are 
more  likely  to  see  multiple  wounds 
inflicted  by  higher-powered  firearms. 
I assume  that  this  results  from  the  in- 
creased availability  of  semiautomatic, 
military-type  weapons. 

Complex  wounds  are  expensive 
and  difficult  to  care  for.  An  analysis 
of  penetrating  truncal  injuries  at 
Parkland  Hospital  in  1991  revealed 
that  the  hospital’s  cost  of  caring  for 
a gunshot  wound  victim  was 
$6,680,  whereas  the  cost  of  caring 
for  a stab  wound  victim  was  $3,962. 
The  mortality  of  gunshot  wounds 
was  20%,  compared  with  4%  for 
stab  wounds.  Public  sources  paid  for 
more  than  90%  of  the  care  of  these 
patients,  in  contrast  to  45%  for  all 
patients  at  Parkland  Hospital.  The 
analysis  showed  that  gunshot  wound 


patients  required  more  hours  in  the 
operating  room,  more  blood  prod- 
ucts, more  days  in  intensive  care, 
and  more  expensive  medications 
than  other  patients  (2). 

Gunshot  wounds  now  account  lor 
11%  ol  all  childhood  deaths  and 
17%  of  those  aged  15  to  19  years. 
Forty-one  percent  of  deaths  among 
black  males  in  this  age  group  result 
from  gunshot  wounds  (3). 

While  some  people  believe  the 
availability  of  guns  causes  the  prob- 
lem, I believe  morbidity  and  mortali- 
ty result  from  irresponsible  use  of 
firearms.  With  the  assistance  of  the 
Dallas  delegation,  I introduced  to 
the  TMA  House  of  Delegates  a reso- 
lution, which  passed  alter  consider- 
able revision,  emphasizing  safe,  re- 
sponsible gun  ownership  and 
encouraging  strong  penalties  for  irre- 
sponsible or  criminal  use  ol  guns  (4). 

My  support  of  this  policy  may  be 
perceived  as  a change  in  attitude,  but 


it  simply  reinforces  the  wisdom  of 
my  father’s  teachings  to  a ranch  boy 
in  southern  Texas. 

A.H.  Giesecke,  Jr,  MD 

The  University  of  Texas 
Southwestern  Medical  Center 
5323  Harry  Hines  Blvd 
Dallas,  TX  75235-9068 
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GAMMA  KNIFE 


BRAIN  SURGERY 


A PAT  lENT  MiSSI 
TWO  DAYS  OF 


WORK. 

THREE,  IF  HE  PUSHES  IT. 


Imagine.  No  incision.  No  hair  loss.  Virtually  no  pain  and  nothing  to  recover  from.  That’s  the  beauty 
of  radiosurgery  with  the  Leksell  Gamma  Knife  over  conventional  brain  surgery.  This  revolutionary 
new  treatment  is  now  being  provided  to  patients  at  Hermann  Hospital,  one  of  very  few  facilities  in 
the  nation  with  the  capability. 

The  Gamma  knife  is  not  really  a knife  at  all.  Using  sophisticated  computer  technology,  it 
directs  gamma  radiation  directly  on  a tumor  or  blood  vessel  abnormality  and  destroys  it  over  time, 
without  damaging  surrounding  tissue.  It’s  that  simple.  It’s  that  effective.  Most  adults  don’t  even 
require  general  anesthesia,  and  the  entire  procedure  is  completed  in  a single  day. 

So  patients  are  able  to  return  to  their  normal  routine  the  very  next  day.  Unless,  £-.-5 
of  course,  they  have  a better  idea. 

For  more  information  or  patient  referrals,  call  1 '800-49-0 AMM A.  H E R,  M A N N 


6411  Fannin  Houston,  Texas  77030A501 

AffiUated  with  The  University  of  Texas  Medical  School  at  Houston 


GAMMA  KNIFE 
RADIOSURGERY 
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NEWSMAKERS 


Stanley  H.  Appel,  MD,  Houston, 
was  named  director  of  the  Center  for 
Alzheimer’s  Disease  in  the  depart-  [ 
ment  of  neurologv'  at  Baylor  College 
of  Medicine. 

The  1994  Travis  County  Medical 
Society  officers  are  pulmonologist 

William  J.  Deaton,  MD,  president; 
general  surgeon  Thomas  B.  Coop- 
wood,  MD,  president-elect;  anesthe- 
siologist James  A.  Prentice,  MD, 
secretary-treasurer;  and  gastroen- 
terologist Charles  E.  Felger,  MD, 
past  president. 

For  his  lifelong  dedication  to  healing 
the  human  heart,  Michael  E.  De- 
Bakey,  MD,  chancellor  of  Baylor 
College  of  Medicine,  received  the 
Living  Legacy  Samaritan  Award  from 
the  Women’s  International  Center  in 
San  Diego. 

Temple  nephrologist  Charles  J. 
Foulks,  MD,  received  the  Distin- 
guished Achievement  in  Teaching 
Award  from  Texas  A&M  University’s 
Association  of  Former  Students. 

Joe  Garcia-Prats,  MD,  Houston 
neonatal-perinatal  medicine  special- 
ist, received  the  Award  of  Excellence 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  office  of  or  honors 
from,  a national  or  state  organization;  or.  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine,  401  W 1 5th  St,  Austin,  TX 
78701;  fax  (512)  370-1632. 


Michael  E.  DeBakey,  MD  Jane  Preston,  MD 


Pedro  A.  Rubio,  MD  Edward  B.  Singleton,  MD 


for  Community  Service  from  the 
Texas/Gulf  Coast  chapter  of  the 
March  of  Dimes. 

Jane  Preston,  MD,  Austin  psychia- 
trist and  president  of  the  American 
Telemedicine  Association,  was  named 
to  serve  on  the  Committee  on  High 
Performance  Computing  and  Com- 
munications for  the  National  Re- 
search Council  and  on  the  federal 
Advisory  Panel  for  Information  Tech- 
nology and  Health  Care  of  the  Office 
of  Technology  Assessment. 

The  National  Institutes  of  Health 
named  K.  Michael  Rice,  Lubbock, 
one  of  the  nation’s  “Most  Outstand- 
ing Medical  Students”  of  1994  for  his 
endocrinology  research  efforts. 


Robert  Roberts,  MD,  was  named  the 


K.  Michael  Rice  Rod  J.  Rohrich,  MD 

man,  MD,  Endowed  Chair  of  Cardi- 
ology at  Baylor  College  of  Medicine 
in  Houston. 

Rod  J.  Rohrich,  MD,  Dallas,  was 
named  a 1994  Visiting  Professor  for 
the  Plastic  Surgery  Educational 
Foundation,  a worldwide  educational 
and  research  organization. 

Pedro  A.  Rubio,  MD,  Houston  gen- 
eral surgeon,  was  recognized  by  the 
United  States  Department  of  State  as 
Honorary  Consul  to  the  Republic  of 
Albania,  with  jurisdiction  over  the 
state  of  Texas. 

For  distinguished  service  to  his  pro- 
fession, Edward  B.  Singleton,  MD, 

Houston,  received  the  1994  Gold 
Medal  of  the  American  College  of 
Radiology. 
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John  B.  Bourland,  MD,  82;  Dallas; 
Washington  University  School  of 
Medicine,  1937;  died  February  4, 
1994. 

Norman  W.  Carter,  MD,  68;  Dallas; 
The  University  of  Texas  Southwest- 
ern Medical  School,  1953;  died  Jan- 
uary 24, 1994. 

David  H.  Glenn,  MD,  72;  Texas  City; 
Louisiana  State  University  Medical 
School,  1944;  died  January  18, 
1994. 

Jimmy  J.  King,  MD,  62;  Dallas;  Uni- 
versity of  Tennessee  College  of  Medi- 
cine, 1955;  died  November  21, 

1993. 

Roger  S.  Kuharski,  MD,  51;  Dun- 
canville; Marquette  Medical  School, 
1968;  died  February  2,  1994. 

William  G.  Langston,  MD,  78;  Gar- 
rison; Baylor  College  of  Medicine- 
Dallas,  1938;  died  February  7,  1994. 

Royce  C.  Lev^is,  Jr,  MD,  69;  Lub- 
bock; Tulane  University  School  of 
Medicine,  1946;  died  February  11, 

1994. 

Albert  E.  Meisenbach,  Jr,  MD,  82; 

Dallas;  Washington  University 
School  of  Medicine,  1937;  died  Feb- 
ruary 10,  1994. 

James  P.  Molloy,  Jr,  MD,  66;  Hous- 


ton; Baylor  College  of  Medicine, 
1952;  died  January  28,  1994. 

Taylor  T.  Pickett,  MD,  88;  Garland; 
Baylor  College  of  Medicine-Dallas, 
1931;  died  February  15,  1994. 

David  H.  Short,  MD,  59;  Houston; 
Baylor  College  of  Medicine,  I960; 
died  February  21,  1994. 

Roland  Leon  Tindel,  MD,  69;  Hous- 
ton; Baylor  College  of  Medicine, 
1952;  died  February  18,  1994. 

Paul  C.  Trickett  MD,  71;  Austin; 
Long  Island  College  of  Medicine, 
1949;  died  February  5,  1994. 

Leo  J.  VandenBossche,  MD,  86; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1947; 
died  February  22,  1994. 


“The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 

The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
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Discover  The  Elegance  Of  A Hybrid 


dosage  minimizes  multiple 
medications.  Minimizes  the 
number  of  insurance 
copayments.  And  minimizes 
potassium  supplementation. 

A hybrid  blending  of 
tolerability  and  power  that's 
available  for  the  right  patient. 
Vaserehc®  is  indicated  for  the 
treatment  of  hypertension  in 
patients  for  whom  combination 
therapy  is  appropriate. 

And  an  elegant  discovery  for 
your  practice. 


the  beauty  of  the  hybrid  Lily 
that  catches  the  eye.  The 
vibrant  color.  The  delicately 
shaped  petals.  But  study  it 
more  closely,  and  its  elegance 
becomes  apparent-a  gentle 
blend  of  softness  and  strength. 

At  first  glance,  it's  the 
enhanced  performance  of 
Vaseretic'  that  catches  the 
eye.  But  study  Vaseretic® 
more  closely,  and  its  elegance 
becomes  apparent.  The  way 
its  one-tablet,  once-a-day 


VASERETIC  10-25  aJ^ 

W Enalapril  Maleate-Hydrochlorothiazide  I 


Vaseretic"  is  contraindicated  in  patients  who  are  hypersensitive  to  any  component  of  this  prociuct  or  to  other  sulfonamide- 
derived  drugs  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Dosage  must  be  individualized;  the  fixed  combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient  should  always  include  assessment  of  renal  function. 

For  a Brief  Summary  of  Prescribing  Information,  see  adjacent  pages. 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second  and  third  trimestere,  ACE  inhibitors  can  cause 
injury  and  even  death  to  the  developing  fetus.  When  pregnancy  is  detected,  Vaseretic  (Enalapril  Maleate- 
Hvdrochlorothiazide)  should  be  discontmued  as  soon  as  possible.  See  WARNINGS,  Fetiu/Nvoimtal  Morbuiihi  mui  Morlality. 


TABLETS 

VASERETIC 

(ENALAPRILMALEATE-HYDROCHLOROTHIAZIDE) 


USE  IN  PREGNANCY;  When  used  in  pregnan^  during  the  second 
and  third  trimesters.  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  precnana'  is  detected,  vASERETlC' 
(Enalapnl  Maleale-Hydrochlorotmazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  ami  Mortality. 


10 

mg 


25 

mg 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients 
who  are  hypersensitive  to  any  component  of  this  product  and  in  patients 
with  a history  of  angioedema  related  to  previous  treatment  with  an 
angiotensin  converting  erxzvme  inhibitor.  Because  of  the  hydrochloro- 
thiazide component,  this  product  is  contraindicated  in  patients  with 
anuna  or  hypersensitivity  to  other  sulfonamide-denved  drugs. 
WARNINGS:  Gem'ral:  Enalapnl  Maleale:  Hypotension:  Excessive  hypoten- 
sion was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possi- 
ble consequence  of  enalapnl  use  in  severe^  salt/volume  depleted  persons 
such  as  those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Svncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VA$ERETIC.  In  patients  receiving  enalapril  alone,  the  incidence  of  syn- 
cope is  0.5  percent  The  overall  inadence  of  syncope  may  be  reduced  bv 
proper  titration  of  the  individual  components.  (See  PRECAUTIONS, 
Drug  /iifcrncfioris,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associ- 
ated renal  insufficiency,  excessive  hypotension  has  been  observed  and 
may  be  associated  with  oliguria  and/or  progressive  azotemia,  and  rarely 
witii  acute  renal  failure  and/or  death  Because  of  the  potential  fall  in 
blood  pressure  in  these  patients,  therapy  should  be  started  under  very 
close  medical  supervision.  Such  patients  should  be  followed  closely  for 
the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapnl 
and/or  diurehc  is  mcreased.  Similar  coasiderations  may  apply  to  patients 
with  ischemic  heart  or  cerebrovascular  disease,  in  whom  an  excessive  fall 
in  blood  pressure  could  result  in  a myocardial  infarchon  or  cerebrovascu- 
lar accident 

If  hypotension  occurs,  the  pahent  should  be  placed  in  the  supine  posi- 
hon  and,  if  necessary,  receive  an  intravenous  infusion  of  norma!  saline.  A 
transient  hypotensive  response  is  not  a contraindication  to  further  doses, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  increased  after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larymx  has  been  reprted  in  patients  treated  witn  angioteasin  con- 
verting enzyme  inhibitors,  including  enalapnl.  This  may  occur  at  any  time 
dunng  treatment  In  such  cases  VASERETIC  should  be  promptly  discontin- 
ued and  appropriate  therapy  and  monitoring  should  be  provided  until 
complete  and  sustained  resoluhon  of  sips  and  symptoms  has  occurred  In 
instances  where  swelling  has  been  connned  to  the  face  and  lips  the  condi- 
tion has  generally  resolved  without  treatment,  although  anhhistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  W^ere  there  is  involvement  of  the  tongue, 
glottis  or  laiyrw,  likely  to  cause  airway  obstruction,  appropriate  therapy, 
e.g.,  subcutaneous  epinephrine  solution  1:1(X)0  (03  mL  to  0.5  mL)  andi/or 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  pro- 
vided. (See  ADVERSE  REAimONS.) 

Patients  with  a history  of  angioedema  uru-elated  to  ACE  inhibitor  ther- 
apy may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE 
inhibitor  (see  also  CONTRAINDICATIONS). 

Ncirfmptvnfl/Agraiiw/ocyfosi.s  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequent- 
ly in  patients  with  renal  impairment  especially  if  they  also  have  a colla- 
gen vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are 
insufficient  to  show  that  enalapril  does  not  cause  agranulocytosis  at  simi- 
lar rates.  Marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be 
excluded.  Periodic  monitonng  of  white  blood  cell  counts  in  pahents  with 
collagen  vascular  disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease,  in  patients  with  renal  disease,  thiazides  may  precipitate 
azotemia  Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  or  progressive  liver  disease,  since  minor  alterations  of 
fluid  and  electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleateand  Hydrochlorothiazide). 
Pregnancy;  Enalapnl-Hydrochlorotfuazide:  There  was  no  teratogenicity  in 
rats  given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum 
human  dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide 
(2  '/2  times  the  maximum  human  dose)  or  in  mice  given  up  to  30 
mg/kg/day  of  enalapril  (50  times  the  maximum  human  dose)  in  combi- 
nation with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/2  times  the  maxi- 
mum human  dose).  At  these  doses,  fetotoxicity  expressed  as  a deaease  in 
average  fetal  weight  occurred  in  both  species.  No  fetotoxicity  occurred  at 
lower  doses;  30/10  mg/kg/day  of  enalapnl-hydrochlorothiazide  in  rats 
and  10/10  mg/kg/day  of  enalapnl-hvdrochlorothiazide  in  mice. 

When  used  in  pregnancy  dunng  tbe  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  WTien 
pregnancy  is  detectea,  VASERETIC  should  be  discontinued  as  soon  as 
possible.  (See  Enalapnl  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality, 
below.) 

Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors 
can  cause  fetal  and  neonatal  morbidity  and  death  when  administered  to 
pregnant  women  Several  dozen  cases  have  been  reported  in  the  world 
literature.  When  pregnancy  is  detected,  ACE  inhibitors  should  be  discon- 
tinued as  soon  as  possible. 

The  use  of  ACE  inhibitors  dunng  the  second  and  third  tnmesters  of 
pregnancy  has  been  associated  with  fetal  and  neonatal  injury,  including 
hypotension,  neonatal  skull  hypoplasia,  anuna,  reversible  or  irreversible 
renal  failure,  and  death.  Oligonydramnios  has  also  been  reported,  pre- 
sumably resulting  from  decreas^  fetal  renal  function;  oligohydramnios 
in  this  setting  has  been  associated  with  fetal  limb  contractures,  aaruofa- 
cial  deformation,  and  hypoplastic  lung  development.  Prematurity, 
intrauterine  growth  retardation,  and  patent  ductus  arteriosus  have  also 


been  reported,  although  it  is  not  clear  whether  these  occurrences  were 
due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester. 
Mothers  whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only 
during  the  first  trimester  should  be  so  informed.  Nonetheless,  w'hen 
patients  become  pregnant,  physicians  should  make  every  effort  to  discon- 
hnue  the  use  of  VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  eveiy  thousand  pregnancies), 
no  alternative  to  ACE  inhibitors  w'ill  be  found.  In  these  rare  cases,  the 
mothers  should  be  appnsed  of  the  potential  hazards  to  their  fetuses,  and 
serial  ultrasound  examinations  should  be  performed  to  assess  the 
intraamniotic  environment 

If  oligohydramnios  is  obserx'ed,  VASERETIC  should  be  disconhnued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be 
appropriate,  depending  upon  the  week  of  pregnancy.  Patients  and  physi- 
cians should  be  aware,  however,  that  oligohydramnios  may  not  appear 
until  after  the  fetus  has  sustained  irreversible  injury. 

Infants  with  histones  of  in  ulero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguna 
occurs,  attenhon  should  be  directed  toward  support  of  blood  pressure 
and  renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as 
means  of  reversing  hypotension  and/or  substituting  for  disordered  renal 
function.  Enalapnl,  wnich  crosses  the  placenta,  has  been  removed  from 
neonatal  circulation  by  peritoneal  dialysis  with  some  clinical  benefit,  and 
theoretically  may  be  removed  by  exchange  transfusion,  although  there  is 
no  experience  with  the  latter  prixedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in 
rats),  and  50  times  (in  raboits)  the  maximum  recommended  human  dose, 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit, 
the  mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the 
human  dose)  showed  no  evidence  of  external  abnormalities  of  the  fetus 
due  to  hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter 
study  in  rats  at  doses  of  4 -5.  6 mg/kg/day  (approximately  1 -2  times  the 
usual  daily  human  dose)  did  not  impair  fertility  or  produce  birth  abnor- 
malities in  the  offspring.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood. 

Effects:  These  may  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

PRECAUTIONS:  General;  Enalapnl  Maleate;  Impaired  Renal  Function:  As  a 
consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system, 
changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. 
In  patients  with  severe  congestive  heart  failure  whose  renal  funchon  may 
depend  on  the  achvity  of  the  renin-angiotensin-aldosterone  system,  treat- 
ment with  angiotensin  converting  enzyme  inhibitors,  including  enalapril, 
may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely 
with  acute  renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral 
renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine were  observed  in  20  percent  of  patients.  These  increases  were  almost 
alw’ays  reversible  upon  discontinuation  of  enalapril  and/or  diuretic  ther- 
apy In  such  patients  renal  function  should  be  monitored  dunng  the  first 
few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  clisease  have  developed  increases  in  hlood  urea 
and  serum  creatinine,  usually  minor  and  transient,  especially  when 
enalapril  has  been  given  concomitantly  with  a diuretic.  This  is  more  likely 
to  occur  in  patients  with  pre-existing  renal  impairment.  Dosage  reduction 
of  enalapnl  and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
pahents  dialyzed  with  high-hux  membranes  (e  g.,  AN  69*)  and  treated 
concomitantly  with  an  ACE  inhibitor.  In  these  pahents  considerahon 
should  be  given  to  using  a different  type  of  dialysis  membrane  or  a differ- 
ent class  or  antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  pahents  in  clini- 
cal trials  treated  with  enalapril  alone.  In  most  cases  these  were  isolated 
values  w'hich  resolved  despite  conhnued  therapy,  although  hyperkalemia 
was  a cause  of  disconhnuahon  of  therapy  in  0.28  percent  of  hypertensive 
pahents.  Hyperkalemia  was  less  frequent  (approximately  O.I  percent)  in 
pahents  treated  with  enalapril  plus  hydrochlorothiazide  Risk  factors  for 
the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes 
mellitus,  and  the  concomitant  use  of  potassium-sparing  diurehes,  potassi- 
um supplements  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cauuously,  if  at  all,  with  enalapril  (See  Drug  /ii/tmTioiis.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves 
after  disconhnuahon  of  therapy.  ACE  inhibitor-induced  cough  should  be 
considered  as  part  of  the  differenhal  diagnosis  of  cough 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during 
anesthesia  with  agents  that  produce  hypotension,  enalaprif  may  block 
angiotensin  11  formation  secondary  to  compensatory  renin  refease.  if 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can 
be  corrected  by  volume  expansion. 

Hydrochlorothiazide:  Penodic  determinahon  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inter- 
vals. All  pahents  receiving  thiazide  therapy  should  be  observed  for  clini- 
cal signs  of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic 
alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  determinahons 
are  parhcularly  important  when  the  pahent  is  vomihng  excessively  or 
receiving  parenteral  fluids.  Warning  signs  or  symptoms  of  fluid  and  elec- 

* Registered  trademark  of  Hospal  Ltd. 


trolyte  imbalance,  inespechve  of  cause,  include  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  confusion,  seizures,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia, 
and  gastrointestinal  disturbances  such  as  nausea  and  vomihng. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when 
severe  cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  may  cause  cardiac  arrhythmia  and  may  also  sensihze  or 
exaggerate  the  response  of  the  heart  to  the  toxic  effects  of  digitalis  (e.g., 
increased  ventncular  irritability).  Because  enalapnl  reduces  the  produc- 
hon  of  aldosterone,  concomitant  therapy  with  enalapril  attenuates  the 
diurehc-induced  potassium  loss  (see  Drug  Interactions,  Agents  Increasing 
Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in 
the  treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot 
weather;  appropriate  therapy  is  water  restriction,  rather  than  administra- 
tion of  salt  except  in  rare  instances  when  the  hvponatremia  is  life-threat- 
ening, In  actual  salt  depletion,  appropnate  replacement  is  the  therapy  of 
choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypo- 
glycemic agents  may  be  req^uired  Hyperglycemia  may  cxrcur  with  thi- 
azide diuretics.  Thus  latent  diabetes  mellitus  may  become  manifest  dur- 
ing thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  post- 
sympathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding 
or  disconhnuing  diuretic  therapy. 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium, this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may 
cause  intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of 
known  disorders  of  calcium  metabolism  Marked  hypercalcemia  may  be 
evidence  of  hidden  hyperparathyroidism.  Thiazides  should  be  discontin- 
ued before  carrying  out  tests  for  parathyroid  function 

Increases  in  cholesterol  and  tnglycende  levels  may  be  associated  with 
thiazide  diurehc  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal 
edema,  may  occur  at  any  hme  during  treatment  with  angiotensin  con- 
verting enzyme  inhibitors,  including  enalapril.  Patients  should  be  so 
advised  ancf  told  to  report  immediately  any  signs  or  symptoms  su^est- 
ing  angioedema  (swelling  of  face,  extremihes,  eyes,  lips,  tongue,  difficulty 
in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypaffiision;  Patients  should  be  cauhoned  to  report  lightheadedness 
especially  dunng  the  first  few  days  of  therapy.  If  actual  syncope  occurs, 
the  pahents  should  be  told  to  disconhnue  the  drug  unhl  they  nave  con- 
sulted with  the  prescribing  physician. 

All  pahents  snould  be  cauhoned  that  excessive  perspirahon  and  dehy- 
drahon  may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduc- 
hon  in  fluid  volume  CHher  causes  of  volume  aeplehon  such  as  vomihng 
or  diarrhea  may  also  lead  to  a fall  in  blood  pressure;  pahents  should  be 
advised  to  consult  with  the  physician. 

Hyperkalemia:  Pahents  should  be  told  not  to  use  salt  subshtutes  contain- 
ing potassium  without  consulhng  their  physiaan. 

Neutropenia:  Pahents  should  be  told  to  report  promptly  any  indicahon 
of  infechon  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

PrcgiirtiJCV'  Female  pahents  of  childbearing  age  should  be  told  about 
the  consequences  of  second-  and  third-trimester  exposure  to  ACE 
inhibitors,  and  they  should  also  be  told  that  these  consequences  do  not 
appear  to  have  resulted  from  intrauterine  ACE-inhibitor  exposure  that 
has  been  limited  to  the  first  tnmester.  These  pahents  should  be  asked  to 
report  pregnancies  to  their  physicians  as  siKin  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  pahents  being  treated 
with  VASERETIC  is  warranted.  This  informahon  is  intended  to  aid  in  the 
safe  and  effechve  use  of  this  medicahon.  It  is  not  a disclosure  of  all  possi- 
ble adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate:  Hyvotension— Patients  on  Diuretic 
Theraiiy:  Pahents  on  diurehes  and  especially  those  in  whom  diurehc  ther- 
apy was  recently  inshtuted,  may  occasionally  experience  an  excessive 
reduchon  of  bkx>d  pressure  after  inihahon  of  therapy  with  enalapril  The 
possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by 
either  disconhnuing  the  diurehc  or  increasing  the  salt  intake  prior  to  inih- 
ahon of  heatment  with  enalapril.  If  it  is  necessary  to  conhnue  the  diurehc, 
provide  medical  super\’ision  for  at  least  two  hours  and  unhl  blood  pres- 
sure has  stabilized  for  at  least  an  addihonal  hour.  (See  WARNINGS.) 

AgcJifs  Cflusnig  Renin  Release:  The  anhhvpertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g,, 
diurehes). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly 
with  beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium- 
blockmg  agents,  hydralazine  and  prazosin  without  evidence  of  clinically 
significant  adverse  interachons 

Agcii/s  /iicrciJSiMg  Scrum  Potassium:  Enalapril  attenuates  diuretic- 
induced  potassium  loss.  Potassium-sparing  ciiurehcs  (e.g,,  spironolac- 
tone, triamterene,  or  amiloride),  potassium,  supplements,  or  potassium- 
containing  salt  substitutes  may  lead  to  significant  increases  in  serum 
potassium.  Therefore,  if  concomitant  use  of  these  agents  is  indicated 
D^ause  of  demonstrated  hypokalemia  they  should  be  used  with  cauhon 
and  with  frequent  monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  pahents  receiving  lithi- 
um concomitantly  with  drugs  which  cause  eliminahon  of  sodium,  includ- 
ing ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in 
pahents  receiving  concomitant  enalapril  and  lithium  and  were  reversible 
upon  disconhnuahon  of  both  drugs.  It  is  recommended  that  serum  lithi- 
um levels  be  monitored  frequently  if  enalapril  is  administered  concomi- 
tantly with  lithium. 

Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diurehes; 

Alcohol,  barbiturates,  or  nurco/ics— potenhahon  of  orthostahe  hypoten- 
sion may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  the 
anhdiabehc  drug  may  be  required. 

Other  antihypertensive  addihve  effect  or  potenhahon. 
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jMiii  c(>/(‘s/;/>()/  n'M/js  Absorption  ot 
h\'drochlorothia/idt'  is  impairotl  in  tiu’  presenco  ot  anionic 
cvchango  resins.  Single  doses  ot  either  chi»lest\Tainine  or 
cok^hpol  risins  hind  the  li\'drtvl\lorothia/ide  and  reduce  its 
absorption  from  the  gastrointestinal  tract  b\  up  to  85  and  45 
percent,  resptvtixelv. 

Gir/iaistcnuds,  ACTl'f— intensitied  ekvtrolyte  depletitm,  partic- 
ularly h\'pokaleniia 

Pr{*ss(>r  rt/ii/jj(’s-  (■{••Xw  iiorc/'nie/i/irmc)— possible  decreased 
response  to  prts.sor  amines  but  not  sutlicient  to  pnvlude  their 
use, 

SkclvUil  imi^kie  teg,,  ti</)()i'i/n?rnic) 

possible  increasi\l  responsiveness  to  the  muscle  relaxant. 

should  not  generally  be  given  with  diuretics. 
Diuretic  agents  rtxiuce  the  renal  clearana'  ot  lithium  and  add  a 
high  risk  ot  lithium  toxicity.  Keter  to  the  package  insert  tor 
litnuim  preparations  betore  use  ot  such  preparations  with 
VASFRFTK, 

Nou-!>h'n.niitil  Anli-mfliwiimton/  Dri/gs— in  some  patients,  the 
administration  ot  a non-steroidal  anti-innammator)'  agent  can 
rtxiuce  the  diuretic,  natriuretic,  and  antihypertensive  effects  ot 
loop,  potassium-sparing  and  thiazide  diuretics.  Theretore, 
when  VASERFIIC  and  non-steroidal  anti-inflammatory 
agents  are  used  concomit.inlh',  the  patient  should  be  obserx-ed 
closely  to  determine  it  the  desired  effect  of  the  diuretic  is 
obtained. 

Crtrc/noxt’Ui’s/.s,  Mi<kixtvii’s/s,  Impairmcnf  of  Fcrtilitu:  Hnalapnl  in 
combination  with  hydriK'hlorothia/ide  was  not  mutagenic  m 
the  Ames  microbial  mutagen  test  with  or  without  metabolic 
activation.  Fnalapril-hydrochlorothiazide  did  not  produce 
DN.A  single  strand  breaks  in  an  ui  vitro  alkaline  elution  assay 
in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo 
mouse  bone  marrow  assay, 

Eiwhpril  MoleiJlc:  There  was  no  evidence  of  a tumorigenic 
effect  when  enalapril  was  administered  for  106  weeks  to  rats 
at  doses  up  to  90  mg/kg/day  (150  times*  the  maximum  daily 
human  dose).  Enalapril  has  also  been  administered  for  94 
weeks  to  male  and  female  mice  at  doses  up  to  90  and  180 
mg/kg/day,  respectively,  (150  and  300  times*  the  maximum 
daily  dose  for  humans)  and  showed  no  evidence  of  carcino- 
genicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  muta- 
genic in  the  Ames  microbial  mutagen  test  with  or  without 
metabolic  activation.  Enalapril  was  also  negativ  e in  the  follow- 
ing genotoxicity  studies:  rec-assay,  reverse  mutation  assay 
with  £.  coli,  sister  chromatid  exchange  with  cultured  mam- 
malian cells,  and  the  micronucleus  test  with  mice,  as  well  as  in 
an  />!  viw  cytogenic  study  using  mouse  bone  marrow. 

There  w'ere  no  adverse  effects  on  reproductive  performance 
in  male  and  female  rats  treated  with  10  to  90  mg/kg/day  of 
enalapril. 

Hi/iirochloroflii(JziJt':  Two-year  feeding  studies  in  mice  and  rats 
conducted  under  the  auspices  of  the  National  Toxicology 
Program  (NTP)  uncovered  no  evidence  of  a carcinogenic 
potential  of  hydrochlorothiazide  in  female  mice  (at  doses  of 
up  to  approximately  600  mg/kg/dav)  or  in  male  and  female 
rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The 
NTP,  however,  found  equivcKal  evidence  for  hepatiKarcino- 
genicitv  in  male  mice, 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames 
mutagenicity  assay  of  Snhnoiu'lln  ti/pliimurium  strains  TA  98, 
TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese 
Hamster  Ovary  (CHO)  test  for  chromosomal  aberrations,  or  in 
vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the 
Drosophiln  sex-linked  recessive  lethal  trait  gene.  Positive  test 
results  were  obtained  only  in  the  in  vitro  CHO  Sister 
Chromatid  Exchange  (clasfogenicity)  and  In  the  Mouse 
Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations 
of  hydrochlorothiazide  from  43  to  1300  mg/mL,  and  in  the 
Aspergillus  nidulans  non-disjunction  assay  at  an  unspecified 
concentration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility 
of  mice  and  rats  of  either  sex  in  studies  wherein  these  species 
were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 
mg/kg,  respechvely,  prior  to  conception  and  tmoughout  ges- 
tation, 

Pregurtuci/;  Pregimcy  Cntegories  C (first  trimester)  ond  D (sec- 
ond and  third  trimesters).  See  WARNINGS,  Pregnoncy, 
Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality. 

Nursing  Mothers:  Enalapril  and  enalaprilat  are  detected  in 
human  milk  in  trace  amounts.  Thiazides  do  appear  in  human 
milk.  Because  of  the  potential  for  senous  reactions  in  nursing 
infants  from  either  drug,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated 
for  safety  in  more  than  1500  patients,  including  over  300 
patients  treated  for  one  year  or  more.  In  clinical  trials  with 
VASERETIC  no  adverse  experiences  peculiar  to  this  combina- 
tion drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously 
reported  with  enalapnl  or  hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled 
trials  were:  dizziness  (8.6  percent),  headache  (5.5  percent), 
fahgue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experi- 
ences occurnr^in  greater  than  two  percent  of  patients  treated 
with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2,4  per- 
cent), orthostatic  effects  (2.3  percent),  impotence  (2.2  percent), 
and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent 
of  patients  in  controlled  trials  included:  Body  As  A Whole: 
Syncope,  chest  pain,  abdominal  pain;  Cardiovascular: 


Orthostatic  hypotension,  palpitation,  tachycardia;  D/yos/it'c: 
Vomiting,  dyspepsia,  constipation,  llatul’ence,  dry  mouth; 
Ncn'DK.s/Psi/i'/iWfr/c,’  Insomnia,  nervousness,  paresthesia,  som- 
nolence, vertigo;  Skin:  Pruritus,  rash;  Other:  Dyspnea,  gout, 
back  pain,  artliralgia,  diaphoresis,  decreased  libido,  tinnitus, 
urinary  tract  infivtion. 

.4»x/(icd(‘»iij;  Angioedema  has  been  reported  in  patients 
receiving  VASF.RFriC  (0.6  percent),  Angioedema  asstx'lated 
with  larx'ngeal  ixiema  may  be  fatal  If  angioedema  of  the  face, 
extremities,  lips,  tongue,  glottis  and/or  larynx  (Kcurs,  treat- 
ment with  VASEREIIC  should  be  discontinued  and  appropri- 
ate therapy  institutexi  immediately.  (See  WARNINLiS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to 
hypotension  occurred  as  follows:  hypotension  (0,9  percent), 
ortnostatic  hypotension  (1.5  percent),  other  orthostatic  effects 
(2,3  percent).  In  addition  syncope  occurred  in  1,3  percent  ot 
patients.  (See  WARNINGS.) 

Cough:  See  PRECALTIONS,  Cough. 

CIniiciil  iaboratoni  Test  Findings;  Serum  Electrolytes:  See  PRE- 
CAUTIONS. 

Crtvj/m/;;c,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials 
minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  disconhnuation  of  therapy,  were  observed  in 
about  0.6  percent  of  patients  with  essential  hypertension  treat- 
ed w'lth  VASERETIC.  More  marked  increases  have  been 
reported  in  other  enalapril  experience.  Increases  are  more  like- 
ly to  occur  in  patients  with  renal  artery  stenosis,  (See  PRE- 
CAUTIONS.) 

Serum  Uric  Acid,  Glucose.  Magnesium,  and  Cakium:  See  PRE- 
CAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin 
and  hemattKnt  (mean  decreases  of  approximately  0.3  g per- 
cent and  1.0  voi  percent,  respectively)  occur  frequently  in 
hypertensive  patients  treated  with  VASERETIC  but  are  rarely 
of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued 
therapy  due  to  anemia. 

Liver  Function  Tests:  Rarely,  elevations  of  liver  enzymes 
and/or  serum  bilirubin  have  occurred. 

(THher  adverse  reactions  that  have  been  reported  wdth  the  indi- 
vidual components  are  listed  below  and,  within  each  category, 
are  in  order  of  decreasing  seventy. 

Enalapril  Mu/oite— Enalapril  has  been  evaluated  for  safety  In 
more  than  10,000  patients.  In  clinical  trials  adverse  reactions 
which  occurred  with  enalapril  were  also  seen  with 
VASERETIC,  However,  since  enalapnl  has  been  marketed,  the 
following  adverse  reactions  have  been  reported:  Bodi/  As  A 
Whole:  Anaphylactoid  reactions  (see  PRECAUTIONS, 
Hemodialysis  Patients);  Cardiovascular:  Cardiac  arrest;  myocar- 
dial infarction  or  cerebrovascular  accident,  possibly  secondary 
to  excessive  hypotension  in  high  risk  patients  (see  WARM- 
INGS, Hypiotenswn);  pulmonary  embolism  and  infarction;  pul- 
monary edema;  rhythm  disturbances  including  atrial  tachy- 
cardia and  bradycardia;  atrial  fibnllation;  hypotension;  angina 
pectons;  Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis 
(hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaun- 
dice), melena,  anorexia,  glossitis,  stomatitis,  dry  mouth; 
Hematologic:  Rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression.  Hemolytic  anemia,  incluaing  cases  j 
of  hemolysis  in  patients  with  G-6-PD  deficiency,  has  been 
reported;  a causal  relahonship  to  enalapril  has  not  been  estab- 
lished. Nenms  System/Psychiatric  Depression,  confusion,  atax- 
ia, peripheral  neuropathy  (e.g.,  paresthesia,  dysesthesia); 
Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRE- 
CAUTIONS), flank  pain,  gynecomastia;  Respiratory: 
Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis, 
rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respira- 
tory infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal 
necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythe- 
ma multiforme,  urticaria,  pemphigus,  alopecia,  flushing,  pho- 
tosensitivity; Special  Senses:  Blurred  vision,  taste  alteration, 
anosmia,  conjunctivitis,  dry  eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported 
which  may  include  a positive  ANA,  an  elevated  erythrocyte 
sedimentation  rate,  arthralgia/arthntis,  myalgia/myosi'tis, 
fever,  serositis,  vasculitis,  leuWytosis,  eosinophilia,  photosen- 
sitivity, rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS, 
Pregnancy.  Enalapmil  Maleate,  Fetal/Neonatal  Morbidity  and 
Mortality. 

Hydrochlorothiazide— Body  as  a Whole:  Weakness;  Digestive: 
Pancreatitis,  jaundice  (inirahepatic  cholestatic  jaundice), 
sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic: 
Aplastic  anemia,  agranulocytosis,  leukopenia,  hemolytic  ane- 
mia, thrombocytopenia;  Hypiersensifivity:  Purpura,  photosensi- 
tivity, urticana,  necrotizing  anriitis  (vasculitis  anci  cutaneous 
vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal: 
Muscle  spasm;  Nenms  System/Psychiatric:  Restlessness;  Renal: 
Renal  failure,  renal  dysfunctiori,  interstitial  nephritis  (see 
WARNINGS);  Skin:  Erythema  multifoime  including  Stevens- 
johnson  syndrome,  exfoliative  dermatitis  including  toxic  epi- 
dermal necrolysis,  alopecia;  Special  Senses:  Transient  blurred 
vision,  xanthopsia, 

For  more  detailed  information,  consult  your  DuPont  Phanna 
Representative  or  see  Prescribing  Information. 
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Medical  Economics 

CLIA  madness 

'Educational'  inspections  have  doctors  crying  foul 
over  heavy-handed  tactics 

By  Mark  Richards cyn,  Associate  editor 


uffy  McBrayer,  MD,  practices  medicine  on 
the  high  plains  of  the  Texas  Panhandle.  He 
has  for  many  years  served  the  health-care 
needs  of  farmers,  ranchers,  and  other  folks  in 
Hereford,  Deaf  Smith  County,  and  the  surrounding  area. 


Dr  McBrayer  and  his  partner,  Gerald  Payne,  MD, 
have  always  thought  of  themselves  as  simple  country  doc- 
tors, just  doing  their  jobs. 

Until  recently,  that  is. 

After  an  inspection  of  their  office  laboratory  by  the 
government  in  January,  they  have  become  the  sell-titled 
“Bad  Boys  of  Medicine.” 

“I  guess  it’s  a blessed  miracle  that  we’ve  been  al 
lowed  to  practice  medicine  lor  as  long  as  we  have, 
because  we  were  really  bad  boys,”  Dr 
McBrayer  said,  with  tongue  in  cheek. 

“It’s  hard  to  imagine  this,  but  we  had 
44  pages  ol  deficiencies  as  a result  ol 
our  inspection.” 

When  the  inspector  for  the  Clinica 
Laboratory  Improvements  Amendment 
(CLIA)  program  arrived  at  the 
Family  Medical  Clinic,  Dr 
McBrayer  says,  one  ol  the 
lab  technicians  com- 
mented that  while  she 
felt  she  knew  her  job 


he’s  been  able  to  deal  with  such  a dis- 
astrous situation.  Despite  the  fact 
that  virtually  all  of  the  deficiencies 
cited  were  paperwork  errors  and  oth- 
er minor  sins  of  omission  that  did 
not  threaten  patient  safety,  his  labora- 
tory was  “scheduled  for  termination.” 
Meanwhile,  of  course.  Dr  McBray- 
er also  is  paying  for  the  inspector’s  time. 

While  his  story  eventually  had  a somewhat  happy  end- 
ing, CLIA  inspections  remain  a potential  nightmare  for 
other  physicians  with  office  laboratories. 


thoroughly,  she  was  in- 
timidated by  the  inspec- 
tor’s presence. 

“That’s  what  I’m  here 
for,”  the  inspector  retorted.  According 
to  Dr  McBrayer,  the  situation  went 
downhill  from  there. 

“I’m  not  sure  that  we  actually  did  anything  right,”  he 
said.  “Now  that  I think  of  it,  I’m  being  too  critical.  We 
did  do  one  thing  right:  I do  have  an  MD  degree,  so  that 
part  was  correct.” 

Dr  McBrayer’s  sense  of  humor  may  be  the  only  reason 


Educational  inspections  . . . not 

As  a rule,  physicians  look  forward  to 
having  a government  employee  in- 
spect their  office  laboratories  with  all 
the  enthusiasm  of  a chicken  meeting 
up  with  Colonel  Sanders. 

One  way  to  avoid  government 
inspections  is  to  become  accredit- 
ed through  the  Commission  on 
Office  Laboratory  Accredita- 
tion (COLA)  (see  article 
on  facing  page).  In  De- 
cember 1993,  the  Health 
Care  Financing  Admin- 
istration (HCFA)  grant- 
ed “deemed”  status  to 
COLA,  making  the  pri- 
vate agency  the  only  alter- 
native to  CLIA  inspections 
for  physician  office  labs. 
Such  labs  may  opt  to  become 
accredited  under  COLA  standards,  which  HCFA  has 
agreed  are  equal  to  or  exceed  CLIA  standards,  and  thus 
avoid  government  inspections. 

When  HCFA  in  1993  said  that  its  first  round  of  office 
laboratory  inspections  under  the  CLIA  program  were  to 
be  merely  “educational,”  physicians  were  somewhat  re-  5 
lieved  (see  “CLIA  inspection  of  physician  office  labs  to  be-  ^ 
gin  this  year,”  Texas  Medicine,  February  1993,  pp  44-46).  S 
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COLA  accreditation  can  keep  CLIA  inspector  away 

The  Commission  on  Office  Laboratory  Accreditation  (COLA)  is  the  only 
private,  nonprofit  accrediting  agency  to  be  approved  by  HCFA  for  de- 
termining that  an  office  laboratory  is  in  compliance  with  CLIA  regulations. 

According  to  Stephen  Kroger,  MD,  chief  executive  officer  of  COLA, 
though  there  are  some  differences,  COLA  standards  have  been  determined 
to  be  at  least  the  equivalent  of  CLIA. 

“cola’s  goal  is  to  support  physicians  attempting  to  comply  with  the 
added  regulatory  burden  of  CLIA  and  to  assist  them  in  making  sense  ol  a 
complex  regulatory  environment,”  said  Dr  Kroger. 

The  main  advantages  to  COLA  accreditation  are: 

• COLA  does  not  levy  punitive  fines,  but  works  with  office  laboratories 
to  bring  them  into  compliance. 

• A COLA  representative,  rather  than  a government  agent,  performs  bi- 
ennial inspections. 

• COLA  accreditation  generally  costs  less  than  participating  in  CLIA. 

For  more  information  about  COLA  or  to  request  a registration  lorm, 
call  the  organization  at  (410)  381-7029. 


Lhey  should  not  have  been. 
HCFA  had  said  it  would  not  impose 
fines  or  order  labs  closed  unless  con- 
ditions posed  a threat  to  patient  safe- 
ty. But  the  agency’s  idea  ol  what  “ed- 
ucational” means  has  many 
physicians  hollering  “foul!” 

Since  beginning  inspections  of 
physician  office  laboratories  early  in 
1994,  CLIA  inspectors  in  Texas 
have  routinely  ordered  “directed 
plans  of  correction”  and  “on-site 
monitoring”  after  finding  numerous 
small,  technical  violations.  A direct- 
ed plan  of  correction  is  a document 
that  spells  out  what  the  lab  must  do 
to  come  into  compliance.  On-site 
monitoring  means  a state  official  vis- 
its the  lab  on  a regular  basis  over 
time  to  observe  procedures. 

Such  orders  are  costing  physician 
laboratories  hundreds  and  even  thou- 
sands of  dollars  to  comply  with  al- 
leged violations  that  are  as  simple  as 
the  lack  of  a signature  on  a form.  And 
after  September  1,  1994,  inspectors 
can  begin  handing  out  fines  of  up  to 
$10,000  a day  for  noncompliance. 

Recent  statistics  show  that  more 
and  more  physicians  are  dropping  tests 
or  closing  their  labs  completely  rather 
than  deal  with  the  CLIA  program.  Ac- 
cording to  Dr  McBrayer  and  others, 
that  means  higher  health-care  costs  and 
longer  waits  for  their  patients. 

“In  some  cases,  my  patients  will 
have  to  go  to  the  hospital  and  pay 
$30  or  $40  for  tests  I used  to  do  here 
in  my  office  for  $7  or  $8,”  he  said. 
“In  other  cases,  they  will  have  to 
drive  50  miles  to  Amarillo  and  visit  a 
pathologist,  who  will  charge  who 


knows  how  much  more  to  do  the 
same  test  I did  for  about  $10.” 

A fly  in  the  ointment 

In  its  long  and  somewhat  convoluted 
history,  the  CLIA  program  has  al- 
ways been  looked  upon  by  physicians 
as  an  unnecessary  bureaucratic  inva- 
sion of  their  practices. 

CLIA  was  passed  by  Congress  in 
1988  after  revelations  about  inaccu- 
rate Pap  smear  test  results  coming 
from  large,  so-called  “test  mills,”  or 
commercial  laboratories.  The  intent, 
to  ensure  quality  control  over  med- 
ical laboratories,  was  extended  to  all 
medical  labs,  from  the  largest  com- 
mercial operations  to  the  smallest 


lab,  basically  a microscope  in  the  cor- 
ner of  a solo  physician’s  office. 

What  the  program  has  spawned, 
according  to  many,  is  a federal  bu- 
reaucracy administering  a program 
that  does  virtually  nothing  toward 
ensuring  the  health  and  safety  of  the 
customers  of  medical  labs,  and  every- 
thing toward  maintaining  the  pro- 
gram and  its  bureaucracy. 

The  Texas  Medical  Association 
and  the  American  Medical  Associa- 
tion have  been  working  with  HCFA 
and  Congress  to  try  to  change  many 
of  the  more  onerous  aspects  of  the 
CLIA  program  since  its  inception. 
Despite  some  small  victories  by  or- 
ganized medicine,  however,  most  of 
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the  program  remains  intact  and  is 
moving  forward. 

A survey  of  primarily  solo  and 
small  specialty  groups  by  the  Texas  ■ 
Tech  University  Health  Sciences  ! 
Center  revealed  that  out  of  a sam- 
pling of  l49  physicians  with  office 
labs,  38%  had  closed  their  labs  com- 
pletely since  CLIA  was  implemented 
in  September  1992. 

The  survey,  conducted  by  James 
Hrachovy,  MD,  a professor  in  Texas 
Tech’s  department  of  family  medi-  ; 
cine,  also  showed  that  78.5%  of  the 
responding  physicians  had  either 
quit  doing  some  tests  altogether  or 
had  begun  sending  them  to  outside 
laboratories. 

While  a strong  majority  ol  physi- 
cians surveyed  said  they  were  still 
performing  about  the  same  number 
of  lab  tests  per  patient  as  before, 
68%  of  them  said  the  costs  to  pa- 
tients for  the  tests  have  increased,  ' 
70.9%  said  the  test  costs  to  their 
practices  have  increased,  and  62.9% 
said  it  takes  more  time  now  to  notify 
patients  of  their  test  results. 

The  physicians  surveyed  were  fair- 
ly evenly  spread  among  small-town, 
large-town,  small-city,  and  large-city 
practices,  with  the  majority  of  them 
operating  either  Physician-Performed 
Microscopy  Procedures  or  moderate  j 
complexity  lahs.  Another  third  were 
in  the  waived  category. 

Where’s  the  benefit? 

Perhaps  the  most  frustrating  part  of 
his  ordeal  with  the  CLIA  inspection. 
Dr  McBrayer  says,  was  being  left 
with  the  feeling  that  nothing  of  any 


real  value  was  accomplished. 

“We  were  written  up  for  such 
monumental  things  as  the  fact  that  I 
had  not  signed  the  procedure  manual 
for  one  of  our  lah  machines,”  he  said. 
“Therefore,  everything  done  on  that 
machine,  including  the  training,  was 
out  of  compliance.  The  fact  that  the 
manufacturer’s  rep  had  come  and 
trained  the  staff  was  to  no  avail. 
Everything  was  out  of  compliance  be- 
cause I didn’t  sign  it.  It  didn’t  matter 
that  they  had  learned  how  to  use  it. 
That  was  irrelevant.” 

He  said  the  same  problem  was  cit- 
ed for  every  other  lab  machine,  with 
each  one  written  up  as  a deficiency. 

“Let’s  see,  there  are  44  pages  of 
deficiencies  here,  with  an  average  of 
about  three  to  five  listed  per  page,” 
he  said.  “We  were  given  45  days  to 
clear  up  the  problems,  and  all  told, 
we  were  able  to  do  that  in  pretty 
short  order.  But  it  probably  cost  us,  if 
you  don’t  include  the  interruption  of 
clinic  time,  about  $1,500.” 

And  the  benefit? 

“It  has  not  done  anything  to  im- 
prove the  quality  of  the  laboratory 
work  that  we  are  turning  out  because  it 
was  all  OK  in  the  first  place,”  said  Dr 
McBrayer.  “Now  we  have  more  forms, 
so  it  takes  our  staff  mote  time  to  get 
things  done.  So  it  does  lulfill  the  one 
aspect  that  makes  the  process  success- 
ful, in  that  it’s  killing  more  trees.” 

He  said  one  of  the  more  ridiculous 
deficiencies  his  laboratory  was  cited  for 
involved  not  having  a “written  method 
by  which  panic  values  were  reported.” 

“We’re  a small  practice,”  he  said. 
“I’m  on  one  side,  my  partner  is  on 


the  other,  and  the  lab  is  in  the  mid- 
dle. We  measured  the  distance,  and 
the  farthest  a physician  is  ever  away 
from  the  lab  is  40  feet. 

“So  when  a panic  value  occurs,  we 
expect  the  lab  staff  to  stick  their  head 
through  the  door  and  say,  ‘Doctor, 
there’s  something  wrong  here.’” 

But  CLIA  said  that  isn’t  good 
enough;  there  must  be  a written  poli- 
cy for  communicating  panic  values. 
Politely  asking  for  help  will  not  do. 

Dr  McBrayer’s  experience  with 
CLIA  may  be  an  extreme  example, 
but  it  points  up  the  potential  for  the 
disruptive  effect  an  inspection  can 
have  on  a physician’s  practice. 

Eventually,  a different  CLIA  in- 
spector reviewed  the  findings  about 
Dr  McBrayer’s  office,  lifted  the  threat 
of  termination,  and  worked  with  him 
and  his  staff  to  help  them  understand 
what  they  needed  to  do  to  be  in  com- 
pliance. But  the  experience  has  left 
him  shaken  and  cynical  about  the 
value  of  such  a program. 

“Not  only  did  this  not  move  med- 
ical science  forward  in  Hereford,  it  set 
it  back  several  steps,”  he  said.  “Indeed, 
it  has  diminished  patient  care.”  ★ 
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Introducing  the  T.  Rowe  Price  Summit 
Municipal  Intermediate  Fund.  Now  you  can  earn 
higher  tax-free  income  without  incurring  undue  risk 
and  without  sacrificing  service.  The  Summit  Municipal 
Intermediate  Fund  invests  in  an  intermediate-term 
portfolio  of  investment-grade  municipal  bonds.  And, 
the  Fund  employs  a low-expense  strategy  to  achieve 
higher  income,  exempt  from  federal  taxes — without 
the  volatihty  of  a long-term  fund.* 

As  a Summit  Fund  investor,  you'll  pay  no  a la  carte  fees  for  services. 
Checkwriting,  exchanges,  and  redemptions  are  free.  You'll  also  receive 
a free  newsletter  and  a single  consolidated  statement  of  your  T.  Rowe 
Price  investments.  And,  you'll  have  access  to  highly  trained  service 
representatives,  who  will  not  only  handle  your  transactions,  but  also 
provide  information  on  the  fixed-income  markets. 

This  is  one  of  six  new  Summit  low-expense  funds  from  T.  Rowe  Price. 

Of  course,  all  T.  Rowe  Price  funds  are  100%  no  load.  Minimum  Summit 
Fund  investment  $25,000. 


YIELDS 

6.72% 

Tax-equivalent 
36%  tax  rate 

4.30% 

Current  yield  as 
of  3/27/94 


Call  24  hours  for  a free 
Summit  Investment  Kit 


1-800-341-5602 


TRowel^ice  wk 


SMT022283 


1.27o  is  the  total  return  for  the  four  months  since  inception  10/31/93  to  2/28/94.  This  figure  is  not  annualized.  It  includes  changes  in  principal  value  and  reinvested  dividends.  Total 
return  represents  past  performance.  Investment  returns  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  *Some  income  may  be 
subject  to  state  and  local  taxes  and  to  the  federal  alternative  minimum  tax.  Yields  and  share  prices  of  bond  funds  will  flucmate  with  interest  rate  changes.  Request  a prospectus  with  more 
complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. 


Legislative  Affairs 

Grcle  the  wagons  again 

Legislature  braces  for  workers’  compensation  fight  in  1995 

By  Ken  O KT  O LO 'Sl , Associate  editor 


When  Texas  lawmakers  created  a new 

state  workers’  compensation  system  in 
1989,  the  debate  was  one  of  the  most 
bitterly  fought  in  recent  legislative  his- 
tory. Labor,  trial  lawyers,  business,  the  insurance  industry, 
and  organized  medicine  all  weighed  in  to  protect  their  in- 
terests. Some  lasting  enemies  were  made  and  few,  even 
among  the  victors,  were  completely  satisfied  with  the  re- 
sults, despite  the  fact  that  soaring  workers’  compensation 
premiums  have  been  reined  in. 


During  this  legislative  interim,  lawmakers  are  preparing 
to  circle  the  wagons  for  another  fight.  It’s  a battle  they  will 
have  to  fight,  whether  or  not  they  want  to,  because  the 
1989  law  and  the  agency  it  created  come  up  for  “sunset”  re- 
view when  the  74th  Legislature  convenes  in  January  1995. 

“I  don’t  think  the  legislative  leadership  is  real  interested 
in  getting  back  into  the  comp  issue,  because  in  the  1 5 years 
I’ve  been  observing  the  legislature,  this  was  the  most  divi- 
sive issue,”  said  Harold  Freeman,  associ- 
ate director  of  legislative  affairs  for  the 
Texas  Medical  Association.  “There  are 
still  people  who  don’t  speak,  still  people 
who  can’t  get  jobs  because  they’ve  been 
blackballed  by  one  side  or  the  other.” 

The  1989  workers’  compensation 
fight  came  at  a time  when  business  was 
being  driven  from  the  state  by  the  high 
cost  of  workers’  compensation  premi- 
ums. Business  interests  desperately  wanted  to  bring  those 
costs  under  control,  while  labor  and  the  trial  lawyers  who 
represent  injured  workers  wanted  to  ensure  their  rights  to 
adequate  compensation  and  access  to  the  courts.  TMA 
largely  stayed  out  of  the  major  battles,  confining  its  lob- 
bying activities  to  the  issues  that  directly  affected  the 
practice  of  medicine  and  patients’  access  to  physicians. 

The  issue  was  fought  to  a stalemate  in  the  regular  ses- 
sion, and  the  new  system  was  not  enacted  until  a special 
session  late  in  the  year.  The  new  law  created  the  Texas 


Workers’  Compensation  Commission 
(TWCC),  set  strict  rules  for  preau- 
thorization of  treatment  and  obtain- 
ing second  opinions,  and  created  a 
dispute  resolution  process  that  largely 
took  lawyers  out  of  the  system. 

Limiting  the  debate 

John  Opperman,  an  aide  to  Sunset 
Advisory  Commission  member  Sen 
John  Montford  of  Lubbock,  says  the 
decision  on  the  breadth  of  the  1995 
workers’  compensation  debate  will  be 
made  in  the  legislature  itself.  He 
adds,  however,  that  the  leadership  and  sunset  commission 
would  like  to  keep  the  debate  narrowly  focused  on  cor- 
recting administrative  problems  that  have  arisen  with  the 
law  and  to  stay  away  from  more  heated  issues. 

Sunset  review,  however,  is  not  the  only  factor  likely  to 
influence  the  direction  of  the  debate.  A labor-initiated 
lawsuit  challenging  the  constitutionality  of  the  1989  law 
now  is  pending  in  the  Texas  Supreme  Court  and  could 
blow  the  issue  wide  open.  Lower  courts 
have  declared  the  law  unconstitutional. 

“I  don’t  think  there’s  a desire  on  any- 
one’s part  to  reopen  all  of  workers’ 
comp,  depending  on  what  happens  in 
the  court  case,”  said  Mr  Opperman, 
who  is  the  staff  director  of  the  Senate  Fi- 
nance Committee,  which  Senator  Mont- 
ford chairs. 

“If  the  court  case  basically  throws  out 
the  entire  system,  obviously,  we  have  no  choice  but  to  open 
everything  up,”  Mr  Opperman  said.  “But  if  the  court  either 
upholds  the  system  or  maybe  only  strikes  down  certain  as- 
pects of  the  system,  then  I think  the  leadership  may  consid- 
er looking  at  trying  to  keep  the  focus  of  the  sunset  review 
on  those  issues,  as  well  as  some  other  administrative  and 
managerial  issues  that  everyone  feels  need  to  be  addressed.” 

But  a fight  may  come  no  matter  how  committed 
House  and  Senate  leaders  are  to  keeping  the  focus  narrow, 
Mr  Freeman  says. 


“There  are  still  people 
who  don’t  speak,  still 
people  who  can’t  get  jobs 
because  they’ve  been 
blackballed  by  one  side 
or  the  other.’’ 
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“The  sunset  commission  is  going 
tor  the  nuts-and-bolts  issues,  but 
there’s  going  to  be  a bill  caption  out 
there  that’s  going  to  be  very  broad 
and  could  open  the  door  for  any  of 
the  major  issues,’’  he  said.  “We  may 
get  a bloodbath  yet.’’ 

Under  the  legislative  process,  a 
bill  is  subject  to  any  amendment  that 
is  germane  to  its  caption.  Therefore, 
virtually  every  facet  of  the  workers’ 
compensation  system  will  be  open  to 
change  as  its  sunset  bill  moves 
through  the  legislature  next  year. 

Throw  out  impairment  ratings? 

One  of  the  key  issues  certain  to  be 
debated  is  the  use  of  the  American 
Medical  Association  Guides  to  Per- 
manent Impairment  as  the  basis  for 
determining  disability  under  the 
workers’  compensation  system.  That 
is  a key  point  in  the  lawsuit  and,  al- 
though TMA  is  not  a party  to  the 
suit,  has  been  the  source  of  much 
frustration  to  physicians  who  treat 
workers’  compensation  patients.  In 


fact,  AMA  filed  an  amicus  brief  stat- 
ing it  does  not  endorse  the  use  of  its 
guides  for  determining  disability. 

Charlotte  Smith,  MD,  medical  di- 
rector at  St  David’s  Rehabilitation 
Center  in  Austin,  says  the  AMA 
guides  are  outdated  and  confusing. 

“First  of  all,  that’s  a book  that  is  out 
of  print  and  you  can’t  even  buy  any- 
more,” Dr  Smith  said.  “Secondly,  it’s 
one  that  the  AMA  does  not  really  want 
us  using.  Learning  those  guidelines  is 
quite  difficult  because  they  don’t  teach 
them  to  you  in  medical  school,  you 
don’t  learn  them  in  residency.” 

That  lack  of  training,  she  says, 
puts  physicians  in  a compromised 
position.  “All  of  a sudden  you’re  the 
one  responsible  for  how  much  mon- 
ey an  injured  person  is  going  to  take 
home,”  Dr  Smith  said.  The  percent- 
age of  impairment  a physician  deter- 
mines a worker  has  suffered  directly 
affects  the  amount  of  disability  pay- 
ments that  worker  receives.  Right 
now,  there  is  tremendous  inconsis- 
tency between  impairment  ratings  for 


similar  injuries,  she  adds. 

“There  are  doctors  who  will  do  an 
impairment  rating  on  a patient  and 
get  5%  and  another  doctor  may  do  it 
and  get  50%, ” Dr  Smith  said.  “We’re 
not  sure  if  this  is  because  the  educa- 
tion process  for  the  doctors  is  inade- 
quate, because  the  book  is  ambigu- 
ous, or  because  patients  can  truly 
change  from  visit  to  visit  and  their 
conditions  fluctuate.” 

Dr  Smith,  TMA,  and  TWCC  are 
preparing  a training  course  on  the 
impairment  guides  for  physicians  in 
an  effort  to  make  the  process  more 
consistent.  The  course  is  scheduled 
to  be  taught  at  the  TMA  Annual  Ses- 
sion in  Austin  on  Sunday  and  Mon- 
day, May  15-16.  If  the  court  throws 
out  the  AMA  guides,  however,  that 
effort  will  have  been  futile. 

Court  ‘slow  walking’  appeal 

Meanwhile,  the  Texas  Supreme  Court 
appears  to  be  in  no  hurry  to  issue  a 
ruling  in  the  lawsuit.  Although  the 
appeal  was  filed  in  the  high  court  last 
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November,  the  justices  have  not  yet 
announced  whether  they  will  accept 
the  case  for  consideration.  There  has 
been  speculation  that  the  court  will 
withhold  action  until  after  the  general 
elections  this  fall.  Two  incumbent  jus- 
tices, Nathan  Hecht  and  Raul  Gonza- 
lez, are  up  for  reelection,  and  the 
court  has  a history  of  avoiding  con- 
troversial cases  in  the  months  leading 
up  to  an  election. 

Regardless  of  the  lawsuit’s  out- 
come, several  battles  could  develop 
between  business,  labor,  and  trial 
lawyers,  Mr  Freeman  says.  Among  is- 
sues labor  and  trial  lawyers  will  likely 
push  are  mandatory  participation  in 
the  workers’  compensation  system  by 
all  employers  and  improved  on-job 
safety  programs.  Business  will  resist 
both  proposals. 

Patients  hurry  up  and  wait 

Organized  medicine  will  not  likely 
get  embroiled  in  those  issues,  but 
TMA  does  have  changes  it  wants  to 
see  included  in  any  sunset  bill. 
Among  those  are  improvements  in 
both  the  preauthorization  of  treat- 
ment and  second  opinion  processes. 
Mr  Freeman  says  current  rules  gov- 
erning both  processes  are  cumber- 
some and  delay  treatment. 

“The  rules  require  preauthoriza- 
tion for  almost  everything,  including 
a lot  of  standard  diagnostic  tests,”  Mr 
Freeman  said.  “It  often  takes  days  to 
get  authorization  for  these  tests. 
Meanwhile,  the  patient  is  in  pain,  and 
the  doctor  can’t  make  any  treatment 
decisions  until  the  tests  are  run.” 

The  second  opinion  process  also  is 


slow  and  can  result  in  patients  waiting 
as  long  as  6 months  to  get  approval  for 
needed  treatment  or  surgery.  Dr  Smith 
says  the  problem  is  that  patients  often 
are  sent  for  second  opinions  to  physi- 
cians selected  by  the  insurance  carrier. 

“A  lot  of  times,  they’ll  use  physi- 
cians who  really  have  a bias  toward  the 
employer  or  the  insurance  company,” 
she  said.  “They  may  not  be  physicians 
who  are  actively  treating  or  managing 
patients.  They  may  have  no  experi- 
ence with  the  treatment  or  procedures 
they  are  being  asked  to  precertify. 
Many  are  full-time  disability  examin- 
ers. I think  you  need  physicians  with 
expertise  in  doing  the  treatment  to  do 
the  second  opinions.” 

Because  of  the  way  the  process 
works,  a high  number  of  second 
opinions  dispute  tbe  first  diagnoses 
and  treatment  decisions.  That  results 
in  the  need  for  a third  opinion  to  set- 
tle the  dispute  and  delays  patient  care 
even  longer. 

“It  takes  weeks,  even  months  to  get 
that  done,”  Dr  Smith  said.  “So  the  pa- 
tient, in  the  meantime,  is  suffering.” 

Another  problem  TMA  wants  to 
correct  involves  the  rule  governing 
“maximum  medical  improvement.” 
Currently,  a patient  is  automatically 
deemed  to  have  reached  maximum 
medical  improvement  statutorily  after 
104  weeks.  And  many  patients  are  so 
classified  prematurely,  prior  to  the 
statutory  date.  Dr  Smith  says  many 
patients  referred  to  her  already  have 
been  classified  as  having  reached  maxi- 
mum medical  improvement.  Even 
though  they  still  may  need  additional 
treatment,  the  cases  get  closed  and  the 
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insurance  companies  get  obstinate. 

“I  have  tremendous  difficulty  hav- 
ing the  insurance  carriers  approve 
anything,”  Dr  Smith  said.  “Once  that 
case  is  closed,  the  insurance  carrier  is 
calling  the  shots.  It  is  very,  very 
difficult  to  go  through  the  dispute 
resolution  process.  It’s  extremely  time 
consuming,  and  it’s  very  frustrating.” 

A final  issue  of  concern  to  TMA  is 
physician  fee  guidelines.  According 
to  the  law,  fee  guidelines  are  to  be 
updated  at  least  every  2 years.  The 
current  guidelines  have  been  in  place 
since  1991,  Mr  Freeman  says. 

Dr  Smith  says  she  is  optimistic 
about  improvements  in  the  workers’ 
compensation  process  even  though 
the  opportunity  for  legislative 
changes  is  still  8 months  away.  “I 
think,  overall,  the  law  has  a lot  of 
merit  to  it,”  she  said.  “It’s  had  a lot  of 
problems,  but  the  problems  are  being 
addressed.  I feel  the  Texas  Workers’ 
Compensation  Commission  is  trying 
very  hard  to  work  with  us  to  meet 
the  needs  of  patients.” 

In  addition  to  developing  the 
training  courses  on  the  AMA  impair- 
ment guides,  TWCC  held  workshops 
in  February  and  March  on  redrafting 
the  second-opinion  rules.  Mean- 
while, physicians  have  been  working 
with  TWCC  for  more  than  a year  to 
establish  practice  parameters  for 
proper  treatment  of  spinal  injuries 
and  musculoskeletal  pain.  Those  pa- 
rameters, which  are  intended  to  be 
easily  understood  by  physicians  as 
well  as  patients,  should  go  a long  way 
toward  settling  the  question  of  how 
much  treatment  is  enough. 
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Coalition  pushing 
for  bicycle 
helmet  law 

Two  YEARS  AGO,  bicycle 
safen'  proponents  succeeded  in 
getting  the  Texas  Legislature  to 
authorize  the  Texas  Depart- 
ment of  Public  Safety  (DPS)  to  create 
a statewide  bicycle  safety  education 
program.  No  money  was  appropriated 
to  carry  out  the  mandate,  but  it  was  a 
step  in  the  right  direction. 

In  1995,  a coalition  including  the 
Texas  Medical  Association  will  try  to 
go  one  step  further  and  pass  legisla- 
tion mandating  the  use  of  bicycle 
helmets  by  Texans  of  all  ages. 

A bill  h as  been  drafted  that 
would  require  all  bicycle  riders  and 
passengers  using  public  streets  or 
right-of-ways  to  wear  helmets.  The 
bill  also  again  would  authorize  DPS 
to  create  a bicycle  education  pro- 
gram for  children  younger  than  age 
10  and  to  require  that  anyone  born 
after  December  31,  1985,  complete 
the  course  before  operating  a bicycle 
on  a public  roadway.  j 

Clift  Price,  MD,  Austin,  chair- 
man of  the  Texas  Pediatric  Society’s 
legislative  committee,  says  the 
mandatory  helmet  law  is  desperately 
needed  to  reduce  bicycle-related  head 
injuries  to  both  children  and  adults. 

“It’s  very  similar  to  the  seat  belt 
law,’’  Dr  Price  said.  “People  need  to 
learn  to  wear  them,  but  they  also 


need  a little  hit  of  a requirement  that 
they  have  to  wear  them.  When  you 
do  both  education  and  have  the  re- 
quirement, yoti  get  much  better  us- 
age of  helmets.” 

Statistics  compiled  by  the  Nation- 
al Public  Services  Research  Institute 
and  the  National  SAFE  KIDS  Cam- 
paign show  that  bicycle  helmets  pre- 
vent 52%— 60%  of  bike-related  head 
injury  deaths  among  all  ages,  as  well 
as  74%-85%  of  nonfatal  head  and 
scalp  injuries. 

At  least  nine  other  states  and  nu- 
merous cities  and  counties  across  the 
country  already  have  enacted  manda- 
tory helmet  laws.  TMA  previously 
has  been  instrumental  in  passage  of 
mandatory  seat  belt  and  motorcycle 
helmet  use  laws  in  Texas. 

Other  members  of  the  coalition  in- 
clude DPS,  the  Texas  Department  of 
Health,  the  Texas  Pediatric  Society,  the 
Texas  Education  Agency,  the  Texas  Bi- 
cycle Coalition,  Baylor  College  of 
Medicine,  the  Texas  Rehabilitation 
Commission,  the  Upjohn  Company, 
and  many  other  organizations.  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association  s stance  on  state  legisLition  are  depned  as  "legislative 
advertising,  ” according  to  Texas  Govt  Code  Ann  §305-027. 
That  law  reijuires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine.'  Robert  G.  Mickey.  Executive 
Vice  President.  TMA,  401  W 15th  St,  Austin.  TX  78701. 


The  Resolution  Grout 

Consultants  to  the  Medical  Profe.s.^ 

Providing  Health  Industry  Service;- 
in  the  following  areas: 

Peer  Review 
Medical  Staff  Relations 
Integrated  Practice  Arrangements 
Joint  Ventures 
Medical  Ethics  Decisions 
Medical-legal  Education 
Mediation 

Clark  Watts,  M.D.,  J.D.* 

Director 

98  San  Jacinto  Boulevard, 
Suite  2010 
Austin,  Texas  78701 
(512)  476-2020 

* Member:  Texas  Medical  Association, 
National  Health  Lawyers  Association. 
Associated  with  Ford  & Ferraro,  L.L.P. 


Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departnnents  are  seeking 
BE/BC  clinical  public  health  trained 
family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  for 
full-time  employment  with 
excellent  benefits. 

Join  our  innovative  and  progressive 
health  departments  and  work  with 
dedicated  health  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  call.  New  program 
development  and  research  oppor- 
tunities are  available.  Texas  license 
or  ability  to  obtain  required. 

Send  CV  to; 

Alecia  Hathaway,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 


Fort  Worth/Tarrant  County  Health  Department 
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TMLT.  Your  Performance  Trust  for  Fifteen  Years. 


I*)*H.  A ^(‘ar  t(i  Celel)rate!  (abated  in  Id79  l)y  Fexas  Medical  Association  and  headcjuartercd 
in  Austin,  Icxas  Medical  Liability  I riist  is  lirowing  into  its  Hltcentli  year  ol  protecting  Texas 
plivsieians  with  prolessional  medical  liability  insnranee.  Our  policyholders  plact'  a high  value 
on  IMLI  ’s  medical  liahility  coverage  hacked  hy  strong  linaneials,  innovative  proactive  risk 
management  programs,  and  outstanding  claim  management  and  defense.  T.MLT  values  the  coneerns 
ol  Texas  physicians,  so  we  keep  abreast  of  those  state  and  national  legislative  issues  affecting  them. 

It  is  easy  to  s('(‘  why  so  many  Texas  |»hvsicians  choose  LMLI  value!  We’re  proud  ol  our 
perlormanee  these  past  lilteen  years  and.  in  some  wavs,  we’re  right  when'  we  started— here  in  d’exas 
protecting  only  Texas  physicians,  (ihoose  TML'L.  ^our  Perlormanee  Trust! 

l or  a coverage  proposal  or  lurther  itddrmation,  please  call  1-800-580-8658  or  1-512-454-6781. 
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Marshall  8 Gonzalez 


IS  PROUD  TO  ANNOUNCE  THAT 


NEAL  R.  REISMAN,  M.D.,  J.D. 

STEVE  C.  DOLLINGER,  J.D. 

MATTHEW  K.  BAIRD,  J.D. 

TODD  J.  BROUSSARD,  J.D. 

DAVID  R.  NOACK,  J.D. 

AND 

MATTHEW  B.  E.  HUGHES,  J.D. 

(FORMERLY  IN  THE  LABOR  AND  EMPLOYMENT  SECTION  AT  VINSON  AND  ELKINS,  L.L.P.) 


HAVE  JOINED  THE  FIRM  IN  THE  PRACTICE  OF  LAW 


THE  FIRM  WILL  CONTINUE  SPECIALIZING  IN 
TRIAL  PRACTICE  DEFENDING  DOCTORS,  HOSPITALS,  AND  RESIDENT  CARE 
FACILITIES  IN  ALLEGED  MEDICAL  MALPRACTICE  CASES  AND  IN 

REPRESENTING 
DOCTORS’  INTERESTS 


THE  FIRM  ALSO  SPECIALIZES  IN  LABOR 
AND  EMPLOYMENT  LAW  DEFENDING  MANAGEMENT  IN 
DISCRIM  I N ATI  O N,  AMERICANS  WITH  DISABILITIES  ACT  AND  WRONGFUL 
DISCHARGE  CASES  AND  IN  OTHER  EMPLOYMENT  DISPUTES 


30-40  POST  OAK  BOULEVARD,  SUITE  550 
HOUSTON,  TEXAS  7705S 
(713)  S22-S94.-4 


JOHN  C.  MARSHALL,  III 
STEVEN  M.  GONZALEZ 
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Conquering  cancer  pain 

New  guidelines  try  to  overcome  old  myths 
about  the  use  of  narcotics 

B'l'  Mark  Richardson,  Associate  editor 


ulie  Ryan  remembers  all  too  well  the  sensa- 
tion. “It  was  like  someone  threw  a javelin 
right  through  my  back.  It  was  a shooting, 
burning  pain  that  would  not  stop.  ” 

It  was  in  January  1988,  about  a year  ajier  doc- 
tors had  performed  a radical  mastectomy  on  the 
Houston  woman  because  of  a tumor  discovered  in 
one  of  her  breasts.  Despite  early  optimism  that  the 
procedure  had  rid  her  of  cancer,  another  tumor  was 
discovered,  this  time  on  her  spine. 

“It  had  damaged  the  better  part  of  two  verte- 
brae before  they  operated  on  it,  ” she  said.  “Since 
then,  theyve  been  chasing  cancer  all  around  my 
skeletal  system. 

“Fve  been  living  with  chronic,  severe  pain  for  7 
years  now,  "Ms  Ryan  said.  “If  it  weren’t  for  the  pain 
medication  — the  narcotics  — / couldn’t  function.  ’’ 

Medicine  has  devised  an  array  of  instruments  to  measure 
the  body’s  systems:  thermometers  measure  body  temperature; 
electrocardiograms  gauge  heart  function;  sphygmomanome- 
ters assess  blood  pressure;  magnetic  resonance  imaging  can 
virtually  “see”  any  part  of  the  inside  oi  the  body. 

But  medical  science  has  yet  to  develop  a device  that  can 
measure  pain.  When  a patient  says  “I  hurt,”  it  can  be  any- 
where irom  a mild  ache  to  sheer  agony,  but  a physician  has 
only  the  patient’s  description  and  his  or  her  own  expertise 
to  determine  its  intensity  and  the  proper  treatment. 

Recognizing  that  millions  of  cancer  patients  suffer 
from  severe  pain,  often  needlessly,  a panel  of  the  Agency 
for  Health  Care  Policy  and  Research  (AHCPR)  issued  a 
set  of  federally  sponsored  clinical  practice  guidelines  on 
the  treatment  of  cancer  pain. 

The  agency,  an  arm  of  the  US  Public  Health  Service, 
released  the  instructions  in  March  as  part  of  a series  of 
clinical  practice  guidelines  it  plans  to  issue  this  year. 

Richard  Payne,  MD,  director  of  the  Section  on  Pain 
and  Symptom  Management  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  in  Houston  and  one  of 


five  physicians  from  that  institute  to  contribute  to  the 
guidelines,  says  the  guidelines  are  intended  to  help 
physicians  overcome  many  of  the  hurdles  to  treating 
cancer  pain  aggressively  and  appropriately. 

According  to  Dr  Payne,  who  was  cochairman  of  the 
guidelines  committee,  there  are  two  main  obstacles  to  can- 
cer pain  treatment:  “a  poor  assessment  of  the  pain  com- 
plaint and  a failure  to  appreciate  the  usefulness  of  opiate 
analgesics,  such  as  morphine.  Frequently,  what  we  find  is 
that  patients  are  not  dosed  with  potent  enough  drugs  early 
enough  so  they  suffer  with  unrelieved  pain,”  he  said. 

The  guidelines  may  prove  particularly  useful  to  physi- 
cians who  are  inexperienced  with  pain  management  and 
suddenly  find  themselves  dealing  with  cancer  patients 
with  chronic  pain. 

“Clearly,  we  think  that  oncologists  should  do  the  bulk 
of  pain  management  for  cancer  patients,  but  we  recognize 
that  many  patients,  particularly  in  rural  settings,  are  man- 
aged by  family  practitioners,”  he  said.  “So  the  guidelines 
talk  about  general  principles,  some  very  specific  pain  syn- 
dromes, and  some  very  specific  treatment  recommenda- 
tions that  are  particularly  addressed  to  people  who  don’t 
do  this  every  day.” 

“At  one  point  early  in  my  treatment,  I was  taking 
as  many  as  35  pills  a day  to  deal  with  both  the  can- 
cer and  the  pain,  ’’Julie  Ryan  said.  “It  took  a while 
for  my  oncologist  to  fine-tune  the  medication  and 
learn  to  better  manage  the  pain.  I learned  not  to 
wait  for  the  pain  to  arrive,  but  to  find  a good 
schedule  for  medication  and  stick  to  it.  ’’ 

She  said  getting  the  proper  level  of  pain  relief 
had  a dramatic  effect  on  her  day-to-day  life. 

“Pain  saps  your  energy  and  your  stamina,  ’’she 
said.  “It  takes  your  resources  and  leaves  you  exhaust- 
ed. It  even  interferes  with  your  ability  to  heal.  ’’ 

Ms  Ryan,  now  46,  was  forced  to  leave  her  22- 
year  career  as  a senior  economist  for  a major  oil 
company  a few  years  ago  because  of  exhaustion  from 
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the  cancer  pain.  She  clings  tena- 
ciously to  her  hobbies  — com- 
puter graphics  and  painting  — 
but  they  also  exact  a cost. 

“If  I spend,  say,  an  hour  and 
a half  painting,  it  wears  me  out, 
and  Vm  exhausted  for  the  next 
2 days.  ” 

1 he  battle  against  cancer  pain  in 
Texas  is  one  of  extremes. 

The  state  has  premier  cancer  treat- 
ment centers  like  M.D.  Anderson  and 
others,  a number  of  progressive 
statewide  education  programs,  and  leg- 
islation on  the  books  that  allows  the 
use  of  appropriate  drugs  for  intractable 
pain.  Through  the  Texas  Cancer  Pain 
Initiative  (TCPI),  Texas  had  a set  of 
cancer  pain  treatment  guidelines  avail- 
able at  least  2 years  before  the  federal 
guidelines  were  released. 

But  those  leading  the  fight  against 
cancer  pain  say  lack  of  education 
about  pain  management  and  long- 
term practice  patterns  among  physi- 
cians to  avoid  the  use  of  opioid  anal- 
gesics often  hamper  their  efforts. 

“There  is  a belief  — shared  by 
both  patients  and  some  physicians 
— that  severe  pain  should  be  ac- 
cepted as  just  a part  of  having  can- 
cer,” said  C.  Stratton  Hill,  MD,  a 
physician  in  the  department  of  neu- 
ro-oncology at  M.D.  Anderson  and 
founder  and  president  of  TCPI.  “A 
lot  of  doctors  also  fear  that  giving  a 
medication  too  early  will  diminish 
its  effectiveness  later.  Neither  of 
those  beliefs  is  accurate.” 


Dr  Hill,  who  has  taken  the  issue 
of  cancer  pain  to  a variety  of  public 
and  legislative  forums  over  the  past 
14  years,  believes  that  while  medicine 
is  making  headway  in  seeing  that 
cancer  pain  is  treated  as  a priority, 
education  is  the  key  to  overcoming 
barriers  to  pain  management. 

According  to  Chree  Boydstun,  ex- 
ecutive director  of  TCPI,  the  agency’s 
education  programs  are  aimed  at  a va- 
riety of  audiences,  including  physicians 
and  other  caregivers,  cancer  patients, 
patients’  families,  and  medical  schools. 

“Our  main  program  is  called  the 
Cancer  Pain  Role  Model  Confer- 
ence, in  which  teams  consisting  ol  a 
doctor,  nurse,  and  pharmacist  teach 
cancer  pain  management  to  their 
peers,”  she  said.  In  1993,  more 
than  4,500  health-care  providers 


in  Texas  were  educated 
through  the  program. 

Aimed  at  the  stall  mem- 
bers of  clinics,  hospitals, 
and  hospices,  the  program 
is  in  high  demand.  Ms 
Boydstun  says  all  the  avail- 
able spots  for  1994  are 
filling  up  quickly,  and  there 
is  a waiting  list.  Other  tar- 
gets for  the  agency’s  educa- 
tional efforts  are  medical 
school  curriculums,  where 
pain  management  is  rarely 
taught,  and  insurance  com- 
pany drug  formularies, 
which  often  limit  or  exclude 
appropriate  drugs  from  can- 
cer treatment. 

The  TCPI,  a nonprofit 
agency  funded  by  public 
and  private  concerns,  also  works  to 
educate  cancer  patients  and  their 
families,  many  of  whom  are  con- 
cerned that  taking  narcotic  drugs  will 
leave  them  “doped  up”  or  will  turn 
them  into  drug  addicts.  According  to 
Dr  Hill,  they  couldn’t  be  farther 
from  the  truth. 

“In  most  cases,  the  use  of  mor- 
phine and  other  opioids  helps  cancer 
patients  lead  much  more  normal 
lives  after  a period  ol  adjustment  to 
the  drug,”  Dr  Hill  said.  “While 
many  patients  will  develop  a toler- 
ance to  a drug,  that  is  vastly  differ- 
ent than  an  addiction,  which  is  a so- 
ciological phenomenon  in  which  an 
individual  is  willing  to  give  up 
everything  in  order  to  get  the  sub- 
stance. That  does  not  happen  in 
cancer  pain  management.” 
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Julie  Ryan  hesitated  before  re- 
sponding to  the  question. 

“I'm  not  sure  whether  I should 
be  telling  you  this,  but  if  it  can 
help  someone  else,  then  I guess  it 
will  be  worth  it,  "she  said,  her 
voice  wavering  with  emotion.  “My 
use  of  narcotics  has  cost  me  a lot  in 
dealing  with  my  friends  and fami- 
ly. There  is  a genuine  fear  of  drugs 
in  society,  even  of  those  that  have  a 
good  and  proper  use. 

“People  ofien  are  afraid  of  me 
when  they  find  out  I take  mor- 
phine and  other  similar  drugs,  "she 
said.  “The  Just  Say  No' people 
have  brainwashed  our  society  to 
the  point  where  they  would  rather 
see  people  in  my  place  suffer  than 
get  the  benefits  of  these  substances.  " 

She  hesitated  again  before 
continuing. 

“It  has  even  driven  a wedge 
between  me  and  my  family,  "she 
said.  “My  father  is  a recovering 
alcoholic,  and  in  his  therapy,  they 
have  drilled  it  into  his  head  that 
any  kind  of  narcotic  drug  user  is 
an  addict.  He  wont  listen  to  rea- 
son on  the  subject.  We  haven't 
spoken  in  quite  some  time.  " 

Virtually  all  the  physicians  and 
health-care  providers  involved  in  can- 
cer pain  management  say  the  two 
most  troublesome  barriers  are  deeply 
ingrained  cultural  taboos  about  the 
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use  of  narcotic  drugs  and  a law  en- 
forcement bureaucracy  seemingly  in- 
tent on  eliminating  illicit  drugs  at  the 
expense  of  medically  appropriate  uses. 

In  his  book  You  Don’t  Have  to  Suf 
fer:  A Complete  Guide  to  Relieving 
Cancer  Pain  for  Patients  and  Their 
Families,  Richard  B.  Part,  MD,  an 
anesthesiologist  at  M.D.  Anderson, 
seeks  to  explode  the  myths  commonly 
held  about  cancer  pain  and  treatment. 

One  of  Dr  Part’s  goals  is  to  help 
patients  and  those  around  them  par- 
ticipate more  actively  in  their  care. 

“Statistics  show  that  patients  get 
about  10  minutes  of  time  on  an  aver- 
age visit  with  their  oncologist,”  he 
said.  “By  becoming  educated  pa- 
tients, they  can  make  that  time  count 
by  asking  the  right  questions  and 
helping  the  physician  to  understand 
their  needs,  particularly  when  it 
comes  to  pain  management.” 

Educating  physicians  will  only  go 
so  far  in  getting  better  treatment,  he 
says.  Patient  involvement  is  the  flip 
side  of  the  coin. 

“Many  years  ago,  when  the  Pap 
smear  was  first  developed  as  a diagnos- 
tic tool,  it  was  written  about  in  med- 
ical journals,  advertised  in  physicians’ 
magazines,  and  touted  in  symposiums 
all  over  the  country.  Yet  very  few  of 
them  were  being  done,”  he  said.  “But 
when  Ladies  Home  Journal  ran  a story 
about  how  a simple  test  could  provide 
early  detection  for  a deadly  disease,  the 
demand  by  women  to  their  doctors  for 
the  test  skyrocketed. 

“It’s  the  same  with  cancer  pain,” 
Dr  Part  said.  “Informed  patients  will 
spur  their  physicians  to  better  cancer 
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pain  management.” 

Many  physicians  also  worry  — and 
rightly  so  to  some  degree  — about  the 
legal  and  regulatory  issues  surround- 
ing the  use  of  controlled  substances. 
Texas  is  one  of  only  nine  states  that 
still  mandate  triplicate  prescription 
forms  for  all  Schedule  II  drugs,  track- 
ing the  names  of  both  the  physician 
and  the  patient  through  law  enforce- 
ment agency  computers. 

Some  physicians,  including  Dr  Hill, 
see  the  threat  of  criminal  prosecution 
or  hearings  before  the  State  Board  of 
Medical  Examiners  as  one  of  the 
biggest  deterrents  to  appropriate  use  of 
narcotics  for  cancer  pain  management. 

“I  testified  as  an  expert  witness  for 
a doctor  who  was  recently  accused  of 
overprescribing  in  what  I’d  call  a fed- 
eral government  sting  operation,”  Dr 
Hill  said.  “He  was  just  doing  his  job, 
but  it  cost  him  about  $60,000  to  de- 
fend himself  and  clear  his  name. 

“That  sends  a very  chilling  mes- 
sage to  other  physicians  who  may  be 
dealing  with  cancer  patients.” 

The  Texas  Department  of  Public 
Safety  (DPS)  maintains  the  database 
of  triplicate  prescriptions  in  Texas, 
and  according  to  officials  there,  the 
data  they  gather  are  only  available  to 
a few  entities. 

“We  keep  the  names  of  physicians 
and  patients  on  computerized  data 
tapes  for  1 year,  and  keep  the  triplicate 
prescription  forms  for  3 years,”  said 
Linda  Schaefer,  supervisor  of  the  tripli- 
cate prescription  program  at  DPS.  “We 
would  only  develop  and  release  the  in- 
formation in  the  case  of  a narcotics  in- 
vestigation by  a law  enforcement 
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Resources  for  cancer  pain  management 


There  are  myriad  resources  tor  intormation  on  the  management  ot  can- 
cer pain  available  to  physicians,  patients,  and  their  families.  Here  are 
some  of  them,  including  resources  mentioned  in  the  accompanying  article: 


agency  or  by  the  medical  examiners 
board.  Otherwise,  we  maintain  strict 
confidentialit)'  over  the  information.” 

The  DPS  tracking  program  fulfills  a 
step  in  the  process  undertaken  by  the 
federal  Drug  Enforcement  Administra- 
tion (DEA),  which  tracks  every  dose  of 
Schedule  11  drugs  from  its  manufac- 
ture, through  the  distribution  process, 
to  the  end  user.  Physicians  are  required 
to  have  a DEA  identification  number 
to  practice  medicine  in  Texas  or  any- 
where else  in  the  US. 

Does  Big  Brother  watching  over 
their  shoulders  bother  physicians? 
Absolutely,  according  to  Dr  Payne. 

“There  are  data  that  show  that 
oncologists  who  practice  in  states  in 
which  there  are  triplicate  prescription 
laws  are  more  concerned  about  their 
practices  being  monitored  and  have 
more  fears  of  regulatory  boards  than 
those  physicians  who  practice  in 
states  that  don’t  have  triplicate  pre- 
scriptions,” he  said. 

State  laws  were  changed  in  1989 
to  make  it  easier  for  physicians  to  pre- 
scribe narcotic  analgesics  without  fear 
of  arrest  or  fear  of  disciplinary  action 
by  medical  examiners  (see  “The  In- 
tractable Pain  Treatment  Act  of 
Texas,”  Texas  Medicine,  February 
1992,  pp  70-72).  The  issuance  of  the 
new  federal  practice  guidelines,  along 
with  the  existing  guidelines,  should 
give  physicians  more  confidence  in 
using  opioids  to  manage  cancer  pain. 

“/  was  at  one  time  having 
difficulty  with  pain  and  was 
having  trouble  explaining  to  my 


• Clinical  Practice  Guidelines: 
Management  of  Cancer  Pain 

Copies  are  available  free  in  hill  reference 
form,  quick  reference  form,  and  patient 
information  form  from: 

AHCPR  Clearinghouse 
Cancer  Pain  Guidelines 
PO  Box  8S47 
Silver  Spring,  MD  20907 

• Cancer  Information  Service 

A service  of  M.D.  Anderson  Cancer 
Center  and  funded  by  the  National 
Cancer  Institute,  it  provides  cancer  in- 
formation for  patients  and  health-care 
providers  in  both  English  and  Spanish. 
Copies  of  the  clinical  practice  guide- 
lines for  management  of  cancer  pain 
are  also  available  through  this  service. 
(800)  4-CANCER  (422-6237) 

• Texas  Cancer  Council 

This  state  agency  was  created  in  1984  to 
administer  the  Texas  Cancer  Plan  and 
other  cancer-related  health  initiatives. 

Texas  Cancer  Council 
PO  Box  12097 
Austin,  TX  7871  I 
(512)  463-3190 


doctor  what  the  problem  was,  ” 
Ms  Ryan  said.  “But  then  I sim- 
ply said  to  him,  7 want  to  be 
able  to  paint  again,  ’ and  he  un- 
derstood what  I needed.  ” 

She  said  that  during  her  years  of 
dealing  with  cancer  and  its  pain, 
she  once  consulted  with  a psychia- 
trist. “I  wanted  a reality  check  to 
see  if  the  drugs  had  affected  me  in 
an  adverse  way.  He  told  me,  ‘No, 
you’re  doing  just  fine.  ’ 

“So  my  message  to  both  physi- 


• Texas  Cancer  Pain  Initiative 

A program  of  the  Texas  Cancer  Coun- 
cil, TCPl  has  a variety  of  materials,  in- 
cluding guidelines  for  treatment  of 
cancer  pain,  for  both  physicians  and 
patients. 

Texas  Cancer  Pain  Initiative 
PO  Box  980185 
1515  Holcombe  Blvd,  Box  I 3 I 
Houston,  TX  77098-0185 
(713)  745-0957 

• Physician  OncoloQi  Education  Program 
bunded  by  the  Texas  Cancer  Council 
and  staffed  by  the  Texas  Medical  Asso- 
ciation’s Division  of  Public  Health  and 
Scientific  Affairs,  this  ptogram  educates 
primary  care  physicians  in  early  screen- 
ing and  prevention  of  cancer. 

Physician  Oncology  Education  Program 
401  West  15th  St,  Suite  970 

Austin,  TX  78701 
(800)  880-1300,  ext  1772 

• American  Cancer  Society 

(800)  ACS-2345  (227-2345) 


dans  and  patients  is  this:  Learn 
and  understand  what  these  drugs 
can  do  for  you.  They  can  vastly 
increase  your  quality  of  life  with- 
out enslaving  you  as  an  addict. 

“For  me,  there  is  no  high,  no 
strong  effect  to  taking  morphine. 
There  are  certainly  no  recreation- 
al benefits  for  a cancer  patient 
with  persistent  pain,  ’’she  said. 
“They  merely  do  what  they  were 
intended  — alleviate  my  pain.  ” ★ 
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THE  DOCTORS  OFFICENTER 

MEDICAL  GROUP 

A.  well-established,  quality-driven,  physician  group  practice,  that  has  successfully 
merged  the  practice  of  fee-for-service  with  managed  care,  has  several  FULL  and 
PART-TIME  opportunities  for  Board  Certified  & Board  Eligible 
Physicians  in  General  Medicine /Primary  Care  and 

various  Subspecialties.  We  have  19  comprehensive  primary  care  centers  in 
and  throughout  Houston  and  Dallas.  LOOK  for  your  specialty  and  area  of  interest 
below  and  give  us  a call  for  an  immediate  interview. 

1-800-633-2373,  ext. 283,  JONI  TAYLOR 


HOUSTON  Baytown  ClearLake  Conroe  DeerBrook  Huntsville  DALLAS  Arlington  Bedford  Denton  Ft.Worth(2)  Irving  NE  Dallas  RedBird 

MedCenter  I960  SugarlMnd  TexasCity  Town&Country  Willowbrook 


SUBSPECIALTY 

Hematology /Oncology  Endocrinology 
Infectious  Diseases  Dermatology 

Pulmonary  Disease  Cardiology 

Gastroenterology  Geriatrics 

PRIMARY  CARE 

PEDIATRICS 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 


PRIMARY  CARE 


Pediatrics 
Family  Practice 
Internal  Medicine 


c DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


Looking  for 
that  perfect  fit? 

You  Just  found  it  in  the 

Texas  Physician  Placement  Service! 


Let  us  fit  the  pieces  together  in  your  search  for 
the  right  physician  or  practice  location  in  Texas. 

WE  OFFER: 

★ Free  service  for  physician  applicants  ★Fast,  personalized  service 

★ Low-cost  recniitment  ★ Urban  and  rural  placements 

★ Computerized  data  bank  ★ Texas-based  matching  service 

★ All  specialties  accepted 

CALL  US  TODAY  AT 

Association  (800)  880-1300,  EXT.  1403 

TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


Are  You  in  the 
Dark  When  it 
Comes  to 
Improving  Your 
Cash  Flow? 


Find  out  how  to: 

Reduce  your  claim  payment  time. 

Reduce  your  claim  rejection  rate. 

Lower  your  practice 
management  costs. 


CYBER 

SYSTEMS 

INC. 


A leading  provider  of  reimbursement 
products  and  services. 


(409)  724-1835 

2545  12th  Street 
Port  Neches,  TX.  77651 
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n Tuesdays  and  Thursdays, 
Susan  Nelson,  MD,  carpools 
her  two  sons  and  three  other 
children  to  preschool  and 
kindergarten.  Most  weekdays. 
Dr  Nelson  sees  an  average  of 
25  patients  in  the  Huntsville  internal  medicine  practice 
she  shares  with  her  husband,  Robert  Hart,  MD,  before 
evening  hospital  rounds.  Around  midnight,  she  climbs 
on  her  stair-stepper  machine  and  exercises  while  her 
husband  does  the  books  for  the  practice.  Every  other 
weekend,  she  and  her  husband  take  call. 

And  occasionally  she  ponders  what  she  will  be  doing  in 
5 or  10  years. 

“That’s  a loaded  question,”  she  said,  taking  a deep 
breath,  then  shaking  her  head.  “The  future  of  the  solo 
practitioner  is  so  up  in  the  air.” 


Like  many  physicians  of  her  genera- 
tion, the  37-year-old  has  known  that 
uncertainty  for  most  of  her  career. 

“The  key  difference  for  us  is  the 
turmoil  in  medicine,”  she  explained. 

“The  people  who  are  20  to  30  years 
older  than  I am  practiced  in  an  era 
when  what  they  did  was  good  and 
right,  and  now  everybody  questions 
what  you  do.  The  insurance  compa- 
nies question  your  judgment,  and 
then  patients  question  your  judg- 
ment. I don’t  think  people  used  to 
do  that.” 

The  experience  of  Dr  Nelson  and 
her  peers  differs  not  only  from  the 
past  but  also  from  what’s  expected 
for  future  physicians.  That  is,  young 
physicians  today  have  seen  the  twi- 
light of  the  golden  age  of  medicine,  and  some  have  had  a 
taste  of  it.  The  golden  age,  many  physicians  say,  oc- 
curred after  penicillin  and  before  the  government  be- 
came entangled  in  reimbursement  and  regulation  issues. 

In  other  words,  the  next  generation  of  physicians 
may  not  know  the  difference  — but  Martin  Guerrero, 
MD,  knows. 

“When  I hrst  entered  my  residen- 
cy training  in  1981,  health  mainte- 
nance organizations  were  just  some- 
thing that  Californians  did,”  said  Dr 
Guerrero,  a 40-year-old  San  Antonio 
internist.  “By  the  time  I had  emerged 
from  the  cocoon  of  residency,  man- 
aged care  was  a formidable  force.” 

Dr  Guerrero  added,  “The  trend 
in  that  direction  concerns  me.  When 
you  look  at  Clinton’s  health-care 
schematic,  physicians  don’t  have  a 
role.  That’s  unfortunate.” 


Caught  in  an  economic  crunch 

During  the  Texas  Medical  Association  Winter 
Leadership  Conference,  a group  of  young 
physicians  discussed  how  to  attract  more  of 
their  peers  into  organized  naedicine. 

“The  bottom  line  is,  between  trying  to  pay  off  med- 
ical school  debt  and  making  much  less  under  managed 
care  arrangements,  who  can  afford  to  take  the  time  off  to 
come  to  meetings?”  Dr  Nelson  asked. 

Her  remark  highlights  the  economic  crunch  many 
young  physicians  find  themselves  in  — a situation  seri- 


Susan  Nelson,  AID,  at  home  with  her  son  Geojfrey,  5 

ous  enough  even  7 years  ago  for  the  American  Medical 
Association  Council  on  Long-Range  Planning  and  De- 
velopment to  study  it.  The  council  then  published  a re- 
port called  “Health  Care  in  Transition:  Consequences 
for  Young  Physicians.” 

According  to  the  report,  average 
tuition  in  public  medical  schools 
had  risen  almost  8-fold  between 
1960  and  the  mid-1980s,  more  than 
twice  as  fast  as  the  rate  of  inflation, 
and  average  private  school  tuition 
had  grown  more  than  12-fold  dur- 
ing that  time  period. 

Increases  have  continued  into  the 
1 990s.  Based  on  data  collected  by  the 
Association  of  American  Medical 
Colleges  on  its  annual  graduation 
questionnaire,  the  estimated  mean 
educational  debt  for  1990  medical 
school  graduates  was  $50,384,  com- 
pared with  $33,499  for  1986  graduates. 

The  AMA  long-range  planning  council  also  found 
that  more  financial  aid  has  shifted  from  scholarships  and 
grants  to  loans.  “The  combination  of  high  (and  rising) 
costs  and  more  expensive  loans  has  precipitated  a dra- 
matic escalation  in  the  level  of  education  debt  borne  by 
physicians-in-training,”  according  to  the  report. 

Add  to  that  the  financial  burden  resulting  from  in- 
creased government  involvement  in  reimbursement  and 
standard-setting  — and  of  course  the  trend  toward  man- 
aged care  — and  you  have  a formula  in  which  fledgling 
physicians  face  a daunting  financial  predicament. 

“The  cliche  that  a new  physician  needed  only  to  hang 


“This  may  sound  selfish, 
but  I have  other  priorities 
besides  medicine.  Medicine 
is  something  I do,  but  in 
olden  days  that  was  what 
doctors  were.” 
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Martin  Guerrero,  AID,  outside  his  San  Antonio  office 

out  a shingle  to  establish  a viable  practice  has  been  re- 
placed by  some  very  real  concerns:  fears  of  a physician 
surplus,  the  prospect  ol  having  to  compete  with  proles- 
sional  colleagues  and  former  classmates,  and  the  decline 
of  the  traditional  solo,  fee-for-service  medical  practice,” 
the  council  stated  in  its  report. 

Not  surprisingly,  some  say  these 
shifting  economics  have  influenced 
decisions  other  than  whether  to  join 
organized  medicine.  Floyd  Gotham, 
vice  president  of  the  recruiting  firm 
Merritt,  Hawkins  and  Associates, 
says  the  priorities  of  physicians  com- 
ing out  of  residency  today  differ 
from  what  they  were  20  years  ago. 

“What  they’re  going  to  look  for  is 
security,”  Mr  Gotham  said.  “Twenty 
years  ago,  the  mentality  of  the  physi- 
cian was  to  get  out  of  residency  and 
go  to  his  hometown  or  any  little 
town  and  set  up  practice.  The  cost  of  living  wasn’t  as 
high,  the  debts  weren’t  as  high,  and  the  regulations  on 
health  care  weren’t  what  they  are  today.” 

According  to  Mr  Gotham,  the  average  allopathic 
physician  just  out  of  residency  today  will  owe  about 
$50,000  and  the  average  osteopathic  physician, 
about  $70,000. 

While  physicians  coming  out  of  residency  20  years  ago 
had  few  worries  about  choosing  locations  and  setting  up 
practices,  today’s  high  debt  forces  new  physicians  to  careful- 
ly factor  financial  security  into  choosing  a practice  location. 
To  that  end,  new  physicians  now  typically  will  locate  in  one 
of  three  places:  within  a 50-mile  radius  of  where  they  com- 


pletetl  residency,  in  their  hometowns, 
or  in  their  spotises’  hometowns. 

“ That  provitles  a comlort  level  lor 
them,  ” Mr  Gotham  said.  “ I hen,  af- 
ter 2 or  .3  years  in  practice,  a large 
percentage  moves  on  either  because 
they  face  a physician  surplus  or  be- 
cause they  now  have  the  confidence 
to  seek  greener  pastures  elsewhere.” 

FTtwever,  Lawanda  Hartman,  di- 
rector of  d'MA’s  medical  education 
department,  says  she  hasn’t  seen  sta- 
tistics supporting  a link  between 
medical  debt  and  practice  location. 
Ms  Hartman  says  family  considera- 
tions topped  the  list  of  factors 
influencing  choices  about  practice 
location  on  a recent  survey  by  the 
medical  education  department. 


Collegial  atmosphere  disappearing 

Drs  Nelson  and  Hart  did 
what  Mr  Gotham  believes 
most  new  physicians  do. 
She  grew  up  in  Houston  and  went  to 
medical  school  there,  where  she  met 
her  husband.  The  couple  settled  in 
nearby  Huntsville.  Gharlotte  Smith, 
MD,  33,  an  Austin  physical  medicine 
and  rehabilitation  physician,  also  re- 
turned to  where  she  grew  up,  luring 
her  physician-spouse  there  as  well. 

But  Dr  Smith  notes  that  living 
in  her  hometown  hasn’t  provided 
the  kind  of  collegial  atmosphere 
physicians  once  automatically  en- 
joyed wherever  they  set  up  practice. 
“It  used  to  be  that  when  a doctor 
came  to  town  to  start  a practice,  the  first  thing  he’d  do 
was  go  to  other  doctors’  offices  and  knock  on  the  door 
and  say,  ‘Hi,  I’m  So-and-So,”’  Dr  Smith  explained. 

That  networking  resulted  in  a strong  referral  and  sup- 
port system. 

“These  days  you  may  not  even  know  — when  you  look 
in  the  phone  book  — if  that  physician  can  network  with 
you,”  Dr  Smith  said.  “He  may  be  part  of  a regional  clinic  or 
a preferred  provider  organization  or  health  maintenance  or- 
ganization that  builds  artificial  barriers  among  physicians.” 

Further,  not  all  the  barriers  are  artificial;  some  have  re- 
sulted from  very  real  frictions  among  physicians.  That’s 
in  keeping  with  a prediction  made  by  the  AMA  planning 


“When  I first  entered 
my  residency  training  in 
1981,  health  maintenance 
organizations  were 
just  something 
that  Californians  did.” 
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i: 


Charlotte  Smith,  MD,  Austin,  left,  helping  out  at  a friend’s  campaign  headquarters 

and  development  council  in  its  1987  report. 

“Economic  pressures  are  bound  to  create  frictions 
among  physicians,”  the  council  stated.  “As  colleagues  be- 
come competitors,  disputes  will  inevitably  arise  over 
such  issues  as  hospital  admitting  privileges,  the  ethics  of 
innovative  practice  arrangements, 
and  responses  to  increased  profes- 
sional liability.” 

Dr  Smith  says  more  and  more 
physicians  seem  to  be  finding  them- 
selves in  adversarial  positions  creat- 
ed by  economic,  social,  and  legal 
forces:  primary  caregiver  versus  spe- 
cialist, expert  witness  versus  mal- 
practice defendant,  administrative 
physician  versus  clinician. 

Speaking  at  the  winter  leadership 
conference,  Nancy  Dickey,  MD,  a 
member  of  the  AMA  Board  of 
Trustees,  cautioned  TMA  members 
against  entities  prepared  to  exploit  physicians’  disputes, 
to  divide  and  conquer  the  profession.  Her  warning  was 
not  lost  on  Dr  Smith. 

“One  of  the  strategies  of  cost  containment  is  to  pit 
physicians  against  one  another,”  Dr  Smith  said,  explain- 
ing, “Until  recently,  new  physicians  — who  were  usually 
younger  ones  — were  reimbursed  by  Medicare  at  a 
much  lower  rate  than  older  physicians.” 

Dr  Smith  adds  that  young  physicians  are  much  more 
likely  to  align  themselves  with  specialty  societies  than 
older  physicians.  Many  feel  that  general  organizations 
can’t  meet  the  particular  needs  of  their  specialties.  Given 
that  fragmentation,  young  physicians  not  surprisingly 


“In  the  past, 
when  there  were 
differences  of  opinion, 
everyone  knew  one 
another.  Ihey  wouid 
talk  it  out.” 


f you  happen  not  to  know  Dr 
Smith,  who  despite  all  her  con- 
cerns is  a consummate  network- 
er,  then  you  know  someone  like  her. 

Dr  Smith  is  like  the  young 
woman  who  in  high  school  leads  the 
Beta  Club,  the  Future  Business  Lead- 
ers of  America,  and  the  pep  squad.  She  reminds  you  of  the 
university  student-body  president  who  organizes  a boycott 
of  the  campus  bookstore  until  it  lowers  its  prices.  The  en- 
ergetic medical  student,  who  joins  the  AMA  during  fresh- 
men orientation  and  spends  the  next  3 years  recruiting 
everyone  else  to  join,  comes  to  mind. 

Dr  Smith  moves  with  seeming  ef- 
fortlessness from  TMA  committee 
rooms  to  her  exam  rooms  to  the  po- 
litical arena.  During  a recent  election 
day  in  Austin,  she  was  leading  a local 
candidate  around  St  David’s  Hospi- 
tal, trailed  by  hospital  public  relations 
and  press  people.  Articulate  and  ex- 
pressive, she  educated  the  candidate 
on  a host  of  medicine’s  concerns  — 
and  triumphs  — with  all  the  authori- 
ty and  sincerity  of  a doctor  dispens- 
ing protocol. 

Like  many  young  physicians,  she 
is  a tireless  and  convincing  booster  of  medicine  and  espe- 
cially of  organized  medicine,  rattling  off  a litany  of  TMA 
and  AMA  successes. 

“Certain  needs  can  be  met  only  by  general  organiza- 
tions,” she  said.  “For  example,  my  specialty  organization 
was  having  a real  problem  with  reimbursement  for  in- 
patient rehabilitation.  We  went  through  all  of  our  levels 
— state  and  national  — to  try  and  get  that  fixed.  We 
brought  it  to  the  Texas  Medical  Association,  and  within 
2 months  the  problem  was  fixed.” 

Dr  Smith  sees  organized  medicine  as  one  of  the  few 
places  where  the  collegiality  of  bygone  days  exists,  not 
only  in  dealing  with  economic  issues  but  also  in  more 


may  be  particularly  vulnerable  to  di- 
visive tactics. 

“In  the  past,  when  there  were  dif- 
ferences of  opinion,  everyone  knew 
one  another.  They  would  talk  it  out,” 
Dr  Smith  said.  “But  there’s  been  such 
an  explosion  of  growth.  Fifty  percent 
of  the  Travis  County  Medical  Society 
joined  in  the  last  5 years.” 
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Different  priorities 


basic  medical  matters. 

“bor  example,  mentoring  and  learning  regional  stan- 
dards,” she  sairl.  “When  yon  get  out  ot  medical  school  and 
residency,  there  are  a lot  ot  things  you  don't  know.  Iwen 
prote.ssional  etiquette.  One  ol  the  rea.sons  .so  many  young 
physicians  have  ended  up  going  into  health  maintenance  or- 
ganizations or  large  groups  is  that  they’re  trying  to  get  those 
needs  met.  Cleneral  organizations  can  meet  those  needs.” 

In  tact.  Dr  Smith  believes  that  medicine’s  best  hope- 
tor  the  tuture  is  orcanization,  and  Ors  Nelson  and 
Ouerrero  agree. 

“It  I’m  always  complaining  about  doing  so  much, 
why  am  1 in  I'MA,  too?”  Dr  Nelson  asked.  “Because  it 
you  want  to  change  something,  you  have  to  get  involved. 
You  can’t  complain  it  you’re  nor  in  there.” 


Medical  training  compression 

Ot  course,  some  ot  the  complaints  made  by  to- 
day’s young  physicians  could  have  been  heard 
trom  young  physicians  anytime  in  history. 

“I  always  address  my  patients  as  Mr  So-and-So,  Mrs 
So-and-So,”  Dr  Nelson  said.  “But  1 have  a lot  ot  patients 
my  mother’s  age  who  say,  ‘I  just  couldn’t  possibly  call 
you  Dr  Nelson  — you’re  younger  than  my  children.’ 
And  I think,  ‘Well,  why  not?’  I call  them  Mrs  Jones  and 
they  call  me  Susan.” 

Intormation  overload  is  another  challenge  facing  young 
physicians.  Dr  Nelson  notes.  Long  before  today’s  new  physi- 
cians began  negotiating  the  medical  landscape  wrought  by 
managed  care  and  government  interventions,  they  had  to 
survive  a medical  school  experience  that  dittered  greatly 
from  that  ol  their  predecessors. 

“The  amount  of  information  out  there  now  is  incredi- 
ble,” Dr  Smith  said.  “Physicians  in  their  50s  and  60s  have 
been  allowed  to  learn  all  ol  it  gradually  as  things  pro- 
gressed. We  got  it  all  slam-packed  during  residency.” 

Young  physicians  also  have  had  to  learn  early  how  to 
provide  high-quality  medical  care  while  constantly  doing 
the  kind  ol  mental  arithmetic  yesterday’s  physicians 
could  practically  ignore:  calculating  the  bottom  line. 

Senior  physicians  can  retire  to  avoid  this  “new  math” 
and  a host  ol  unsettling  changes  in  medicine.  Middle- 
age  physicians  can  weave  it  into  already  thriving  prac- 
tices. But  young  physicians,  who  increasingly  find  them- 
selves in  salaried  positions  working  for  groups  or 
managed  care  plans,  must  Irom  the  start  find  creative 
ways  to  restrain  costs. 

Dr  Smith  says  that  has  meant  a gamut  of  innovations 
so  far,  from  having  rehabilitation  patients  stay  in  hotels 
rather  than  hospitals  to  diagnosing  with  fewer  tests. 


oung  physicians  may  pine  lor  some  aspects  ot  ? 
medicine’s  golden  age  — the  respect,  authority, 
and  security  — but  there  are  other  aspects  they 
say  they  can  do  just  as  well  without. 

One  young  physician  recalls  when  she  and  her  physi- 
cian-husband moved  to  a small  town  in  West  Texas.  Lhe 
town’s  retired  physician  and  his  wile  paid  a courtesy  call, 
and  the  older  woman  took  the  younger  one  aside. 

“She  basically  tried  everything  she  could  to  convince  me 
how  terrible  it  would  be,  being  married  to  a doctor,”  she  re- 
called. “She  said  her  husband  never  saw  his  kids  growing  up 
and  barely  knew  them.  She’d  been  terribly  miserable.” 

Two  major  dillerences  between  the  older  and  younger 
couples  were  immediately  apparent:  First,  the  careers  of 
both  young  physicians  would  be  equally  important,  and 
second,  neither  of  their  careers  would  take  supreme 
precedence  over  the  rest  ol  their  lives. 

The  notion  that  physicians  can  and  should  enjoy  lile  out- 
side ol  medicine  has  most  often  been  attributed  to  the  dififer- 
ent  lilestyle  choices  and  attitudes  ol  the  baby  boom  and  post- 
baby boom  generations.  And  the  growing  number  ol  women 
entering  the  prolession  also  may  have  made  a difference. 

In  an  article  titled  “Today’s  Young  Physicians”  in  the 
November  1987  issue  of  Consultant  Michael  F. 

Collins,  MD,  contends  that  women  physicians  who  have 
selected  practice  options  that  allow  more  time  for  their 
families  and  themselves  have  had  a profound  infiuence  on 
their  male  colleagues,  who  now  recognize  that  they,  too, 
can  enjoy  balanced  lifestyles. 

Regardless  of  whether  they’re  generated  by  gender  or 
generation,  young  physicians’  choices  don’t  always  sit 
well  with  patients. 

Dr  Nelson,  who  works  about  60  hours  in  an  average 
week,  spent  part  of  a recent  day  off  at  the  post  office,  vot- 
ing in  local  elections.  “1  ran  into  this  woman  who  wasn’t 
even  my  patient,”  Dr  Nelson  said.  “She  wanted  to  know 
what  I thought  I was  doing  down  at  the  post  office  when  I 
ought  to  be  taking  care  of  patients.  She  asked  me  why  I’d 
run  off  and  left  her  doctor  to  take  care  ol  everybody.” 

For  Dr  Nelson,  the  incident  highlighted  both  the  un- 
realistic expectations  some  patients  have  ol  physicians 
and  the  fact  that  many  older  physicians  are  willing  to 
meet  those  expectations  at  any  cost. 

“This  may  sound  selfish,  but  I have  other  priorities  be- 
sides medicine,”  Dr  Nelson  said.  “Medicine  is  something  I 
do,  but  in  olden  days  that  was  what  doctors  were.”  ★ 

What's  your  opinion? 

New,  old,  or  somewhere  between,  we’d  like  to  hear  what  you 
think  about  the  issues  facing  young  physicians.  Call  the  toll-free 
Texas  Medicine  comment  line  at  (800)  880-1475. 
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Fear  of  AIDS  litigation 

Courts  say  seriousness  of  potential  harm 
outweighs  low  risk  of  transmission 

Bv  Beth  Graddy,  Associate  editor 


President  Franklin  Delano  Roosevelt  once 
told  the  country  that  the  only  thing  we 
have  to  fear  is  fear  itself  In  the  increas- 
ingly litigious  climate  surrounding  HIV 
and  AIDS,  fear  may  be  enough. 


Since  about  1990,  physicians  and  other  health-care  pro- 
fessionals have  been  confronted  with  the  growing  threat  of 
legal  damages  deriving  not  only  from  actual  transmission 
ot  HIV  to  patients  or  others,  but  also  arising  from  patients’ 
fears  that  they  may  have  con- 
tracted the  disease,  when  in 
fact  they  haven’t. 

‘“Fear  of  AIDS’  lawsuits  in- 
volving health  professionals 
began  with  the  dentist  in 
Florida,  David  Acer,  who 
transmitted  HIV  to  six  ol  his 
patients,”  explained  Brenda 
Strama,  JD,  an  attorney  with 
the  Houston  law  firm  Vinson 
& Elkins. 

The  Centers  for  Disease 
Control  and  Prevention  re- 
counted those  incidents  of 
transmission  in  weekly  mor- 
bidity and  mortality  reports, 
and  the  mainstream  media 
covered  the  incidents  exten- 
sively. Perhaps  more  impor- 
tantly, the  media  chronicled 
the  decline  of  Dr  Acer’s  most 
famous  patient,  Kimberly 
Bergalis,  who  eventually  died 
of  AIDS.  “As  a result,  patients  became  more  fearful  of  re- 
ceiving health-care  services  from  infected  health-care  work- 
ers,” Ms  Strama  said.  “That  was  probably  the  genesis  of 
the  fear  of  AIDS  lawsuit  involving  health  professionals.” 

Prior  to  the  Acer  cases,  there  were  “partner”  cases,  for 
example,  the  Rock  Hudson  case,  alleging  intentional  inflic- 


tion of  emotional  distress  based  on  the 
surviving  partner’s  fear  of  AIDS. 

Those  who  followed  the  Florida 
dentist  episode  saw  that  some  of  Dr 
Acer’s  patients  successfully  sued  his 
estate  and  the  health  maintenance 
organization  that  contracted  with 
him  for  services. 

“It  triggered  some  plaintiffs’  lawyers,  as  well  as  some  in- 
dividual patients,  into  thinking  about  exposure  and  its  legal 
ramifications,”  Ms  Strama  said. 

From  suing  for  exposure  that  resulted  in  actual  infec- 
tion, as  in  the  Acer  cases,  it 
wasn’t  a great  leap  to  suing  for 
exposure  that  led  not  necessar- 
ily to  infection  but  to  fear  of 
infection.  The  legal  ground- 
work for  this  kind  of  mental 
anguish  had  already  been  laid 
in  the  health  law  field. 

“There  are  many  ‘fear  of 
cancer’  cases  arising  from 
polluted  environments,”  she 
said.  “You  often  see  this  cause 
of  action  in  toxic  tort  cases.” 

And  people  fear  AIDS  even 
more  than  they  fear  cancer, 
says  Hugh  M.  Barton,  JD, 
Texas  Medical  Association  as- 
sistant general  counsel.  That’s 
because  of  the  seriousness  of 
potential  harm,  despite  how 
low  the  risk  of  transmission 
might  be.  “There  is  a certain 
amount  of  hysteria  surround- 
ing AIDS,  and  that  con- 
tributes to  this  litigiousness,”  Mr  Barton  said. 

A number  of  these  cases  have  led  to  recovery  of  damages 
by  plaintiffs,  he  says.  And  while  he  hasn’t  seen  any  fear  of 
AIDS  cases  in  Texas  yet,  Mr  Barton  thinks  they  are  likely. 

Ms  Strama  agreed:  “We  have  several  known  HIV-in- 
fected health-care  workers  in  Texas.” 
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Two  categories  of  fear 

“In  terms  ot  plaintiHs  seeking  dam- 
ages ktr  mental  anguish  due  to  tear, 
you  can  break  cases  down  into  two 
categories,”  Mr  Barton  said.  “In  the 
first,  the  patient  sues  the  doctor.  In 
the  second,  the  health-care  provider 
or  employee  sues  the  patient  or 
someone  else,  depending  on  per- 
ceived exposure.” 

In  both  categories,  the  conflict 
often  arises  because  the  plaintiff  isn’t 
informed  of  the  potential  exposure 
to  HIV. 

In  a lawsuit  falling  into  the  first 
category,  Kerins  v Hartley,  the  patient 
expressly  told  her  physician  that  she 
had  a fear  of  blood  transfusions  be- 
cause she  feared  contracting  AIDS 
(1).  She  asked  the  physician  about 
his  health,  and  the  physician,  despite 
knowing  he  was  HIV  positive,  told 
her  he  was  in  good  health. 

The  patient  learned  her  physi- 
cian’s HIV  status  from  a television  re- 
port. However,  she  tested  negative 
soon  after  learning  of  her  potential 
exposure  during  surgery. 

The  defendants  in  Kerins  argued 
that  her  fear  was  unreasonable  in  the 
absence  of  actual  exposure  and  be- 
cause the  chances  of  a patient  be- 
coming infected  by  a health-care 
worker  are  statistically  low.  However, 
an  appellate  court  held  that  it  is  not 
unreasonable  for  a plaintiff  to  claim 
damages  based  on  a fear  of  AIDS, 
even  if  there  is  no  documentation  of 
actual  exposure. 

In  a lawsuit  falling  into  the  sec- 
ond category,  Johnson  v West  Virginia 
University  Hospital,  Inc,  the  state 


supreme  court  upheld  a jury’s  $1.9 
million  damage  award  for  emotional 
distress  to  a hospital  security  guard 
based  on  the  guard’s  exposure  to  the 
virus  and  “fear  of  AIDS”  (2). 

While  assisting  emergency  depart- 
ment hospital  personnel,  the  security 
j guard  was  bitten  by  a combative  pa- 
tient. Although  hospital  personnel 
knew  the  patient  was  infected  with 
HIV,  the  hospital  failed  to  follow  its 
own  rules  with  regard  to  warning  a 
person  with  a need  to  know  about  a 
patient’s  HIV  status. 

I Duty  to  inform  and  the  reasonable 
window  of  anxiety 

“Really,  the  question  is,  who  has  a 
duty  to  warn?”  Ms  Strama  said. 
“What  is  the  nature  of  the  duty  to 
warn,  so  that  the  individual  patient 
or  employee  can  make  a decision 
' about  whether  he  or  she  wants  to  go 
forward,  either  with  that  medical 
procedure  or  that  line  of  work?” 

In  the  case  of  an  HIV-positive 
physician,  the  duty  to  inform  is  pret- 
ty clear,  at  least  in  this  state. 

“In  Texas,  an  HIV-positive  physi- 
cian or  health-care  worker  has  a 
statutory  duty  to  disclose  his  or  her  | 
status  and  obtain  the  patient’s  in- 
formed consent  before  performing 
exposure-prone  procedures,”  Mr  Bar- 
ton said. 

However,  neither  the  courts  nor 
the  Texas  legislature  consistently  re- 
quire the  same  duty  of  HIV-positive 
patients.  “It  has  traditionally  been  the 
case  that  the  physician  has  a higher 
duty  to  the  patient  than  the  patient 
has  to  the  physician,”  Mr  Barton  said. 


For  example,  he  notes,  opinions  of 
the  American  Medical  Association 
Council  on  Ethical  and  Judicial  Af- 
fairs stress  the  physician’s  duty  to  the 
patient,  but  do  not  generally  recog- 
nize a patient’s  duty  to  the  physician. 

One  of  the  few  other  trends  that  has 
become  clear  in  this  area  of  law  is  the 
limitation  on  recovering  damages  for 
mental  anguish  due  to  fear  of  AIDS. 

“The  trend  is  that  plaintiffs  are  al- 
lowed to  recover  damages  only  for 
anguish  they  suffered  during  the  time 
period  between  when  they  learned  of 
their  potential  exposure  and  when 
they  received  their  HIV-negative  test 
results,”  Mr  Barton  explained. 
“That’s  known  as  the  reasonable  win- 
dow of  anxiety.” 

In  Faya  v Estate  of  Almaraz,  the 
Maryland  Court  of  Appeals  estab- 
lished that  the  health-care  provider 
has  a duty  to  inform  and  that  fear  of 
contracting  AIDS  is  a legally  com- 
pensable injury  (3).  But  the  court  also 
established  that  the  patient  could  re- 
cover only  for  fear  occurring  within 
the  reasonable  window  of  anxiety.  The 
court  in  Kerins  followed  that  example. 

Avoiding  fear  of  AIDS 

Clearly,  one  way  HIV-positive  physi- 
cians can  avoid  opening  up  a window 
of  anxiety  is  to  follow  the  law  and  in- 
form patients  before  performing  ex- 
posure-prone procedures.  The  situa- 
tion is  more  complicated,  however, 
for  employers  of  HIV-positive 
health-care  workers. 

The  employer  of  an  HIV-positive 
worker  is  caught  between  the  anti- 
discrimination  requirements  of  the 
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AIDS  and  the  ADA 

Reasonable  referral  or  refusal  to  treat? 

Bv  Matthew  B.E.  Hughes,  JD,  and  Steven  M.  Gonzalez,  JD 

At  what  point  does  a physician’s  referral  of  an  AIDS  pa- 
tient become  a refusal  to  treat  the  patient  — and  a vio- 
lation of  the  law?  Under  federal  law,  AIDS  and  HIV  in- 
fection are  disabilities  protected  against  discrimination  by 
health-care  providers  (1).  If  a physician  recommends  a referral  to 
an  infectious  disease  specialist  or  requires  clearance  from  a special- 
ist before  performing  surgery,  a patient  may  interpret  these  proce- 
dures as  unlawful  attempts  to  avoid  providing  treatment. 


Americans  With  Disabilities  Act  on 
one  hand  and  Texas  law  relating  to 
HIV  prevention  on  the  other.  A 
physician  or  hospital  in  that  position 
should  seek  competent  guidance. 

Ms  Strama  suggests  taking  the 
case  to  an  expert  review  panel,  such 
as  those  usually  found  in  hospitals, 
with  the  employee’s  consent. 

“The  purpose  of  the  expert  review 
panel  is  to  provide  timely  advice  and 
consultation  on  an  individual  health- 
care worker’s  risk  of  bloodborne  dis- 
ease transmission  through  his  or  her 
professional  practice,  and  to  recom- 
mend practice  limitations,  modihca- 
tions,  or  restrictions  where  the  evi- 
dence suggests  there  is  a significant 
risk  to  patients,”  said  Charles  Bell, 
MD,  chief  of  the  Bureau  of  HIV  and 
Sexually  Transmitted  Diseases  Con- 
trol at  the  Texas  Department  of 
Health  (TDH). 

For  specific  guidelines  on  setting 
up  an  expert  review  panel  or  using  an 
existing  one,  physicians  should  con- 
tact TDH’s  HIV  control  bureau. 
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Physicians  must  be  sensitive  to  this 
perception  because  the  Americans 
With  Disabilities  Act  (ADA)  threatens 
physicians  with  jury  awards  potential- 
ly reaching  $300,000  for  compensato- 
ry damages  and  fines  up  to  $50,000. 
Further,  the  US  Department  of  Justice 
has  begun  filing  suits  against  health- 
care providers  who  refuse  to  treat  pa- 
tients with  AIDS  (2). 

The  ADA  is  a comprehensive  civil 
rights  law  prohibiting  discrimination 
on  the  basis  of  disability  in  employ- 
ment, transportation,  public  accommo- 
dations, and  other  areas  (3).  The  act 
mandates  that  people  with  disabilities 
have  full  and  equal  enjoyment  of 
goods,  services,  facilities,  or  accommo- 
dations of  any  place  of  public  accom- 
modation by  any  person  who  is  an 
owner,  lessor,  or  lessee,  or  who  operates 
a place  of  public  accommodation  (4). 

It  defines  disability  in  three  ways: 


a physical  or  mental  impairment  that 
substantially  limits  one  or  more  of 
the  major  life  activities;  a record  of 
such  an  impairment;  or  being  regard- 
ed as  having  such  an  impairment  (5). 
Providing  health  care  is  considered 
“public  accommodation”  (6),  and 
AIDS  is  considered  a disability  (7). 

A health-care  provider  may  violate 
the  ADA  by  completely  denying 
treatment,  by  offering  unequal  treat- 
ment, or  by  offering  unnecessarily 
separate  treatment  to  AIDS  patients 
(8).  This  does  not  mean  that  AIDS 
patients  must  be  provided  exactly  the 
same  treatment  as  other  patients. 
Rather,  it  requires  that  these  patients 
have  the  same  access  to  treatment  as 
people  without  the  disability  have. 

Thus,  any  treatment  provided  to 
an  AIDS  patient  that  is  different  or 
separate  from  that  provided  to  other 
patients  must  be  necessary  to  provide 
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the  AIDS  patient  with  a treatment 
that  is  as  elective  as  that  provided  to 
others  (9).  As  a practical  matter,  this 
means  convincing  the  patient,  and 
potentially  the  federal  government, 
that  any  special  treatment  offered  to 
AIDS  patients  is  in  their  — and  not 
the  doctor’s  — best  interest. 

What  the  courts  have  said 

The  courts  have  not  had  much  op- 
portunity to  interpret  the  ADA  be- 
cause it  was  enacted  only  in  1990. 
Those  that  have  faced  the  issue  under 
state  disability  discrimination 
statutes  have  uniformly  held  that 
AIDS  patients  may  not  arbitrarily  be 
denied  treatment  (10). 

The  issue  has  been  whether  there 
is  an  arbitrary  (ie,  discriminatory) 
denial  of  treatment  or  an  unjust- 
ifiable segregation  or  referral  of  an 
AIDS  patient. 

Arbitrary  denials  include  refusals 
of  treatment  despite  availability  of 
safety  precautions  or  because  of  a 
generalized  concern  for  the  patient’s 
health  (11).  To  avoid  a claim  that  a 
refusal  to  treat  or  a referral  is  a pre- 
text for  discrimination,  the  physician 
must  be  prepared  to  explain  the 
course  of  treatment.  To  that  end,  the 
physician  must  base  his  or  her  deci- 
sion on  sound  medical  reasoning  — 
and  no  other  reasoning.  Specifically, 
a physician  must  be  able  to  show  that 
the  referral  was  necessary  and  that 
treatment  resulted  from  an  individu- 
alized determination. 

Is  the  referral  necessary? 

The  ADA  prohibits  a health-care 


provider  from  avoiding  AIDS  pa- 
tients by  using  any  kind  of  screening 
or  eligibility  criteria  “unless  such  cri- 
teria can  be  shown  to  be  necessary 
for  the  provision  of  the  services,  facil- 
ities, privileges,  advantages,  or  ac- 
commodations being  offered”  (12). 

The  act  also  mandates  that  health- 
care providers  reasonably  modify 
their  policies,  practices,  and  proce- 
dures to  accommodate  AIDS  patients 
unless  such  accommodation  would 
“fundamentally  alter”  the  nature  of 
the  service  provided  (13). 

It  follows  that  a general  practition- 
er may  refer  a patient  to  a specialist 
when  this  is  medically  required,  such 
as  when  a patient  needs  treatment 
outside  of  the  practitioner’s  specialty. 
In  fairness,  the  ADA  does  not  require 
that  each  practitioner  become  a spe- 
cialist in  the  treatment  of  AIDS. 

Did  treatment  result  from  an 
individualized  determination? 

If  a physician  provides  a separate 
treatment  for  an  AIDS  patient  (ie, 
sends  an  AIDS  patient  for  a special 
consultation),  this  action  must  result 
from  an  individualized  determination 
as  to  that  patient’s  proper  course  of 
treatment  (14). 

A health-care  provider  may  not 
avoid  this  obligation  by  making  a 
generalized  safety  objection  — for 
example,  by  simply  arguing  that  the 
facility  or  practice  is  not  organized  to 
accommodate  AIDS  patients.  The 
ADA  requires  that  health-care 
providers  reasonably  modify  their  fa- 
cilities so  that  patients  with  HIV  are 
not  denied  access  (15).  The  health- 


care provider  is  relieved  of  this  re- 
sponsibility only  if  the  accommoda- 
tion would  fundamentally  alter  the 
nature  of  the  service  provided,  would 
create  an  undue  burden,  or  would 
pose  a direct  threat  to  others  that 
could  not  be  eliminated  (16). 

Further,  any  safety  requirements 
that  the  physician  establishes  must  be 
based  on  actual  risks  and  not  on 
“mere  speculation,  stereotypes,  or 
generalizations”  about  individuals 
with  AIDS  (17).  In  determining 
whether  an  individual  poses  a direct 
threat  to  the  health  or  safety  of  others, 
a physician  must  make  an  individual- 
ized assessment,  based  on  reasonable 
judgment  that  relies  on  current  med- 
ical knowledge  or  on  the  best  avail- 
able objective  evidence,  ascertaining 
the  nature,  duration,  and  severity  of 
the  risk;  the  probability  that  the  po- 
tential injury  will  actually  occur;  and 
whether  reasonable  modification  of 
policies,  practices,  or  procedures  will 
mitigate  that  risk  (18). 

Physicians  should  weigh  this  de- 
termination in  the  patient’s  favor  to 
conform  with  their  ethical  obliga- 
tion to  treat  AIDS  patients.  The 
American  Medical  Association 
Council  on  Ethics  and  Judicial  Af- 
fairs has  stated  that  a physician  may 
not  ethically  refuse  to  treat  a patient 
whose  condition  is  “within  the 
physician’s  current  realm  of  compe- 
tence solely  because  the  patient  is 
seropositive  for  HIV.”  When  a 
physician  cannot  provide  the  ser- 
vices required  by  an  HIV-infected 
patient,  the  physician  should  make 
appropriate  referrals  to  specialists  or 
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facilities  equipped  to  provide  such 
services  (19). 

On  balance,  the  patient  also  has 
responsibilities  to  the  physician.  The 
ADA  does  not  protect  patients  who 
are  dishonest  with  their  doctors. 
Where  patients  have  blocked  doctors’ 
access  to  information  about  their 
conditions,  a doctor’s  refusal  to  pro- 
vide treatment  may  not  be  unlawful 
(20).  As  of  now,  no  federal  court  has 
decided  this  issue.  But  where  state 
courts  faced  this  issue  under  nearly 
identical  state  disability  statutes,  the 
courts  rejected  discrimination  claims 
from  patients  who  attempted  to  con- 
ceal their  conditions  (21). 

When  and  how  you  can  refer 

In  general,  a physician  should  not  refer 
a patient  to  another  health-care 
provider  unless  it  is  medically  neces- 
sary. These  referrals  should  be  motivat- 
ed by  the  referring  physician’s  desire  to 
see  the  patient  receive  specialized  treat- 
ment from  another  physician  with  oth- 
er or  added  expertise. 

Such  referrals  also  may  be  moti- 
vated by  the  need  to  determine  if  the 
patient  is  medically  disqualified  for 
the  referring  physician’s  own  course 
of  treatment.  For  example,  a surgeon 
may  wish  to  refer  a patient  with  HIV 
or  AIDS  to  an  infectious  disease  spe- 
cialist to  determine  whether  the  pa- 
tient’s infection  will  contraindicate 
the  surgery. 

Although  courts  will  defer  to 
sound  medical  judgments,  they  will 
examine  the  physician’s  reasoning  in 
order  to  root  out  discriminatory  mo- 
tives (22).  Whether  a patient  is  law- 
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fully  disqualified  from  treatment  will 
depend  on  whether  the  physician  has 
made  an  individualized  inquiry  and 
whether  his  or  her  conclusion  is 
based  upon  appropriate  findings  of 
fact  (22). 

A good  example  ol  this  individual- 
ized inquiry  occurred  in  Doe  v Dis- 
trict of  Columbia  Comm’n  on  Human 
Rights  (23).  This  case  arose  under  the 
district’s  discrimination  statute 
(which  contains  provisions  identical 
to  the  ADA)  and  employed  an  analy- 
sis similar  to  that  which  would  be 
employed  in  an  ADA  “separate” 
benefit  case. 

The  plaintiff  sued  the  Howard  Uni- 
versity Hospital  fot  sexual  orientation 
discrimination  based  on  the  plaintiff’s 
claim  that  the  hospital  ptesumed  he 
had  a disability,  namely  AIDS,  because 
he  was  homosexual  (24). 

In  Doe,  the  patient-plaintiff  pre- 
sented at  the  hospital  after  ingesting 
approximately  200  aspirin  tablets, 
following  a suicide  attempt  caused  by 
a fight  with  his  boyfriend.  Hospital 
policy  required  that  all  patients  diag- 
nosed as  potentially  suicidal  be  trans- 
ferred to  the  closed  psychiatric  unit, 
unless  this  move  was  contraindicated 
by  the  patient’s  medical  condition  — 
such  as  an  infectious  disease.  The 
hospital  staff  noted  that  the  plaintiff’s 
medical  history,  among  other  things, 
included  hepatitis,  gonorrhea  and 
syphilis,  homosexual  history,  depres- 
sion, previous  suicidal  gestures,  histo- 
ry of  psychological  counseling  since 
childhood,  and  a negative  HIV  anti- 
body test  result  2 years  prior  to  this 
hospital  admission  (25). 
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One  ol  the  doctors  ordered  that  he 
be  placed  on  “blood  and  body  fluid” 
procedures,  which  require  that  the  at- 
tending caregivers  be  gowned,  gloved, 
and  masked,  and  that  the  petitioner’s 
blood  and  body  fluids  be  sequestered 
in  some  fashion.  Patients  were  not  au- 
tomatically placed  on  “blood  and 
body  fluid”  procedures  (25). 

The  day  after  the  plaintiff’s  ad- 
mission, one  of  his  doctors  ordered 
an  HIV  test,  and  the  hospital  refused 
to  transfer  the  patient  to  the  psychi- 
atric unit  unless,  and  until,  his  test 
results  came  back  negative.  The 
plaintiff  regarded  this  as  discrimina- 
tion. Essentially,  he  argued  that  be- 
cause he  was  homosexual,  the  doctors 
presumed  he  had  AIDS  or  HIV,  and 
because  of  this  presumed  disability, 
refused  to  transfer  him  into  the 
closed  psychiatric  unit. 

The  court  rejected  the  patient’s 
discrimination  claim.  The  plaintiff’s 
history  of  homosexuality  placed  him 
in  a “high-risk”  group;  his  history  of 
sexually  transmitted  diseases  further 
increased  the  probability  that  the  pa- 
tient was  HIV  positive  (26). 

Moreover,  the  hospital  offered  ex- 
pert testimony  that  if  a health-care 
provider  suspects  infectious  disease,  the 
provider  should  implement  “blood  and 
body  fluid”  precautions  until  the  risk 
of  that  disease  has  been  excluded  in  the 
patient.  The  court  found  that  this  sep- 
arate treatment  based  on  the  percep- 
tion that  the  patient  had  a disability 
was  not  discriminatory  because  it  re- 
sulted from  sound  medical  judgment 
following  an  individualized  fact-find- 
ing procedure  (26). 


In  sum,  health-care  providers  must 
treat  patients  who  have  or  are  suspect- 
ed ol  having  AIDS  or  HIV  inlection 
in  the  same  way  they  would  treat  oth- 
er patients  with  inlectious  diseases. 
Before  requiring  a patient  to  obtain  a 
surgical  clearance  or  meet  with  anoth- 
er physician,  physicians  must  deter- 
mine whether  these  actions  are  med- 
ically justifiable.  Keep  in  mind, 
though,  that  this  reasoning  should  be 
carefully  explained  to  patients  and 
clearly  documented  in  their  charts.  If 
patients  believe  that  referral  is  in  their 
best  interest,  then  they  probably  will 
not  file  complaints. 
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Legal  aspects 
of  recruiting 
physicians 

By  Hugh  M.  Barton,  JD 

TMA  assistant  general  eounsel 

URRENTLY  90%  OF  US 
hospitals  recruit  physicians. 
Two  thirds  of  the  medical 
groups  in  the  country  are  re- 
cruiting or  are  planning  to  recruit 
physicians  (1).  In  their  efforts  to  lure 
physicians,  recruiters  often  offer  in- 
centives, or  “practice  enhancements.” 
However,  such  practices  are  becom- 
ing increasingly  suspect.  With  re- 
cruiting pressure  increasing,  physi- 
cians should  be  aware  of  the  legal 
implications  of  recruitment  incen- 
tives offered  to  them. 

Q:  A hospital  offers  a physician  an 
“income  guarantee’’  as  an  incentive 
to  relocate.  What  is  that? 

A:  An  income  guarantee  is  essentially 
a promise  to  make  up  the  difference 
between  what  the  practice  generates 
and  an  agreed-upon  yearly  or  month- 
ly income  target.  Thus,  if  the  target 
is  $100,000  per  year,  and  the  physi- 
cian’s income  for  next  year  is 
$80,000,  the  hospital  “guarantees” 
the  $20,000  shortfall.  The  target 
may  be  based  on  gross  or  net  income. 
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or  on  collections.  Usually  the  income 
guarantee  is  structured  as  a loan  or 
line  of  credit  with  forgiveness  provi- 
sions. Interest  will  typically  accrue  on 
the  portion  that  is  repaid. 

Because  of  increasing  regulatory 
scrutiny,  physicians  can  expect 
changes  in  the  manner  in  which  in- 
come guarantees  are  used  as  incen- 
tives. For  example,  income  guaran- 
tees often  are  limited  to  bringing 
physicians  into  a community  where 
there  is  a documented  need  lor  a par- 
ticular specialty. 

Payback  of  guaranteed  amounts  is 
more  common  than  forgiveness.  Hos- 
pitals may  want  to  audit  hnancial 
records  of  physicians,  and  the 
amounts  of  money  involved  must  be 
reasonable,  given  the  problem  non- 
profit hospitals  may  have  with  tax-ex- 
empt status  if  they  are  too  generous. 

Q:  A hospital  offers  an  interest-free 
loan  as  an  incentive  to  relocate,  with 
the  stipulation  that  the  physician  will 
use  the  hospital  for  patients  that  re- 
quire hospitalization  unless  the  use  of 
another  hospital  is  “necessary  or  de- 
sirable.” The  loan  may  be  forgiven  if 
patients  are  referred  to  the  hospital. 
Does  this  present  a problem? 

A:  Yes.  In  a case  involving  such  a 
loan,  Polk  County,  Texas  v Kenneth  W. 
Peters,  MD,  the  court  found  that  be- 
cause the  loan  was  subject  to  referral 
of  patients  to  the  hospital,  the 
benefits  were,  in  part,  an  inducement 
to  refer  patients  to  the  hospital  (2). 
The  contract  was  held  to  violate  fed- 
eral antikickback  law  and,  being  ille- 
gal, was  void  and  unenforceable  (3). 
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Q:  Doesn’t  it  matter  that  the  hospital 
is  motivated  by  a desire  to  make  bet- 
ter medical  services  available  in  the 
community? 

A:  No.  The  court  may  find  that  the 
contract  violates  the  law  if  the 
benefits  are,  even  in  part,  an  induce- 
ment to  refer  patients  to  the  hospital. 

Q:  A hospital  offers  to  “buy”  a med- 
ical practice  as  an  incentive  to  stay  on 
the  medical  staff.  The  physician  will 
receive  a payment  that  represents 
the  value  of  the  practice.  Afterwards 
the  hospital  will  handle  all  business 
details.  What  are  the  advantages  and 
disadvantages  of  this? 

A:  This  is  becoming  an  increasingly 
popular  arrangement,  as  there  are  per- 
ceived advantages  for  both  parties.  For 
physicians,  selling  the  assets  of  a prac- 
tice may  provide  a regular  income  and 
relief  from  the  pressures  of  running  a 
complicated  business.  For  the  hospi- 
tal, owning  the  assets  of  a medical 
practice  and  administering  the  busi- 
ness side  of  the  practice  may  be  seen 
as  guaranteeing  the  flow  of  patients  to 
the  hospital.  The  hospital  also  may  see 
this  as  a step  toward  providing  inte- 
grated health  services  to  employers 
and  managed  care  organizations  (4). 

The  disadvantages  of  selling  a med- 
ical practice  to  a hospital,  however,  can 
go  beyond  simply  getting  a bad  deal. 
The  Office  of  Inspector  General  (IG) 
has  raised  concerns  about  whether 
practice  sales  are  truly  made  at  fair 
market  value  or  whether  the  sales  are, 
in  reality,  payment  made  for  referral  of 
Medicare  and  Medicaid  patients. 
Specifically  suspect  are  payments  for 
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goodwill,  value  of  the  ongoing  business 
unit,  covenants  not  to  compete,  exclu- 
sive dealing  arrangements,  patient  lists, 
and  patient  records. 

The  IG  states  that  it  would  be  “very 
revealing”  to  examine  the  economic 
status  of  the  selling  physician  to  see  if  it 
improves  after  the  practice  sale.  The  IG 
also  may  compare  referral  patterns  be- 
fore and  after  the  sale  to  see  if  the  sell- 
ing physician  becomes  “increasingly 
loyal”  to  the  hospital.  Questions  like 
these  would  be  asked  in  order  to  deter- 
mine whether  there  is  a violation  of 
federal  antikickback  laws  (5). 

Q:  A hospital  offers  reduced  or  free 
office  rent  to  certain  physicians  in  its 
medical  office  building.  Is  there  a 
problem  with  this? 

A:  Yes.  If  the  reduced  or  free  rent  is 
seen  as  an  offer  of  payment  to  induce 
patient  referrals  to  the  hospital,  then 
the  arrangement  might  violate  illegal 
remuneration  laws. 

A case  from  California  illustrates 
the  problem.  When  Vista  Hospital 
System  purchased  the  assets  of  Coro- 
na Community  Hospital,  it  discov- 
ered that  it  had  inherited  a number  of 
reduced  or  free  office  rent  leases  with 
physicians  in  the  medical  building. 
The  hospital  tried  to  renegotiate  the 
leases  but  was  rebuffed.  Suit  was  filed. 

The  court  found  that  the  leases 
were  invalid  since  they  constituted  an 
intentional  offer  of  remuneration  as 
an  inducement  for  patient  referrals. 
The  intent  to  induce  referrals  was 
unilateral  — meaning  the  intention 
of  the  prior  owner  only  — and  there 
was  no  proof  that  the  physicians  were 


aware  that  they  were  expected  to  re- 
fer patients.  However,  the  court 
found  unilateral  intent  made  the 
leases  invalid  because  a mere  offer 
was  sufficient  to  violate  antikickback 
laws.  The  court  therefore  found  that 
the  hospital  was  entitled  to  evict 
those  physicians  who  did  not  renego- 
tiate their  leases  (6). 

Q:  What  “official  guidance”  has  been 
issued  about  recruitment  incentives? 

A:  In  1992,  the  IG  issued  a Special 
Fraud  Alert  titled  “Hospital  Incen- 
tives to  Physicians,”  identifying  10 
rv’pes  of  relationships  between  physi- 
cians and  hospitals  that  are  consid- 
ered suspect.  These  are: 

• Payment  of  an  incentive  each  time 
a physician  refers  a patient  to  a 
hospital; 

• The  use  of  free  or  significantly  dis- 
counted office  space  or  facilities; 

• Free  or  discounted  billing,  nurs- 
ing, or  other  staff  services; 

• Free  training  for  office  staff  in 
management  techniques,  CPT 
coding,  and  laboratory  techniques; 

• Income  guarantees; 

• Low-interest  or  interest-free  loans; 

• Payment  of  a physician’s  travel 
and  expenses  for  conferences; 

• Payment  for  continuing  education 
courses; 

• Coverage  on  the  hospital’s  group 
health  insurance  plans  at  inappro- 
priately low  cost;  and 

• Payment  for  services  that  require 
few,  if  any,  real  duties  or  that  ex- 
ceeds the  value  of  the  services  ren- 
dered (7). 


Q:  Does  this  mean  these  10  arrange- 
ments are  now  illegal? 

A:  No.  Special  Fraud  Alerts  do  not 
have  the  force  of  law.  However,  they 
represent  a statement  of  the  IG’s  pol- 
icy toward  enforcement  of  the 
Medicare  fraud  laws. 

Q:  Why  are  recruiting  incentives 
suspect? 

A:  According  to  the  IG,  incentives 
often  result  in  reductions  of  profes- 
sional expenses  or  an  increase  in  rev- 
enues, coupled  with  physicians’ 
awareness  that  they  are  expected  to 
refer  the  majority,  if  not  all,  of  their 
patients  to  the  hospital  providing  the 
incentives.  When  that  happens,  the 
incentive  can  interfere  with  physi- 
cians’ judgment  concerning  what  is 
the  most  appropriate  care  for  pa- 
tients. It  can  inflate  costs  to  the 
Medicare  program  by  causing  physi- 
cians to  inappropriately  overuse  the 
services  of  a particular  hospital.  The 
incentives  may  result  in  the  delivery 
of  inappropriate  care  to  Medicare 
beneficiaries  and  Medicaid  recipients 
by  inducing  physicians  to  refer  pa- 
tients to  the  hospital  providing  finan- 
cial incentives  rather  than  to  another 
hospital  (or  nonacute  care  facility) 
offering  the  best  or  most  appropriate 
care  for  particular  patients  (7). 

Q:  How  can  physicians  and  hospitals 
determine  whether  recruiting  pro- 
grams are  risky? 

A:  This  is  a difficult  problem.  Con- 
trary to  reports  that  the  IG  might 
notify  parties  of  possible  contract 
compliance  problems,  the  IG  has 


stated  that  it  will  not  notify  parties 
that  their  arrangements  may  violate 
antikickback  laws  or  give  them  an 
opportunity  to  change  their  agree- 
ments in  advance  of  prosecution.  Ac- 
cording to  one  official,  the  IG  “will 
not  give  anyone  a free  bite  at  the  ap- 
ple,” and  “you  may  well  be  prosecut- 
ed the  first  time  around.”  This  means 
that  parties  to  recruitment  contracts 
should  consult  competent  counsel 
and  review  older  contracts  for  sus- 
pect provisions  (8). 

Q:  Have  there  been  any  criminal  cas- 
es involving  physician  recruitment 
practices? 

A:  Yes.  The  Justice  Department  and 
IG  recently  investigated  a contract  be- 
tween the  Kennestone  Hospital  in 
Marietta,  Ga,  and  George  Kanes, 
MD,  an  internist-pulmonologist,  for 
possible  illegal  remuneration.  The  5- 
year  contract  had  several  incentives, 
including  $1  10,000  for  office  over- 
head and  $100,000  income  for  the 
first  year,  $60,000  for  office  equip- 
ment and  furnishings,  $2,333  each 
month  for  office  space,  $55,000  for 
office  renovation,  and  $10,000  for 
publicity.  The  debts  would  be  forgiven 
at  the  rate  of  25%  during  each  of  the 
last  4 years  of  the  contract  if  Dr  Kanes 
continued  to  ptactice  at  the  hospital. 

The  case  was  settled  without 
criminal  charges.  However,  the  hos- 
pital paid  $75,000  and  agreed  to 
rewrite  all  contracts  to  comply  with 
existing  safe  harbor  provisions  for 
personal  service  and  space  rental  con- 
tracts, whereby  aggregate  payments 
must  be  determined  in  advance,  be 
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consistent  with  fair  market  value, 
and  not  be  based  on  the  volume  or 
value  of  referrals. 

The  fact  that  no  charges  were  filed 
was  seen  as  confirmation  that  such 
contracts  are  common  in  the  health- 
care industry  (9). 

Q:  Isn’t  there  some  type  of  “safe  har- 
bor” for  recruiting  incentives? 

A:  Not  really.  All  recruiting  incentives 
should  be  measured  against  existing 
federal  safe  harbor  regulations.  In  ad- 
dition, no  safe  harbor  deals  specifical- 
ly with  retention  incentives  (10). 
However,  because  rural  hospitals  have 
difficulty  attracting  physicians,  there 
is  a proposed  safe  harbor  for  rural  hos- 
pital recruitment  incentives. 

Q:  What  does  the  proposed  safe  har- 
bor for  rural  hospitals  provide? 

A:  There  are  seven  proposed  standards: 

• The  arrangement  must  be  in 
writing. 

• When  a physician  leaves  an  estab- 
lished practice,  the  new  practice 
must  be  not  less  than  100  miles 
from  the  old  practice  arid  at  least 
85%  of  the  revenue  of  the  new 
practice  must  be  generated  from 
new  patients  not  previously  seen  by 
the  practitioner  at  the  old  practice. 

• Payments  or  benefits  cannot  last 
more  than  3 years  unless  the  new 
practice  is  in  a health  professional 
shortage  area  lor  the  physician’s  spe- 
cialty category  during  the  entire  du- 
ration of  the  payments  or  benefits. 

• Benefits  cannot  be  contingent  on 
an  agreement  to  refer  business  to 


the  hospital. 

• The  physician  cannot  be  restricted 
from  establishing  staff  privileges  at 
another  entity  or  Irom  referring 
business  to  another  entity. 

• The  amount  or  value  ol  benefits 
cannot  vary,  be  adjusted,  or  be 
renegotiated  based  on  the  volume 
of  business  the  physician  generates 
lor  the  hospital. 

• The  physician  must  treat  Medicare 
and  Medicaid  patients  (11). 
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Crusaders  take  stand  on  public  health  issues 


Chances  are  their  faces  won’t 
be  appearing  on  boxes  of 
Wheaties.  But  the  odds  are 
good  that  on  any  given  day, 
they  might  be  testifying  before  Con- 
gress, responding  to  re- 
porters’ inquiries,  or  edu- 
cating their  colleagues  and 
patients  on  issues  near 
and  dear  to  their  hearts. 


Although  it’s  not  out  of  the  ordinary  for 
Texas  physicians  to  go  above  and  beyond  the  call 
ot  medicine,  a select  few  have  become  almost  syn- 
onymous with  burning  public  health  issues. 

When  border  health  is  discussed,  you  don’t  have  to 
venture  far  into  the  brain  trust  to  come  up  with  the  name 
Laurance  Nickey,  MD,  of  El  Paso.  Mention  the  evils  of 
Joe  Camel,  and  Houston  radiologist  Joel  Dunnington, 
MD,  woti’t  be  far  away.  And  victims  of  domestic  violence 
have  found  a friend  in  Diana  Fite,  MD,  of  Houston. 

It’s  hard  to  pinpoint  what  motivates  these  crusaders 
and  others  like  them  to  strain  their  professional  and  per- 
sonal lives  for  the  public  good.  Dr  Nickey,  Dr  Fite,  and 
Dr  Dunnington  agree  that  one  of  their  biggest  challenges 
is  just  making  time  for  the  added  responsibilities  they’ve 
taken  on. 

“I  am  losing  family  time  or  income  when  I turn  my  at- 
tention to  speaking  out  on  domestic  violence,”  said  Dr 
Fite,  an  emergency  medicine  specialist.  “But  I just  feel 
like  in  the  end,  it’s  all  going  to  be  worth  it.” 


Dr  Nickey:  championing  the  border 

The  retired-pediatrician-turned-director  of  the  El  Paso 
City-County  Health  Department  is  not  ashamed  to  say 
he  would  lose  his  big  toe  if  he  dipped  it  in  the  waste-in- 
fested Rio  Grande.  And  he  admits  many  of  the  marvelous 
sunsets  West  Texans  are  so  proud  of  result  from  “a  little 
stuff  [ie,  pollution]  in  the  air.” 


“This  is  an  amazing  place  to  live,”  said  Faurance  Nick- 
ey, MD,  who  chairs  the  Texas  Medical  Association’s 
Council  on  Public  Health.  “It  is  my  home  and  I love  it 
dearly.  We  have  lots  of  good  folks  and  culture,  but  there 
are  also  lots  of  health  and  environmental  problems.” 

Dr  Nickey  knows  firsthand  about  the  problems.  A na- 
tive of  El  Paso,  he  practiced  for  25  years  and  has  “lived  the 
border  experience.” 

For  the  more  than  7 million  people  who  live  along  the 
US-Mexico  border.  Dr  Nickey  says  time  has  to  be  made 
to  address  health  issues  such  as  living  conditions  in  colo- 
nias,  health  hazards  in  the  Rio  Grande,  and  air  pollution 
generated  by  industrial  plants. 

“Most  physicians  are  not  blessed  with  the  time  I have 
available,”  Dr  Nickey  said.  “I  know  what  it’s  like  working 
18-hour  days,  6 or  7 days  a week.  It  can  be  very  difficult 
to  devote  time  to  the  people,  your  patients,  with  whose 
care  you  are  entrusted.” 

With  days  beginning  at  4 am.  Dr  Nickey  finds  his  own 
quiet  time  at  his  home  office,  where  there  are  no  phones 
ringing  or  other  interruptions.  He  heads  off  to  his  down- 
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town  office  at  7:30  am  and  returns 
home  about  6 pm.  Of  course,  if  he’s 
on  a trip  that  takes  him  away  from  El 
Paso,  which  happens  about  every  10 
days,  he  won’t  be  home  that  night.  “I 
have  a very  patient  wife,”  he  said. 

Dr  Nickey  says  a particular  chal- 
lenge to  working  on  the  border  is 
the  delicate  relationship  between 
two  countries. 

“We  have  to  understand  our  coun- 
terpoints in  Mexico  are  at  an  enor- 
mous disadvantage  both  monetarily 
and  scientifically,”  he  said.  “They  are 
hardworking,  dedicated  individuals 
who  try  their  best.  We  can  talk  about 
the  two  cities  and  the  two  states.  But 
for  the  purposes  of  public  health,  it’s 
one  big  community.” 

Dr  Fite:  battling  domestic  violence 

She  had  seen  too  many  victims  of 
domestic  violence  come  through  the 
emergency  department  doors.  After 
15  years  in  emergency  medicine, 
Diana  Fite,  MD,  decided  enough 
was  enough. 

“I  saw  so  many  problems  relating 
to  domestic  violence,”  said  Dr  Fite. 
“Medical  personnel,  including  my- 
self, were  so  often  frustrated  with  the 
problems  that  at  times  we  were  even 
placing  blame  on  the  victims.” 

When  her  frustration  level  hit 
overload.  Dr  Fite  decided  to  turn 
her  attention  to  understanding  and 
battling  one  of  society’s  greatest  ills. 
What  she  found  was  that  little  infor- 
mation regarding  the  issue  of  do- 
mestic violence  was  readily  available 
to  physicians. 

Dr  Fite  took  the  helm  of  the  Harris 


County  Medical  Society’s  newly  creat- 
ed Committee  on  Sexual  Assault  Pre- 
vention and  added  domestic  violence 
to  the  committee’s  responsibilities. 

Domestic  violence  is  not  solely 
physical  beatings.  Dr  Fite  learned. 
The  cycle  also  includes  cases  of  alco- 
hol abuse,  suicide,  drug  addiction, 
and  child  abuse.  “Domestic  violence 
is  such  an  important  health-care  is- 
sue,” she  said.  “Any  headway  we  can 
make  in  decreasing  the  violence  will 
mean  fewer  patients  in  the  emer- 
gency department.” 

It  doesn’t  take  a lot  of  time  for 
physicians  to  address  the  issue  with  pa- 
tients, Dr  Fite  says.  “It’s  the  little 
things  like  buttons,  posters,  and  phone 
numbers  that  will  help  patients  out.” 

Dr  Fite  knows  about  the  value  of 
time,  juggling  full-time  emergency 
room  duties  with  an  outpatient  gy- 
necological practice  and  family  re- 
sponsibilities. Her  eighth  child  is 
due  this  month. 

While  being  on  the  road  to  at- 
tend seminars  or  give  lectures  takes 
her  away  from  her  family,  she  doesn’t 
hesitate  to  bring  her  message  home, 
too.  Dr  Fite’s  five  girls  and  two  boys 
are  never  far  from  catching  one  of 
their  mother’s  at-home  lectures. 
“Our  family  understands  how  im- 
portant this  issue  is,”  she  said.  “I  am 
constantly  lecturing  the  children  on 
dating  and  behavior.” 

Dr  Fite  acknowledges  that  an 
overload  of  information  can  turn 
many  people,  even  physicians,  off  to 
an  issue.  “But  people  who  grow  tired 
of  hearing  about  domestic  violence 
are  usually  thinking  everything  is  OK 


at  our  house,  so  why  worry  about  it,” 
she  said.  “They  don’t  realize  it  can 
strike  suddenly  in  any  family.” 

Dr  Dunnington:  confronting 
the  tobacco  industry 

Don’t  expect  to  hear  a kind  word 
about  Joe  Camel  or  the  Marlboro 
Man  from  Joel  Dunnington,  MD. 
He’s  not  shy  about  his  total  disgust 
for  the  tobacco  industry. 

Although  he  hasn’t  experienced  di- 
rect confrontations  with  tobacco 
companies.  Dr  Dunnington  says  he 
has  received  a death  threat  from  an 
individual  who  wasn’t  enamored  with 
his  outspoken  views  on  the  tobacco 
industry’s  marketing  techniques. 

Dr  Dunnington’s  interest  in  the 
tobacco  industry  began  while  he  was 
in  medical  school  and  residency.  He 
became  involved  in  the  American 
Cancer  Society’s  Great  American 
Smokeout  and  Doctors  Ought  to 
Care,  a physician-driven  national 
antismoking  organization. 

As  he  got  involved  in  the  move- 
ment against  tobacco.  Dr  Dunning- 
ton discovered  that  little  information 
on  the  health  effects  of  smoking  was 
available  for  physicians. 

“I  wanted  information  that  would 
help  physicians  provide  answers  to 
the  serious  questions  about  the  health 
hazards  of  tobacco  use,”  he  said.  “I 
started  to  read  about  the  tobacco  in- 
dustry, and  the  more  I read  the  more 
nauseated  I became.” 

The  M.D.  Anderson  Cancer  Cen- 
ter radiologist  then  began  his  quest  to 
compile  a soon-to-be-published  al- 
manac of  tobacco  facts.  “This  one 
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source  document  will  provide  all  the 
tacts  necessary  tor  physicians  or  other 
antitohacco  activists  to  retute  tobac- 
co industry  scum, ’’  he  said. 

A turning  point  in  Dr  L^unning- 
ton’s  mission  came  while  attending  a 
Stop  Teenage  Addictions  to  Tobacco 
seminar.  “I  met  other  tobacco  nuts 
while  at  the  meeting,  and  it  was  great 
to  find  all  those  folks  who  were  actu- 
ally interested  and  believed  the  tobac- 
co industry  was  out  to  get  everybody.” 

A fiexible  academic  and  research 
schedule  allows  Dr  Dunnington  op- 
portunities to  make  the  time  to  bat- 
tle the  tobacco  industry.  “There  are 
late  evenings  and  early  mornings,”  he 
said.  “And  it’s  hard  to  be  away  from 
my  family  on  weekends.” 

Dr  Dunnington  says  he’s  seen 
some  attitudes  toward  smoking 
change  within  medicine.  “I  think  I 
have  made  a difference.  But  the 
problem  isn’t  really  tobacco.  It’s 
money.  The  profits  are  so  huge  and 
can  buy  so  much  influence.”  ★ 


Starting,  Expanding, 
Acquiring  a Practice? 

Over  55,000  Doctors  Financed  Since  1975 

HPSC,  the  leading  lease/financing  provider  to 

Health  Professionals,  offers  you  all  these  benefits: 

1.  Financing  of  new  practice  equipment,  leasehold  improvements, 
working  capital,  merchandise  contracts  - plus  computers  and 
other  office  equipment. 

2.  Flexibility  - custom  finance  programs.  Open-end  leases 
or  Conditional  Sales  Agreements.  Tax  benefits. 

3.  Financing  of  practice  acquisitions,  up  to  100%  of  purchase 
price  at  competitive  rates  (no  "points",  variables,  or  hidden  fees.) 

4.  Term  options  - 12  to  72  months.  Graduated  Payment  Plan. 

5.  Convenience  - 24-hour  credit  approval. 

6.  All  programs  geared  to  your  cash  flow.  Competitive  rates. 


Innovative  Financing 

for  Healthcare  Professionals 

470  Atlantic  Avenue,  Boston,  MA  02210 
1-800-225-2488  Fax:  1-800-526-0259 


HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Texas'  leading  federal  crim- 
inal defense  attorneys,  Douglas  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNabb  also 
represents  indi\'iduals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail /wire  fraud  crimes,  en\'ironmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 

Mr.  McNabb  has  been  involved  in  numerous  high  profile  cases  that  have  been  the 
subject  of  several  books  and  movies.  Fie  is  licensed  to  practice  before  the  U.S.  Supreme 
Court  and  other  federal  courts  throughout  the  United  States.  Mr.  McNabb  is  a member 
of  the  Houston  and  Federal  Bar  Associations,  State  Bar  of  Texas,  National  Association  of 
Criminal  Defense  Lawyers,  and  the  Texas  Criminal  Defense  Lawyers  Association.  Mr. 
McNabb's  offices  are  located  on  the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of 
downtown  Houston.  Phone  (713)  237-0011. 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 
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...a  promise  to 
defend.., 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


YOCON 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-l6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  In  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
antl-dluretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. '■3  '’  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  f tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 

How  Supplied:  Oral  tablets  of  YOCON’  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NOC  53159-001-10  and  Blister-Paks  of  30's 
NDC  53159-001-30 
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She  didn’t  ask 
to  be  hungry. 

War,  drought  and  famine  engulfed 
her  country,  until  the  support  of 
Americans  like  you  help^  us  save 
her.  But  there  are  still  many  more 
who  desperately  need  your  help. 
Please  care.  ______ 

1-800-521-CARE  |CAR]S 


Medicine’s  View 


Physicians  called  to  action  in  reform  debate 

As  COMPETING  HEALTH-SYSTEM  REFORM  PLANS  were  jockey- 
ing for  position  in  the  congressional  horse  race,  800  Texas  Medical  Asso- 
ciation members  and  guests  convened  at  TMA’s  1 994  Winter  Leadership 
Conference  February  26  in  Austin.  Physicians  in  attendance  were  chal- 
lenged to  get  involved  now  in  the  health-system  reform  debate. 

“Leadership  in  medicine  today  means  taking  action,”  American  Medical 
Association  President  Joseph  T.  Painter,  MD,  Houston,  told  the  conference 
participants.  “It’s  not  good  enough  anymore  to  be  watching  the  news.  It’s  time 
for  physicians  to  start  making  the  news.” 

In  a rousing  keynote  address,  Nancy  Dickey,  MD,  Richmond,  AMA  Board 
of  Trustees  member,  asked  TMA  leaders  to  focus  on  the  common  ground 
shared  by  all  physicians  on  the  reform  issue.  “The  bond  between  doctor  and 
patient  is  as  old  as  medicine  itself,”  she  said.  “It’s  terribly  important  that  we 
not  allow  bureaucrats  to  break  that  bond.” 


Mike  McKinney,  MD,  Austin,  urged  physicians 
to  keep  the  focus  of  health-system  reform  on  how 
it  will  affect  their  patients,  not  their  pocket- 
books.  “I  think  we  have  the  potential  to  play  a 
big  part  in  what  is  enacted  if  we  will  do  our 
part  and  do  it  with  our  hearts  in  the  right 
places,  ” he  said.  Dr  McKinney  is  vice  president 
and  medical  director  of  the  National  Heritage 
Insurance  Company,  which  is  the  Texas 
Medicaid  carrier. 


AMA  President  Joseph  T.  Painter,  MD,  and  Board  of  Trustees  Member 
Nancy  Dickey,  MD,  discuss  the  AMA  health-system  reform  game  plan. 
Dr  Dickey  outlined  four  reform  priorities:  universal  access,  physician  in- 
volvement, bureaucratic  simplification,  and  medical  liability  reform. 


TMA  President  Robert  M.  Tenery,  Jr,  MD,  Dallas,  and  US  Rep  John 
Bryant,  JD  (D-  Tex),  discuss  the  progress  of  reform  legislation  in  Congress. 
Representative  Bryant  commended  President  Clinton  for  managing  to 
“convince  this  country  that  it  ought  to  be  the  goal  of  our  country  that  every 
American  has  a health  insurance  policy.  ” 
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“We  need  to  make  ourselves  available  to  speak 
in  our  communities,  to  speak  directly  to  our  pa- 
tients so  that  they  can  impact  the  congressional 
decision,  "said  Robert  W.  Sloane,  Jr,  MD, 

Fort  Worth,  a member  of  the  TMA  Special 
Committee  on  Health  System  Refortn. 


William  G.  Camel,  MD,  Austin,  who  chairs 
the  TMA  Special  Committee  on  Health  System 
Reform,  moderated  a conference  panel  on  reform. 


Susan  Rudd  Wynn,  MD,  Fort  Worth,  and 
TMA  Speaker  of  the  House  Mark  J.  Kubala, 
MD.  Beaumont,  attend  the  panel  discussion  on 
health-system  reform.  Dr  Wynn,  who  chairs  the 
TMA  Council  on  Communication,  moderated 
a dawn  duster  session  on  the  role  of  public  opin- 
ion in  shaping  reform  policy  and  how  physicians 
can  affect  public  opinion. 


TMA  President-Elect  Betty  P.  Stephenson,  MD, 
Houston,  discusses  rural  health  issues  with 
Raymond  H.  Smith.  MD,  Fredericksburg. 

Dr  Smith  is  the  former  chairman  of  TMA ’s 
Committee  on  Rural  Health. 
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Texas  physicians  take  reform 
concerns  to  Washington 

Texas  physicians  took 
their  concerns  over  health-sys- 
tem reform  directly  to  their  con- 
gressmen in  March  during  the 
American  Medical  Association’s 
“Partnership  in  Action”  event. 

Alfred  Gilchrist,  legislative  affairs 
director  for  the  Texas  Medical  Asso- 
ciation, says  some  15  Texas  physi- 
cians attended  the  meeting  on  March 
8 and  9.  Prior  to  the  start  ol  the 
AMA  event,  TMA  arranged  for  the 
physicians  to  hear  a series  of  briefings 
from  Washington  Post  reporters  and 
key  Texas  congressional  delegation 
staff  members  who  work  with  the 
main  public  health  subcommittees. 

The  Texas  doctors  also  had  dinner 
with  half  a dozen  Texas  congressmen 
before  the  AMA  meeting  got  under 
way.  Tuesday,  March  8,  was  spent  lis- 
tening to  an  impressive  line-up  of 
House  and  Senate  leaders  give  their 
views  on  the  reform  debate.  On 
Wednesday,  the  physicians  fanned 
out  on  Capitol  Hill  for  one-on-one 
visits  with  their  individual  congress- 
men and  senators. 

“We  had  doctors  visit  with  about 
10  different  congressional  offices,”  Mr 
Gilchrist  said.  “Doctors  visited  with 
both  of  our  US  senators  and  about  8 
to  10  different  House  members.” 

Mr  Gilchrist  says  those  visits  were 
extremely  productive.  “We  got  a very 
good  perspective  from  individual 
congressmen  on  the  lay  of  the  land  of 
the  Congress  on  national  health-sys- 


50  Years  Ago  in  Texas  Medicine 

loyM 

The  problems  pertaining  to  the 
socialization  of  medicine 

By  Alvis  E.  Greer,  MD 
Houston,  Tex 

WE  HAVE  WATCHED  THE  growing  tendency  in  the  United  States 
during  the  past  few  years  toward  the  implantation  of  federal  centraliza- 
tion of  authority;  until  now  one  would  be  foolhardy,  indeed,  who  failed 
to  sense  the  closing  tentacles  of  centralized  political  power  upon  the  in- 
alienable free  rights  of  men  generally,  and  physicians  in  particular. 

I believe  in  the  rights  of  men  to  choose  their  religion,  the  persons  they 
want  to  vote  for,  their  homes,  schools,  trades  or  professions,  their  lawyers, 
their  hospitals,  and  their  physicians.  The  state  has  no  right  to  usurp  any  of 
these  individual  prerogatives  from  its  citizens.  The  state  should  be  the  com- 
munity’s servant,  not  its  master.  . . . 

American  medicine  during  the  last  quarter  of  a century  has  improved 
steadily  through  the  years  until  now  we  can  sincerely  claim  the  American 
medical  profession  is  giving  our  people  the  best  scientific,  and  most 
unselfish,  treatment  in  the  world.  It  is  not  immodest  to  say  we  stand  at  the 
forefront  of  medical  science  and  education. 

If  the  practice  of  medicine  were  turned  into  civil  service  to  the  state,  the 
more  intelligent  and  industrious  young  men  of  each  generation  would 
avoid  its  restrictions  for  free  thinking  and  enterprise.  The  very  essence  of 
the  practice  of  medicine  demands  independent  and  virile  enthusiasts,  who 
will  brave  its  hardships  in  their  desire  to  advance  in  their  knowledge  and 
power  to  prevent  and  cure  disease.  The  great  discoveries  of  medical  science 
have  been  achieved  by  men,  unrestricted  in  their  thinking  and  planning, 
and  unmolested  by  bureaucracy. 

Man  is  essentially  individualistic,  and  this  is  especially  true  when  he  is  sick. 
In  my  opinion  the  average  patient  will  insist  upon  individual  care  from  his 
physician,  and  will  rue  the  day  when  his  doctor  becomes  a state  official,  and 
he,  himself,  assumes  the  passive  role  of  a state  charge,  in  whole  or  in  part.  . . . 

( Texas  State  Journal  of  Medicine.  1944;40[1]:24— 26) 


In  the  spirit  of  learning  from  history  lest  we  repeat  it,  Texas  Medicine  presents  this  first  in  a series  of  excerpted  articles  from  our 
past.  The  author  of  the  excerpt  reprinted  above  was  commenting  in  response  to  the  Wagner-Murray-Dingell  hill,  which  had 
been  introduced  in  the  US  Congress  in  June  1943, 
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teni  reform.  And  it  gave  physicians 
who  actnally  deal  on  a daily  basis 
with  managed  care  plans  and  who 
have  had  experiences  that  are  not  in 
the  best  interest  of  patient  care  an 
opportunity  to  share  those  things 
with  congressmen.” 

William  G . G a m e 1 , M D , of 
Austin,  chairman  of  TMA’s  Special 
Committee  on  Health  System  Re- 
form, says  the  congressmen  and  sena- 
tors were  genuinely  interested  in  or- 
ganized medicine’s  view. 

“They’re  all  interested  in  knowing 
how  medicine  feels  and,  thereby,  how 
our  patients  feel,”  he  said.  “I  think 
the  thing  we  need  to  continually  im- 
press upon  them  is  how  this  impacts 
our  patients,  not  just  physicians  and 
their  pocketbooks.” 


Dr  Stephenson  to  be  installed 
asTMA  president  at 
annual  session  in  Austin 


Betty  R Stephenson,  MD, 
Houston,  will  become  TMA 
president  for  1994—1995  dur- 
ing a special  joint  installation 
and  reception  on  Friday,  May  13, 
during  tbe  1994  TMA  Annual  Ses- 
sion in  Austin. 

Dr  Stephenson,  an  anesthesiolo- 
gist, was  chosen  TMA  president-elect 
by  the  House  of  Delegates  last  May. 
She  has  a long  history  of  involve- 
ment in  organized  medicine.  Dr 
Stephenson  served  as  TMA  treasurer 
during  1986-1989  and  as  secretary- 
treasurer  since  1989.  She  also  is  a 


Betty  P.  Stephenson,  MD 


member  of  the  TMA  Board  of 
Trustees  and  an  alternate  delegate  to 
the  American  Medical  Association. 

Dr  Stephenson  has  served  as  pres- 
ident of  the  Harris  County  Medical 
Society,  the  Texas  Society  of  Anesthe- 
siologists, the  Gulf  Coast  Society  of 
Anesthesiologists,  and  the  American 
Society  of  Anesthesiologists. 

The  joint  installation,  which  also 
will  honor  Beverlee  Herd,  Fort 
Worth,  as  incoming  president  of  the  j 
TMA  Alliance,  will  be  held  5:15  to 
7 pm  at  the  Austin  Convention 
Center.  All  association  and  alliance 
members  and  their  spouses  are  invit- 
ed to  attend. 


This  program  is  brought 
to  you  by  . . . 

Many  op  Texas  Medical 
Association’s  efforts  to  offer 
educational  programs  and  spe- 
cial events  at  annual  session 
are  made  possible  through  financial 
grants  from  corporate  sponsors. 

For  the  1994  annual  session,  six 
companies  provided  educational 
grants  at  the  Platinum  Sponsor  level: 

• Adams  Laboratories,  Inc,  Fort 
Worth; 

• Allen  & Hanburys,  Division  of 
Glaxo,  Inc,  Research  Triangle 
Park,  NC; 

• Pfizer  Labs,  New  York,  NY; 

• Texas  Medical  Association  Insur- 
ance Trust,  Austin; 

• Texas  Medical  Liability  Trust, 
Austin;  and 

• Wyeth-Ayerst  Laboratories, 
Philadelphia,  Pa. 

Gold  Sponsors  are  Glaxo,  Inc,  Re- 
search Triangle  Park,  NC,  and  The 
Upjohn  Company,  Kalamazoo, 
Mich.  Silver  Sponsors  are  American 
Cancer  Society,  Texas  Division,  Inc, 
Austin;  Blue  Cross  and  Blue  Shield 
of  Texas,  Inc,  Richardson;  Genen- 
tech,  Inc,  South  San  Francisco,  Calif; 
and  The  Medical  Protective  Compa- 
ny, Fort  Wayne,  Ind. 

The  following  companies  and  or- 
ganizations provided  grants  to  par- 
tially underwrite  educational  pro- 
grams: The  American  Heart 
Association,  Texas  Affiliate,  Inc, 
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Austin;  Charles  A.  Durham  Memori- 
al Lecture  Fund,  Houston;  Mission 
Pharmacal  Company,  San  Antonio; 
and  Texas  Department  ol  Mental 
Health  and  Mental  Retardation, 
Austin. 


Medical  science  museum 
breaks  ground 

IEADERS  IN  MEDICINE, 
education,  and  business  gathered 
in  Houston  March  17  to  break 
ground  for  The  Museum  of  Med- 
ical Science.  The  freestanding  health 
education  facility,  expected  to  ac- 
commodate up  to  500,000  visitors  a 
year,  is  scheduled  for  completion  in 

fall  1995. 

A highlight  of  the  museum  will  be 
the  Amazing  Body  Pavilion,  offering 


visitors  a view  of  the  human  body 
from  the  inside  out.  In  the  Boneshow 
Area,  for  example,  a 22-ft-long  spinal 
column  will  be  suspended  from  the 
ceiling.  Numerous  interactive,  hands- 
on  exhibits  and  multimedia  programs 
will  appeal  to  visitors  of  all  ages. 

The  museum  has  been  in  the 
works  for  more  than  30  years.  The 
Harris  County  Medical  Society  began 
planning  back  in  1962  with  a grant 
from  Houston  Endowment  Inc  and 
funds  raised  through  individual  con- 
tributions to  the  polio  immunization 
program.  In  1969,  The  Museum  of 
Medical  Science  opened  its  doors  as 
an  exhibit  in  the  Houston  Museum 
of  Natural  Science. 

The  freestanding  facility  will  be 
housed  in  the  John  P.  McGovern 
Building  in  Houston’s  thriving  mu- 
seum district  on  Hermann  Drive  at 
La  Branch. 


Program  helps  spouses  of 
young  physicians 

There  is  probably  no  more 
stressful  time  in  a medical  mar- 
riage than  the  early  years,  when 
work  hours  are  long,  money 
short,  togetherness  rare,  and  career 
success  seems  a long  way  off.  Things 
are  further  complicated  in  the  ’90s, 
with  a large  percentage  of  new  physi- 
cians female  and  almost  all  medical 
spouses  with  careers  of  their  own. 

The  Texas  Medical  Association  Al- 
liance, a 10,000-member  organiza- 
tion of  physicians’  spouses,  sponsors 
an  orientation  program  for  young 
couples  titled  “Commitment  Calls 
for  Creative  Compromises  (or  Sur- 
vival Strategies  for  Medical  Mar- 
riages).’’ Expert  panelists  discuss  the 
psychology  of  the  physician,  charac- 
teristics of  their  spouses,  and  sources 
of  conflict  in  medical  marriages. 

In  keeping  with  the  times,  the 
program  is  offered  in  the  evenings 
and  on  Saturdays,  and  both  husbands 
and  wives  are  invited  to  attend.  Semi- 

Major  donors  to  The  Museum  of  Medical  Sci- 
ence were  recognized  at  the  groundbreaking  cer- 
emony March  17.  Henry  Taub,  left,  represented 
The  DeBakey  Medical  Foundation,  which  do- 
nated funding  for  the  museum ’s  Michael  E.  De- 
Bakey Science  Laboratory  and  Learning  Center. 
John  P.  McGovern,  MD,  right,  represented  The 
McGovern  Foundation,  which  provided  fund- 
ingfor  the  building  in  which  the  museum  will 
be  housed.  Other  major  donors  are  Shell  Oil 
Company  Foundation  and  Houston  Endow- 
ment Inc.  To  date,  $6. 7 million  of  the  muse- 
um ’s  $9.5  million  capital  campaign  goal  has 
been  raised. 
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Medicine’s  View 


Medical  Malpractice 


liars  are  held  at  various  locations 
across  the  state. 

Theresa  Dickson,  the  alliance’s 
Resident  Physicians/Student  Spouse 
chairman,  says  one  of  the  most  valu- 
able benefits  of  the  program  is  that  it 
encourages  communication  between 
physicians  and  their  spouses.  “They 
then  discover  their  own  methods  to 
strengthen  their  marriages  and  com- 
mitments,” she  said. 

For  information  about  a program 
in  your  area,  call  Loretto  Koepsel  at 
(512)  370-1329  or  (800)  880-1300, 
ext  1329. 


Volunteers  needed  for 
Honduras  trips 

The  Medical,  Eye  & Dental 
International  Care  Organization, 
Inc  (MEDICO),  is  recruiting 
physicians  for  field  teams  to  pro- 
vide medical  services  in  Honduras. 
Two  trips  are  scheduled  for  the  re- 
mainder of  1994,  July  16-23  and 
September  17-24. 

Twenty-seven  MEDICO  teams 
have  served  in  Honduras  during  the 
past  3 years.  Teams  depart  from 
Houston,  and  a fee  of  $750  covers 
expenses  for  the  week.  Average  team 
size  is  1 5. 

For  more  information,  call  Norm 
or  Lynda  Peters  at  (512)  863-8666  or 
(512)  863-8217,  or  write  MEDICO, 
Inc,  Nationsbank  Building,  Suite 
102,  624  S Austin  Ave,  Georgetown, 
TX  78626.  ★ 


“Whatever  Your  Needs  Demand” 


Part  Time 

Individual 

Group 

Corporate 

Slot 

Per  Patient 

D&O 

Locum 

Excess 

Declined 

Clinic 

Hospital 

M.S.O. 

Discounts 

H.B. 18 

L.L.P. 

H.P.A. 

ERA. 

“We  Can  Provide” 


Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Ideal th  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634'9513 


TEXAS 

..  .fora  career  that 
will  fit  you  to  a “T” 


The  Lone  Star  State  of  Texas  along 
with  JSA  Healthcare  Corporation 
offer  outstanding  opportunities  for 
physicians  looking  tor  a medical 
career  designed  to  fit  their  personal 
and  professional  requirements.  JSA 
is  an  organization  known  nation- 
wide for  finest  quality  care. 

JSA  contracts  to  provide  ambula- 
tory and  primary  care  services  to 
healthcare  facilities  throughout  the 
(J.S.  Our  firm  is  one  of  the  fastest 
growing  private  companies  in  the 
nation  and  is  proud  to  be  the  re- 
cipient of  JCAHO’s  highest  ac- 
creditation— accredited  with  com- 
mendation. 


Primary  Care  Clinic 

• No  Nights,  No  Call 

• No  Hospital  Responsibility 

• Excellent  Compensation 
Package 

• Individualized  Benefit  Plan 

• Paid  Malpractice  Insurance 

• PaidCME 

For  more  information  contact: 
Susan  Bray,  Professional  Recruit- 
ment, 10227  Wincopin  Circle, 
Suite  400,  Columbia,  MD  21044. 

1-800-966-2811 


HEALTHCARE 

CORPORATION 


Equal  Opportunity  Employer 
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The  Hospital  Medical  Staff  Section 
23rd  Assembly  Meeting 
June  9-13, 1994 
Chicago  Marriott  Hotel 
Chicago,  Illinois 


Interactive 

Dialogue 

with 

AMA  Board 
of  Trustees 


Physician 

Involvement 

in 

Heaith 

System 

Reform 


HMSS  representatives  \vill  not  want  to  miss  this  year’s  AMA-HMSS  Annual  Assembly  Meeting  held 
on  June  9-13  in  Chicago.  Aside  from  the  usual  policy-related  activities,  representatives  will  have 
an  opportunity  to  dialogue  with  the  AMA  Board  of  Trustees,  hear  the  latest  news  and  information 
from  Washington,  and  learn  the  importance  of  and  methods  for  physician  involvement  in  health 
system  reform. 

The  Friday  education  program  hosts  an  impressive  panel  of  speakers.  From  their  remarks, 
representatives  will  learn:  the  impact  of  proposed  legislation  on  the  future  practice  of  medicine; 
the  kinds  of  managed  care  entities  most  likely  to  thrive;  the  ways  to  cope  with  health  care  delivery 
changes  at  the  local  level;  the  support  needed  to  pass  legislation  on  physician  involvement  in 
health  system  reform;  the  steps  for  developing  a physician-directed  health  delivery  network  or 
plan;  and  the  best  methods  for  managing  patient  care  and  physician  compensation  in  physician 
health  plans. 

With  health  system  reform  legislation  pending  before  Congress,  state  health  system  reform 
initiatives,  and  the  rapid  development  of  integrated  delivery  systems,  it  is  vitally  important  that 
medical  staffs  mobilize  to  stand  up  and  speak  out  for  patients  and  the  profession.  The  June 
Assembly  meeting  is  no  exception.  Now  perhaps  more  than  ever  before,  HMSS  representatives 
need  to  be  involved  in  shaping  the  nation's  future  health  care  system. 

HMSS  past  actions  have  made  a difference.  The  AMA  has  incorporated  many  issues  advocated  by 
HMSS  in  its  new  health  system  reform  proposal  for  action  and  model  legislation.  Basically,  the 
draft  bill: 

• requires  that  health  plans  establish  a medical  staff  structure  with  defined  rights  with  regard 
to  the  plan’s  medical  policy,  utilization,  quality  and  credentialing  and  management  issues; 

• expressly  permits  physicians  to  jointly  present  their  views  on  any  plan  issue  (without  boycott 
or  strikes)  to  plan  management  for  discussion  and  negotiation; 

• directly  aids  physicians  in  the  creation  of  their  own  plans  or  networks  to  compete  with  large 
insurance  companies; 

• requires  negotiation  of  new  regulations  with  the  profession  before  their  announcement ; and 

• expands  the  role  and  protection  for  the  profession’s  accreditation,  standard  setting  and  medical 
society  disciplinary  functions. 

Success  will  depend  on  unified  physician  support  and  action.  Mark  your  calendar 
and  plan  to  attend! 

For  more  information  piease  caii 
312  464-4754  or  464-4761 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


you  need 


Imagine . . . 

Earning  continuing  medical 
education  credit  for  relicen- 
sure without  the  expense 
of  tra\'el  and  time  away 
from  your  practice.  Check 
out  programs  available 
from  the  TMA  Library's 
CME  Resource  Center. 


Earn  Category  1 
CME  credit  with: 

• Videos,  including  The 
Network  for  Continuing 
Medical  Education  series 

• Audio  Digest  subscription 
discounts 

• Scientific  American 
DISCOTEST  and 
RxDx  software  for  loan 

• Specialty  board  review 
programs 

TMA  Library. 

The  smart  choice 
for  CME  credit. 

For  more  information, 
call  (800)  880-1300 
or  (512)  370-1552. 
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TexasMedical 

Association 


The  Call  Tal< 
Few  Minutes 


js  A 
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Lifetime. 


Find  out  how  you  can  give  something  back  to  your 
country  and  enjoy  the  excitement  of  a change  of  pace 
while  working  with  some  of  the  world's  best  medical 
professionals  as  an  Air  Force  Reserve  physician. 

The  11th  Contingency  Hospital  located  in  San  Antonio, 
Texas,  seeks  professionals  in  the  following  specialties: 
Family  Practice,  Orthopedic  Surgery,  Radiology, 
Ophthalmology,  Internal  Medicine,  Anesthesiology, 
Pathology,  Psychiatry,  General  Surgery,  OB/GYN, 
Urology. 

The  rewards  for  caring  for  the  strength  and  pride  of 
America  are  countless.  For  more  information  call: 
1-800-257-1212 

AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25.403  0028 


National  Stuttering  Awareness  Week 


MAY  9-15 

Chicago  Bulls’  legendary 
star  Bob  Love  joins 
forces  with  U.S.  Open 
champion  Ken  Venturi 
to  educate  the  public  about 
stuttering  and  its  prevention. 


For  more  intormacion,  write  or  call: 


Stuttering 

FOUNDATION 

OF  America 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 

P.O.  Box  11749 
Memphis,  TN  381 1 1-0749 

0800-992-9392 


We  offer  the  best  medical  insurance  of  all. 

Excellent  care. 


Medically  effective,  cost- 
effective:  Oil)'  Circle  of 
Healing  model  delivers  the 
righ  t patient  care  at  the 
right  time. 


OUTPATIENT 

REHABILITATIO 


INPATIENT 
REHABILITATION 


ACUTE  CARE 


SUBACUTE  CARE 


At  the  new  St.  Michael  Rehabilitation  Hospital,  we 
believe  nothing  insures  excellent  results  like  excellent 
care.  And  from  the  quality  of  our  clinical  teams  to  our 
uni(jue  six-day-a-week  rehabilitation  regimens,  excellence  is  the  one  and  only  medical 
standard  we  aspire  to. 

Oui*  facility  is  a key  link  in  an  advanced  therapeutic  model  we  call  the  St.  Michael 
Circle  of'  Healing,  which  promotes  medically  effective,  cost-effective  care  by  delivering 
the  right  patient  service  at  the  right  time.  As  such,  we’re  not  just  a new  hospital.  But 
a whole  new  approach  to  rehabilitation  medicine. 

So  to  insure  that  your  rehabilitation  patients  are  getting  the  best,  remember 
the  new  St.  Michael  Rehabilitation  Hospital.  F or  an  infonnational  brochure,  call 


the  hospital  administrator  at  (903)  614-4286  or  1-800-293-1333. 


St.  Michael 

Rehabilitation 

Hospital 


2400  St.  Michael  Drive  / Texarkana,  TX  755( 
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Until  recently,  the  abuse  of  intravenous 
drugs  was  perceived  as  a problem  of  the 
United  States,  and  the  acquired  im- 
munodeficiency syndrome  (AIDS)  epi- 
demic was  seen  mainly  as  a sexually 
transmitted  disease  that  tended  to  affect 
homosexuals  from  industrialized  na- 
tions. However,  these  perceptions  are  no 
longer  valid.  At  present,  the  abuse  of  in- 
travenous drugs  constitutes  the  second 
most  common  cause  of  AIDS  in  the 
United  States  and  in  Europe.  This 
trend  has  led  to  a review  of  the  current 
strategies  in  the  fight  against  infection 
with  the  human  immunodeficiency 
virus  (HIV).  We  analyzed  the  current 
epidemiologic  trends  regarding  infection 
with  HIV;  we  examined  the  behavioral 
manifestations  of  intravenous  drug  users, 
particularly  from  a sexual  point  of  view; 
and  finally,  we  reviewed  the  most  rele- 
vant governmental  public  policy  posi- 
tions related  to  drug  abuse,  specially 
that  focusing  on  ‘damage  control.  ” 


Dr  Ruiz,  professor  and  vice  chair  for  clinical 
affairs,  Department  of  Psychiatry  and 
Behavioral  Sciences,  The  University  of 
Texas-Houston  Health  Science  Center;  Dr 
Fernandez,  associate  professor  of  psychiatry, 
Baylor  College  of  Medicine,  Houston.  Send 
reprint  requests  to  Dr  Ruiz,  Mental  Sciences 
Institute,  Department  of  Psychiatry  and 
Behavioral  Sciences,  The  University  of 
Texas-Houston  Health  Science  Center,  1300 
Moursund,  Houston,  TX  77030. 


Human  immunodeficiency  virus  and  the  substance 
abuser:  public  policy  considerations 


Pedro  Ruiz,  MD 
Francisco  Fernandez,  MD 


During  the  last  two 
decades,  public  opinion  re- 
lated to  drug  abuse  has 
changed  considerably  in  the  Western 
Fiemisphere.  While  an  attitude  of 
tolerance  toward  substance  abuse 
prevailed  during  the  1970s  in  the 
United  States,  the  prevailing  attitude 
during  the  1980s  was  one  of  intoler- 
ance (1).  At  present,  many  public 
demands  call  for  the  implementa- 
tion of  punitive  measures  against  ad- 
dicts. To  a great  extent,  this  negative 
attitude  toward  addiction  resulted 
from  the  human  immunodeficiency 
virus  (FilV)  epidemic  observed 
among  substance  abusers.  Until  re- 
cently, the  abuse  of  intravenous 
drugs  was  often  considered  to  be  a 
problem  of  the  United  States,  and 
the  acquired  immunodeficiency  syn- 
drome (AIDS)  epidemic  was  per- 
ceived as  a sexually  transmitted 
disease  that  affected  mostly  homo- 
sexuals from  industrialized  countries 
(2).  Idowever,  these  perceptions  are 
no  longer  valid.  Today,  the  abuse  of 
intravenous  drugs  constitutes  the 
second  most  common  cause  of 
AIDS  in  the  United  States  and  in 
Europe  (2).  In  this  article,  we  review 
the  most  relevant  epidemiologic 
data  related  to  infection  with  FilV, 
AIDS,  and  the  intravenous  use  of 
drugs  as  well  as  the  current  trends  in 
this  area;  we  focus  on  the  behavioral 
manifestations  among  intravenous 
drug  users,  particularly  from  a sexu- 
al point  of  view;  and  we  examine  the 
major  public  policy  issues  related  to 
governmental  initiatives  in  the  fight 
against  the  AIDS  epidemic  among 
intravenous  drug  users. 


EPIDEMIOLOGY  AND 
CURRENT  TRENDS 

Among  the  total  number  of  249,199 
adult  AIDS  cases  reported  in  the 
United  States  through  December 
1992,  57,412  (23%)  were  caused  by 
the  addict’s  own  use  of  intravenous 
drugs  or  by  transmission  from  ad- 
dicts to  other  persons  (3).  The  trans- 
mission of  FilV  results  not  only  from 
the  intravenous  use  of  drugs  but 
from  sexual  contacts  with  substance 
abusers  who  are  contaminated  with 
FilV.  The  number  of  cases  of  AIDS 
related  to  addiction  is  increasing 
rapidly  in  other  western  countries 
such  as  Mexico,  Argentina,  and 
Brazil  (4).  The  trend  of  positive  sero- 
prevalence  to  infection  with  HIV 
among  intravenous  drug  abusers  en- 
tering drug  abuse  programs  in  Man- 
hattan has  been  as  follows  (5):  9%  in 
1978;  38%  in  1979;  50%  in  1983; 
and  55%  to  60%  in  1987. 

In  the  United  States,  heterosexual 
addicts  constituted  22%  of  all  cases 
of  AIDS  as  of  September  1990;  ho- 
mosexuals or  bisexual  addicts  consti- 
tuted 7%  (6).  Moreover,  of  all  AIDS 
cases  related  to  heterosexual  contacts, 
51%  were  associated  with  substance 
abuse  (6).  In  regard  to  gender,  20% 
of  the  male  AIDS  cases  and  50%  of 
female  AIDS  cases  in  the  United 
States  are  associated  with  addiction 
(6).  Prostitutes  and  pregnant  addicts 
are  two  groups  at  high  risk  of  becom- 
ing infected.  For  instance,  51%  of 
the  mothers  of  children  with  perina- 
tal AIDS  are  addicts.  Another  20% 
of  mothers  with  children  suffering 
from  perinatal  AIDS  reported  that 
although  they  were  not  addicts,  they 
had  sexual  contacts  with  addicts  al- 
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ready  contaminated  with  HIV  (7). 

A point  ol  interest  concerning 
HIV-inlected  addicts  is  that  fewer 
cases  of  Kaposi’s  sarcoma  have  been 
seen  among  addicts  than  among 
nonaddicts  (8).  The  reasons  for  this 
difference  in  incidence  are  not  yet 
known.  We  do  know  that  addicts 
who  have  AIDS  have  a shorter  life 
span  than  do  AIDS  patients  who  are 
not  addicted  (9),  mainly  because  of 
infections  related  to  the  addiction. 
Without  doubt,  the  interchange  of 
syringes  and  other  drug-related 
equipment  becomes  a high-risk  activ- 
ity among  drug  addicts. 

In  San  Francisco,  35%  of  intra- 
venous drug  abusers  who  used  co- 
caine and  19%  of  intravenous  drug 
abusers  who  used  heroin  were  found 
to  be  positive  for  infection  with 
AIDS  (10).  In  Stockholm,  50%  or 
more  of  infection  with  HIV  was 
found  among  imprisoned  intra- 
venous drug  users  who  used  heroin 
versus  only  5%  among  those  who 
used  amphetamines  (11).  The  sero- 
prevalence  of  HIV  among  intra- 
venous drug  users  at  an  international 
level  shows  a moderate  level  (eg,  be- 
tween 11%  and  40%)  in  Buenos 
Aires,  Rio  de  Janeiro,  and  San  Paulo 
and  a high  level  (eg,  above  40%)  in 
Puerto  Rico,  New  York,  Paris, 
Madrid,  and  Rome  (2). 

BEHAVIORAL  MANIFESTATIONS 
OF  INTRAVENOUS  DRUG  USERS 

Much  attention  has  been  given  re- 
cently to  the  behavioral  manifesta- 
tions of  substance  abusers.  The  gen- 
eral perception  that  addicts  do  not 
give  high  priority  to  their  health  sta- 
tus is  being  questioned.  One  group 


of  authors  reported  that  addicts  try 
to  change  their  behavior  so  as  to  de- 
crease their  risks  for  contamination 
with  HIV  (2).  Despite  this  finding, 
however,  the  incidence  of  infection 
with  HIV  among  addicts  has  not,  as 
yet,  been  controlled.  As  a result,  the 
intravenous  use  of  drugs  over  the 
years  carries  a high  risk  for  contami- 
nation with  HIV,  even  among  ad- 
dicts who  attempt  to  decrease  their 
chances  of  becoming  infected. 

Also  important  with  respect  to  the 
sexual  behavior  of  intravenous  drug 
users  is  the  fact  that  in  the  United 
States  as  many  as  80%  of  intravenous 
drug  users  are  not  in  treatment  (12). 
Therefore,  the  data  used  most  com- 
monly to  evaluate  this  problem, 
which  are  those  associated  with  ad- 
dicts in  treatment,  may  not  be  the 
most  representative  of  intravenous 
drug  users.  Potential  differences  exist 
in  sexual  practices  between  the  ad- 
dicts who  are  in  treatment  and  those 
who  are  not.  For  example,  intra- 
venous drug  users  who  are  not  in 
treatment  have  been  reported  to  en- 
gage themselves  in  more  high-risk, 
sexual  behavior  than  those  who  are  in 
treatment  (12).  Moreover,  intra- 
venous drug  users  who  are  not  in 
treatment  are  more  likely  to  exchange 
sex  for  drugs  and/or  money  and  re- 
port having  had  significantly  more 
sexual  partners  than  those  who  are  in 
treatment  (12). 

No  differences  have  been  seen  yet 
between  intravenous  drug  users  in 
treatment  and  intravenous  drug  users 
not  in  treatment  regarding  their  his- 
tories of  condom  use  or  of  sexually 
transmitted  diseases,  such  as  gonor- 
rhea, syphilis,  genital  herpes,  chlamy- 
dia, and  nongonococcal  urethritis 


(12).  Note  that  race  and  gender  play 
no  significant  role  in  these  aspects  of 
infection  with  HIV.  That  is,  no  racial 
or  gender  differences  were  found  be- 
tween the  intravenous  drug  users 
who  were  in  treatment  and  those 
who  were  not  in  treatment  (12). 
Among  addicts  who  are  in  treatment, 
the  length  of  their  treatment  has  not 
affected  their  number  of  sexual  part- 
ners, their  exchange  of  sex  for  money 
or  drugs,  or  their  use  of  condoms 
(12).  This  finding  was  determined  by 
studying  methadone  program  pa- 
tients at  6 months,  at  6 through  12 
months,  at  1 through  3 years,  and  at 
more  than  3 years  of  treatment  (12). 

Further  investigation  must  be 
conducted  with  intravenous  drug 
users  who  are  not  in  treatment  lor 
their  addiction  because  this  group 
constitutes  the  majority  of  the  ap- 
proximately 1,280,000  intravenous 
drug  users  in  our  country  (6).  The 
incidence  of  infection  with  HIV  is 
observed  less  frequently  among  ad- 
dicts who  entered  methadone  treat- 
ment programs  before  the  AIDS  epi- 
demic began  (2).  Undoubtedly,  the 
education  offered  to  addicts  in 
methadone  treatment  programs  ap- 
pears to  have  a positive  impact  in  the 
fight  against  AIDS.  Given  the  fact 
that  drug  treatment  is  generally  asso- 
ciated with  less  drug  use  and,  there- 
fore, with  less  needle  use  and  less 
equipment  sharing,  such  treatment 
should  be  promoted  and  given  high 
priority  in  the  design  and  implemen- 
tation of  preventive  measures  against 
drug  addiction  and  infection  with 
HIV.  While  we  have  no  single  mech- 
anism to  reduce  the  risk  of  AIDS 
among  intravenous  drug  users,  a 
three-pronged  preventive  strategy 
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against  HIV  infection  among  addicts 
has  been  suggested  (13): 

1.  Addicts  must  be  educated  and 
convinced  about  the  risks  for  con- 
tamination with  HIV.  Related  re- 
sistances must  be  addressed  and 
dealt  with. 

2.  All  appropriate  means  for  behav- 
ioral change  must  be  available. 
These  include  drug  abuse  treat- 
ment for  those  wanting  to  achieve 
abstinence  and  sterile  injection 
equipment  or  a way  of  disinfect- 
ing used  equipment  for  those  per- 
sons continuing  to  use  intra- 
venous drugs. 

3.  Reinforcement  of  the  new  positive 
behavior. 

PUBLIC  POLICY  PERSPECTIVES 

The  United  States  is  experiencing  a 
great  deal  of  confusion  at  governmen- 
tal levels  regarding  the  problem  of 
AIDS  among  intravenous  drug  users. 
Some  legislators  tend  to  ignore  the 
problem,  others  recognize  it  but  do 
very  little  to  resolve  it,  and  only  a few 
attempt  to  do  something  constructive. 
Viewed  from  an  ideological  stand- 
point, doing  something  positive 
against  HIV  infection  among  addicts 
may  carry  a connotation  ol  a tacit  ac- 
ceptance of  the  addiction;  however,  the 
current  governmental  position  in  the 
United  States  favors  the  expansion  of 
services  to  addicts  and,  above  all, 
methadone  maintenance  programs  (2). 

From  an  international  viewpoint, 
these  ideological  differences  are  not 
necessarily  related  to  political  ideolo- 
gies. The  conservative  party  in  Eng- 
land favors  the  distribution  of  clean 
syringes  to  addicts.  The  official  policy 
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of  the  Social-Democrats  in  Sweden 
not  only  discourages  the  distribution 
of  clean  syringes  to  addicts  but  oppos- 
es the  development  of  methadone 
maintenance  programs  (2).  The 
Swedish  government  thinks  that  ab- 
stention from  drugs  is  the  best  way  of 
combating  the  AIDS  epidemics 
among  addicts.  However,  all  investi- 
gational studies  conducted  so  far  have 
demonstrated  that  methadone  main- 
tenance programs  as  well  as  programs 
that  distribute  clean  syringes  to  ad- 
dicts help  to  diminish  the  risks  associ- 
ated with  HIV  infection  and  do  not, 
in  and  of  themselves,  carry  an  in- 
creased risk  for  drug  addiction  (2). 
Therefore,  from  a public  policy  stand- 
point, both  of  these  types  of  programs 
should  be  promoted. 

One  of  the  major  challenges  con- 
fronted by  public  policy  makers  re- 
lates to  the  sexual  behavior  of  ad- 
dicts. Although  many  addicts  have 
somewhat  changed  their  attitudes  to- 
ward the  use  of  syringes  and  equip- 
ment in  their  addiction,  they  have 
generally  not  changed  their  sexual 
behavior.  From  our  experience,  we 
know  that  addicts  find  it  very 
difficult  to  use  condoms  with  their 
long-term  sexual  partners  or  to  tell 
their  partners  about  their  addictions 
because  of  the  stigma  that  the  addic- 
tion carries  in  the  public  domain. 
Currently,  legislators  and  public 
officials  are  tending  to  promote  a 
policy  directed  toward  “damage  con- 
trol” because  as  yet  a definitive  cure 
for  the  addiction  problem  does  not 
exist  (2).  The  methadone  mainte- 
nance and  clean  syringe  programs  are 
the  best  examples  of  this  public  poli- 
cy. Furthermore,  in  areas  where  these 
programs  are  not  available,  public 
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policy  should  promote  the  distribu- 
tion of  disinfectants  for  the  purpose 
of  sterilizing  the  addicts’  equipment. 
In  a best-case  scenario,  this  policy  of 
“damage  control”  could  expand  to 
become  the  official  governmental 
policy  of  all  the  countries  in  the 
Western  Hemisphere. 

We  must  place  greater  emphasis  on 
and  pay  attention  to  our  research  and 
investigational  efforts  regarding 
AIDS-related  behavioral  issues.  This 
includes  positive  behavioral  changes 
among  addicts,  appropriate  substitu- 
tion of  the  social  context  in  which  the 
addiction  takes  place,  and  other  relat- 
ed factors  that  tend  to  reinforce 
positive  behavioral  changes  among 
addicts.  Ideally,  these  research  efforts 
would  take  place  at  an  international 
level  and  with  international  collabora- 
tion. Such  an  approach  would  permit 
elimination  of  the  current  interna- 
tional barriers  to  the  implementation 
of  public  health  programs  in  general 
and  of  AIDS-oriented  programs 
in  particular. 

CONCLUSION 

The  character  of  the  AIDS  epidemic 
has  changed  during  the  last  several 
years  due  to  the  effect  of  intravenous 
drug  use  upon  the  mode  of  transmis- 
sion of  HIV  infection.  This  change 
related  to  both  AIDS  and  addiction 
has  influenced  greatly  the  public 
opinion  of  this  country.  Epidemio- 
logic data  demonstrate  the  magni- 
tude of  the  problem  not  only  in  the 
United  States  but  internationally 
and,  above  all,  in  ethnic  minority 
populations.  The  behavioral  manifes- 
tations of  intravenous  drug  users 
constitute  the  core  of  the  problem  af- 


fecting  current  trends  in  infection 
with  AIDS.  This  is  true  not  only  in 
the  adciicts’  population  but  among 
their  sexual  companions.  Various 
practices  observed  among  addicts, 
such  as  sharing  needles  and  syringes, 
practicing  unsafe  sex,  and  behaving 
in  accordance  with  their  own  addic- 
tive norms  constitute  areas  of  high 
risk  for  infection  with  HIV. 

Many  concerns  of  public  policy 
remain  to  be  addressed.  The  serious 
gaps  in  today’s  public  policies  result 
from  the  official  position  taken  by 
the  government  in  the  past  regarding 
the  addiction  problem  in  most  of  the 
countries  of  the  Western  Hemi- 
sphere. The  lack  of  resolve  to  insti- 
tute programs  distributing  clean  nee- 
dles and  syringes  among  intravenous 
drug  users  and  the  ambivalence  to- 
ward expanding  methadone  mainte- 
nance programs  are  two  of  the  best 
examples.  We  hope  the  policy  of 
“damage  control”  will  gain  more  mo- 
mentum in  the  near  future  and,  as 
such,  will  become  the  official  govern- 
mental policy  for  preventing  infec- 
tion with  HIV  among  intravenous 
drug  users. 

More  attention  must  be  given  in 
the  future  to  research  and  to  educa- 
tional efforts  related  to  the  addictive 
practices  and  behavioral  manifesta- 
tions of  intravenous  drug  users.  The 
development  of  new  knowledge  and 
its  application  via  educational  efforts 
to  the  clinical  field  constitute  at  pre- 
sent the  best  approach  for  the  control 
of  HIV  infection  and  the  eradication 
of  the  AIDS  epidemic  among  the  in- 
travenous drug  users,  who  for  the 
most  part  represent  the  ethnic  minori- 
ties, the  poor,  and  the  disadvantaged. 
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Gender  dysphoria,  or  transsexualism,  is 
a condition  involving  incongruity  be- 
tween an  individual’s  anatomic  sex  and 
personal  sense  of  gender  identity.  Only 
in  the  last  15  years  have  Standards  of 
Care  been  established  and  a profession- 
al organization  developed  to  bring 
definition  and  consistency  to  the  field 
(Harry  Benjamin  International  Getider 
Dysphoria  Association).  A typical  course 
of  treatment  lasts  several  years  and  in- 
cludes psychological! psychiatric  evalua- 
tions, completion  of  the  “real  life”  test, 
administration  of  hormone  therapy  to 
create  desired  secondary  sex  characteris- 
tics, and  finally  sex  reassignment 
surgery.  As  the  field  has  developed  and 
health-care  professionals  and  the  public 
have  become  more  aware,  increasing 
numbers  of  individuals  are  coming  for- 
ward to  seek  evaluation  and  treatment. 
Published  follow-up  studies  document- 
ing long-term  outcome  are  needed  now. 
Current  intervention  techniques  have 
progressed  beyond  the  “experimental” 
stage  and  can  be  regarded  as  accepted 
medical  practice. 


Transsexualism,  or 
gender  dysphoria,  has  tradi- 
tionally been  regarded  as  a 
mental  disorder  occurring  in  an  esti- 
mated frequency  of  1:50,000  indi- 
viduals, with  the  ratio  of  male-to-fe- 
male  and  female-to-male  being 
approximately  1:1  (1,2).  A plethora 
of  television  talk  shows  and  articles 
appearing  in  both  scientific  and 
tabloid  publications  have  been  relat- 
ed to  an  increasing  number  of  indi- 
viduals who  are  surfacing  to  seek 
medical  treatment,  legal  rights,  and 
social  acceptance  for  their  condition. 
As  with  other  sexual  disorders,  the 
search  continues  for  the  biological 
etiology  (3). 

The  primary  feature  of  this  disor- 
der is  what  is  so  often  described  as  the 
longstanding  feeling  of  being  trapped 
in  the  wrong  body.  Table  1 presents 
the  criteria  for  adolescents  and  adults 
established  by  the  American  Psychi- 
atric Association  to  diagnose  a condi- 
tion of  transsexualism  or  gender  dys- 
phoria (4).  The  criteria  are  also 


adapted  for  children  (4,5).  This  con- 
dition is  only  rarely  associated  with 
other  major  psychiatric  illnesses  (6). 

Typically,  individuals  will  report 
that  these  feelings  go  all  the  way  back 
to  earliest  recollections  in  childhood. 
They  will  often  recall  comfort  and 
satisfaction  associated  with  socializ- 
ing and  playing  with  members  of  the 
opposite  anatomic  sex.  However, 
only  a small  proportion  of  “sissy 
boys”  end  up  as  transsexuals  (7).  Be- 
ing forced  to  engage  in  activities  as- 
sociated with  the  correct  anatomic 
sex  is  recalled  as  being  uninteresting 
or  uncomfortable. 

Experimental  cross-dressing  gener- 
ally begins  during  this  childhood  peri- 
od. (Note  that  in  the  case  of  transsex- 
uals such  cross-dressing  represents  a 
sense  of  completeness  and  is  not  asso- 
ciated with  sexual  activity  or  arousal 
as  in  the  case  of  heterosexual  cross- 
dressers or  transvestites.)  Generally  it 
is  the  onset  of  adolescence,  with  the 
development  of  secondary  sex  charac- 
teristics, that  produces  much  anxiety 
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Table  1.  Diagnostic  criteria  for  gender  identity  disorder  (4). 


1.  A strong  and  persistent  cross-gender  identification  (not  merely  a desire  for  any  perceived  cul- 
tural advantages  of  being  the  other  sex). 

In  adolescents  and  adults,  manifested  by  symptoms  such  as  a stated  desire  to  be  the  other 
sex,  frequent  passing  as  the  other  sex,  desire  to  live  or  be  treated  as  the  other  sex,  or  the  con- 
viction that  one  has  the  typical  feelings  and  reactions  of  the  other  sex. 

2.  Persistent  discomfort  with  one’s  sex  or  sense  of  inappropriateness  in  the  gender  role  of 
that  sex. 

In  adolescents  and  adults,  manifested  by  such  symptoms  as  preoccupation  with  getting 
rid  of  one’s  primary  and  secondary  sex  characteristics  (eg,  request  for  hormones,  surgery,  or 
other  procedures  to  physically  alter  sexual  characteristics  to  simulate  the  other  sex)  or  belief 
that  one  was  born  the  wrong  sex. 

3.  Not  concurrent  with  a physical  intersex  condition. 

4.  The  disturbance  causes  clinically  significant  distress  or  impairment  in  social,  occupational, 
or  other  important  areas  of  functioning. 
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Vdble  2.  I'actiirs  associated  with  sexual  dilter- 
eiuiatioii  (8). 


Cleiieiie 

Cioiiadal 

Hormonal 

Internal  morphology 
External  morphology 
Brain  sex 

Sex  ot  assignment  and  rearing 
C'lender  identity/ role 


and  feelings  of  confusion  about  their 
bodies.  Indeed,  most  transsexuals  do 
not  ielentify  with  their  genitalia  or 
other  changes  occurring  during  pu- 
berty and  strongly  desire  to  be  rid  of 
these  characteristics. 

Certain  basic  sexual  concepts  or 
definitions  are  important  to  the  un- 
derstanding of  transsexualism  (8). 
Gender  identity,  established  usually 
by  the  age  of  2 years,  is  an  individu- 
al’s private  sense  of  being  male  or  fe- 
male. This  concept  is  not  overtly 
testable  but  is  something  that  some- 
one feels  and  reports  from  earliest 
memory.  Gender  identity  results 
from  a number  of  factors  that  are 
both  biologic  and  social  (see  Table 
2).  Gender  role  is  learned  and  in- 
volves how  a person  lives  as  male  or 
female,  including  speech  and  ges- 
tures, pattern  of  dress,  interest,  and 
emotionality.  Finally,  sexual  orienta- 
tion refers  to  the  type  of  partner  that 
a person  is  attracted  to  for  specific 
sexual  activity.  The  individual  may 
be  heterosexual  (desiring  a partner  of 
the  opposite  anatomic  sex),  homo- 
sexual (desiring  a partner  of  the  same 
anatomic  sex),  bisexual  (desiring  a 
partner  of  either  anatomic  sex),  or 
asexual  (exhibiting  little  interest  or 
desire  for  sexual  activity  with  mem- 
bers of  either  sex). 

How  do  these  concepts  impact 
the  “average”  (typical)  transsexual? 
Male-to-female  transsexuals  try  ini- 
tially to  “be  a man”  so  as  to  fit  in 
with  the  social  expectations  that  em- 
phasize anatomic  sex:  ie,  getting  mar- 
ried and  fathering  children,  joining 
the  military,  or  engaging  in  other 
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Stereotypic  sex-role  activities  associat- 
ed with  masculinity.  Such  an  individ- 
ual usually  finds  himself  attracted  to 
members  of  bis  own  anatomic  sex, 
and  desires  to  be  viewed  as  female  by 
the  partner  and  so  does  not  actually 
view  the  encounter  as  homosexual. 

CONTEMPORARY  TREATMENT 
APPROACHES 

Since  1952  much  attention  and  fasci- 
nation have  been  connected  to  the 
subject  of  transsexualism.  Prior  to  that 
year  in  which  Christine  Jorgensen  re- 
turned from  Europe  after  having  un- 
dergone a “sex  change,”  transsexuals 
were  regarded  as  either  psychotic  for 
having  these  feelings  or  placed  in 
long-term  psychotherapy  to  try  to 
change  their  thinking  about  them- 
selves, with  notoriously  poor  results. 
At  first,  standards  for  surgery  were 
very  haphazard;  however,  in  1980  the 
Harry  Benjamin  International  Gender 
Dysphoria  Association  (named  after 
Dr  Harry  Benjamin,  one  of  the  first 
American  physicians  to  have  the  inter- 
est and  courage  to  begin  evaluating 
and  treating  individuals  with  gender 
dysphoria)  was  organized  to  coordi- 
nate efforts  and  establish  standards  (9) 
for  working  with  patients  who  ex- 
pressed feelings  of  gender  dysphoria. 
These  guidelines  for  care  reflect  the 
importance  of  a collaborative,  multi- 
disciplinary approach. 

First,  a patient  is  seen  by  mental 
health  professionals  who  screen  and 
evaluate  the  condition  for  other  psy- 
chological disorders,  which  are  listed 
in  Table  3.  The  major  method  used 
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to  confirm  a diagnosis  of  transsexual- 
ism is  the  “real  life”  test,  a minimum 
of  12  months  during  which  the  indi- 
vidual must  live  full  time  in  the  de- 
sired gender  role,  demonstrating  vo- 
cational-social-emotional stability. 
The  real  life  test,  which  is  endorsed 
by  the  Harry  Benjamin  International 
Gender  Dysphoria  Association,  al- 
lows the  individual  to  begin  experi- 
encing what  it  is  like  to  live  full  time 
in  the  desired  role;  the  test  can  be 
stopped  or  changed  at  any  time  if 
satisfaction  is  not  being  achieved. 
This  test  helps  the  subject  begin  to 
deal  with  many  critical  issues,  such  as 
those  listed  in  Table  4. 

Through  such  a series  of  regular 
interviews  and  assessments  with  the 
clinical  behavioral  scientist,  the  tran- 
sitional process  is  facilitated  and 
monitored.  Opportunities  to  meet 
other  individuals  undergoing  the  real 
life  test  are  regarded  as  highly  thera- 
peutic. The  Standards  of  Gare  re- 
quire that  a clinical  behavioral  scien- 
tist, who  has  known  the  individual 
for  a minimum  of  3 months  in  treat- 
ment, make  the  recommendation  for 
beginning  hormonal  therapy.  Once 
the  individual  presenting  with  gen- 
der dysphoria  begins  to  live  full  time 
in  the  desired  gender  role,  sex  hor- 
mone therapy  (androgens  to  anatom- 
ic females  or  estrogens  to  anatomic 
males)  is  usually  initiated.  Individu- 
als making  the  male-to-female 
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Table  5.  Summary  of  follow-up  comments  of  postoperative  transsexuals. 


Male 

-to-Female 

Female- 

to-Male 

{ 

Yes 

n=25) 

No 

(n= 

Yes 

45) 

No 

Would  you  complete 

treatment  again? 

25 

0 

15 

0 

Are  you  currenrly  employed 

or  in  school? 

22 

3 

15 

0 

toured  to  mimic  the  labia  majorae.  A 

Has  your  family  accepted  you? 

Did  hormone  therapy  meet 

19 

6 

12 

3 

space  is  created  by  separating  the  ure- 
thra and  the  anterior  rectal  wall  to 
the  level  of  the  bladder  dome  to 

your  expectations/satisfaction? 

Did  surgery  meet  your 

24 

1 

14 

1 

mimic  a vaginal  vault.  Lining  of  the 
vault  may  be  achieved  by  penile  skin. 

expectations/satisfaction? 

Are  you  sexually 

22 

3 

11 

4 

skin  graft,  and/or  skin  flaps  mobi- 
lized from  the  adjacent  area.  In  most 
cases,  this  will  produce  satisfactory 

active  at  this  time? 

20 

5 

14 

1 

cosmetic  and  functional  results.  Ad- 

change  are  given  daily  doses  of  0.05 
mg  to  0.1  mg  of  ethinyl  estradiol  or 
2.5  mg  to  5 mg  of  conjugated  estro- 
gens. Those  making  the  female-to- 
male  change  are  given  intramuscular 
injections  every  2 weeks  of  200  mg 
of  testosterone  cypionate  or  testos- 
terone enanthate  (10). 

The  goal  of  the  hormonal  therapy 
is  to  put  the  individual  through  ado- 
lescence once  again  so  as  to  effect  a 
change  in  the  secondary  sex  character- 
istics. For  the  lemale-to-male,  this  re- 
sults in  increased  facial  and  body  hair, 
increased  sex  drive,  cessation  of 
menses,  voice  deepening,  clitoral  en- 
largement, redistribution  of  body 
shape  and  strength,  and  some  initial 
increase  in  impulsivity  and  irritability. 
For  the  male-to-female,  this  results  in 
breast  enlargement,  softening  of  the 
skin  texture  and  decrease  in  hair 
growth,  decrease  in  the  size  of  the  tes- 
ticles, decreased  erections,  and  redis- 
tribution of  body  shape  and  strength. 
Because  there  may  be  some  perma- 
nent, irreversible  effects  of  such  treat- 
ment (infertility,  hair  growth,  voice 
deepening  for  the  female-to-male, 
changes  in  the  size  of  the  genital  or- 
gans), hormone  therapy  should  noth^ 
administered  “on  demand”  but  only 
after  the  subject  has  been  screened  ad- 


equately and  has  begun  the  real  life 
test  or  is  imminently  about  to  do  so. 
Appropriate  physical  and  laboratory 
evaluations  should  be  conducted  on  a 
regular  basis  to  document  the  physical 
and  emotional  changes  and  to  make 
certain  that  no  serious  problems  or 
complications  arise. 

Upon  satisfactory  completion  of 
the  real  life  test,  an  individual  may 
become  a candidate  for  surgical  pro- 
cedures to  complete  the  sex  reassign- 
ment process.  Formal  recommenda- 
tions to  proceed  with  surgery  are 
required  from  two  clinical  behavioral 
scientists,  one  of  whom  should  be  at 
the  MD  or  PhD  level.  Furthermore, 
one  of  these  recommendations  must 
come  from  a professional  who  has 
known  and  treated  the  candidate  for 
at  least  6 months. 

For  the  male-to-female,  the  pri- 
mary surgery  is  reconstruction  of  fe- 
male genitalia.  The  techniques  in- 
volve relocation  of  the  urethral 
meatus  and  reconstruction  of  the 
neovaginal  vault,  of  the  clitoris,  and 
of  vulvae  following  orchiectomy.  The 
corpus  spongiosum  and  corpus  cav- 
ernosum  are  separated  to  form  a cli- 
toris and  a neo-urethra  that  will  be 
located  caudally  at  the  neo-introitus. 
The  scrotal  skin  remnant  is  recon- 


ditional surgeries  may  include  reduc- 
tion of  the  thyroid  cartilage  (“tra- 
cheal shave”)  to  reduce  the 
prominence  of  an  Adam’s  apple,  aug- 
mentation mammoplasty,  rhinoplas- 
ty, and  facial  cosmetic  surgery.  Not 
all  patients  need  or  desire  breast  aug- 
mentation; hormonal  therapy,  partic- 
ularly after  a minimum  of  2 years,  of- 
ten produces  a breast  size  that  is 
within  normal  range  (10). 

For  the  female-to-male  transsexu- 
als, the  two  major  procedures  per- 
formed are  pan-hysterectomy,  bilateral 
oophorectomy,  and  breast  mound  re- 
duction procedures.  While  scars  re- 
sulting from  uterine  and  ovarian  re- 
moval are  only  a minor  concern  to  the 
patients,  lengthy  scars  are  expected 
Irom  the  removal  of  the  breast  tissues, 
especially  if  the  breasts  are  large. 
When  the  breast  tissue  is  removed,  the 
nipple  and  areola  will  be  replaced  after 
being  cosmetically  fashioned  to  mimic 
a nipple-areolat  complex  in  males. 

The  ultimate  surgical  procedure 
for  the  female-to-male  transsexuals  is 
reconstruction  of  the  phallus.  At  this 
time,  however,  many  individuals 
elect  not  to  pursue  this  option  be- 
cause of  morbidities  associated  with 
the  procedures  and  unpredictable 
outcome.  Excessive  scarring,  lengthy 
recovery  period,  and  complications 
such  as  recurrent  urethra  fistula  are 
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not  uncommon.  An  individual  may 
instead  choose  procedures  such  as 
testicular  implants,  extirpation  ot 
vaginal  vault  remnant,  and  chordee 
release  to  mobilize  an  elongated  cli- 
toris resulted  from  masculinizing 
hormone  therapy. 

Most  states  will  change  the  sex 
designation  on  the  birth  certificate 
once  the  reproductive  organs  have 
been  surgically  removed.  This  means 
the  removal  ot  testicles  in  male-to-fe- 
male  and  of  ovaries  in  female-to- 
male.  A petition  is  usually  drawn  up 
by  an  attorney  and  presented  to  the 
court,  and  then  a certified  copy  of 
the  “change  in  sex”  is  provided  to  the 
respective  state  bureau  that  handles 
registering  birth  certificates. 

OUTCOME  STUDIES 

With  the  development  of  Standards 
of  Care  in  1980  by  the  Harry  Ben- 
jamin International  Gender  Dyspho- 
ria Association,  this  interdisciplinary 
approach  to  treatment  has  now  be- 
come recognized  and  accepted  as 
common  medical  practice.  The  next 
logical  step  is  to  begin  long-term  fol- 
low-up to  see  how  individuals  fare 
who  have  been  treated  according  to 
this  model  of  practice.  Anecdotal 
findings  shared  among  professional 
colleagues  in  the  field  suggest  that 
patients  are  able  to  experience  a suc- 
cessful outcome.  While  past  mistakes 
of  approving  surgery  for  individuals 
who  later  recanted  their  gender  dys- 
phoria and  wished  to  return  to  their 
former  sex  were  clearly  made,  such 
reports  have  decreased  since  the  real 
life  test  and  Standards  of  Care  have 
been  used  routinely. 

What  we  really  need  now  are  sci- 


entific studies  looking  at  treatment 
outcome.  Several  such  studies  have 
been  undertaken  and  report  findings 
consistent  with  the  anecdotal,  case 
variety  (1  1,12).  Gender  dysphoric  in- 
dividuals completing  the  treatment 
process  have  gone  on  to  be  happy 
and  productive,  to  be  stable  emotion- 
ally and  vocationally,  and  to  establish 
and  maintain  satisfying  intimate  and 
family  relationships.  However,  male- 
to-female  transsexuals  often  report  a 
drop  in  income  when  changing  to  a 
more  typically  feminine  occupation. 
From  our  clinic  in  Galveston,  40 
gender-dysphoric  individuals  (25 
male-to-female,  15  female-to-male) 
who  had  completed  sex  reassignment 
surgery  2 years  earlier  completed  a 
follow-up  questionnaire  covering 
such  topics  as  employment/educa- 
tion,  family  acceptance  (13),  satisfac- 
tion with  hormone  therapy  and 
surgery,  ongoing  sexual  relationships, 
and  whether  or  not  treatment  would 
be  pursued  again  (see  Table  5). 

A significant  majority  of  both 
groups  were  currently  employed  or  in 
school,  and  family  acceptance  was 
also  positive  for  both  groups.  Simi- 
larly, expectations  being  met  from 
hormone  therapy  and  surgery  were 
reported  as  being  satisfactory  by  a 
majority  polled.  Gommon  com- 
plaints regarding  these  medical  thera- 
pies were  very  similar.  The  male-to- 
female  group  complained  of  not 
getting  enough  breast  development 
from  hormone  therapy  or  having 
problems  with  vaginal  depth  or  scar- 
ring as  a result  of  surgery.  The  fe- 
male-to-male  group  complained  of 
not  having  enough  hair  growth  or 
breast  reduction  from  hormones, 
while  surgical  concerns  centered 
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around  problems  with  scarring  or 
frustrations  over  limited  functioning 
from  phalloplasty.  Most  noteworthy 
in  the  follow-up  evaluation  was  that 
every  individual  questioned  indicated 
no  regrets  with  his/her  decision  to 
pursue  treatment,  and  each  would 
readily  do  so  again.  The  one 
qualification  noted  in  several  cases 
was  that  the  individuals  wished  they 
had  made  their  decisions  earlier  in 
their  lives. 

CONCLUSION 

Treatment  for  individuals  presenting 
with  gender  dysphoria  or  transsexual- 
ism has  come  a long  way  over  the  last 
several  decades.  With  the  establish- 
ment of  Standards  of  Care  and  a pro- 
fessional medical  society  to  oversee 
these  standards,  this  specialized  area 
of  medicine  has  now  come  of  age. 
More  often  individuals  are  coming 
forward  to  seek  professionals  and 
clinics  to  help  them  make  the  transi- 
tion and  to  treat  the  condition.  That 
most  such  individuals,  upon  comple- 
tion of  treatment,  turn  out  to  be  sui- 
cidal, drug-addicted,  or  living  on 
welfare  is  clearly  a myth.  As  a rule, 
individuals  who  complete  treatment 
are  going  on  to  lead  satisfying  and 
productive  lives. 

Such  a treatment  approach  has 
been  offered  in  Galveston  for  nearly 
20  years.  The  combined  experience 
of  the  authors  suggests  several  key  el- 
ements in  the  treatment  process. 
These  include  making  an  accurate  di- 
agnosis that  requires  a real  life  test 
for  12  to  24  months,  providing  op- 
portunities for  peer  support  through 
which  individuals  going  through  the 
transition  can  meet  and  network 
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with  others,  and  using  professionals 
from  different  specialty  areas  who 
have  been  trained  to  work  together 
and  focus  on  the  common  condition 
of  gender  dysphoria.  With  this  spe- 
cialized treatment  program,  transsex- 
ual individuals  can  be  helped  to  pur- 
sue satisfying  and  productive  lives. 
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Texas  Medicine 


Classified  Directory 


Opportunities  Available 

Emergency  Medicine 

If  youVe  drawn  to  the  aciventure  of  the  wild  west,  we  can 
help  you  get  there.  Emergency  Medicine  practice  oppormniries 
available  in  the  Panhandle  of  Texas.  Volumes  range  from  2,000 
to  45,000  with  remuneration  competitively  set.  For  more 
information,  contact  Cheryl  Grimm  at  1-800-745-5402  or 
send/fax  CV  to  Coastal  Emergency  Services  of  Dallas,  Inc., 
3010  LBJ  Freeway,  Suite  1300,  Dept.  SMA,  Dallas,  TX 
75234.  FAX:  214-484-4395. 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• ELEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill.  Suite  600 
San  Antonio,  Texas  78209-1 130 
(210)822-9811  800-999-3728 

Pax  (210)  822-188.3 


Needed:  Emergency  physicians  — North  Central  Texas 
area,  lull  and  parr-time.  For  an  application  call  817-336-8600 
or  wrire  Emergency  Medicine  Consultants,  PA,  1525  Merri- 
mac  Circle,  Suire  107,  Forr  Worth,  TX  76107. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/tamily  practice  clinics.  Guaranteed  $100,000  tor  4- 
day  week,  13  hr  days,  50  weeks/year.  Profit  sharing  above 
guarantee.  Contact  Wayne  Williams,  MD,  915-942-861 1, 
Shamrock  Clinics,  4208  College  Hills,  San  Angelo,  TX 
76904. 

Fort  Worth  area:  Immediate  opportunity  for  a Medical 
Director  at  an  impressive  five-story,  1 12-bed  hospital  just 
south  of  the  DFW  area.  Qualified  candidates  will  be 
BP/BC  primary  care  and  have  a strong  desire  to  lead  an 
efficient  team.  Competitive  remuneration,  benefits,  and 
support  trom  a nearby  subsidiary  office.  For  further  infor- 
mation, please  contact  Cheryl  Grimm  at  1-800-745-5402 
or  fax/send  CV  to  Coastal  Emergency  Services,  P.A.,  3010 
LBJ  Freeway,  Suite  1300,  Dept.  SMA,  Dallas,  TX  75234. 
FAX:  214-484-4395. 


TEXAS.  JACKSONVILLE:  Full  -time  career  opportuni- 
ties are  available  at  this  low-volume/low-acuity  East  Texas 
emergency  department.  Very  nice  location.  Competitive 
compensation  and  benefits  package.  Contact  Maria  Hur- 
tado, (800)  422-3672,  Ext.  7466,  or  mail/fax  C.V.  to: 
EMSA,  1200  South  Pine  Island  Road,  Suite  600,  Fort 
Lauderdale,  FL.  33324-4460.  Fax  (305)  424-3270. 
EEO/AA/M/E 

Texas,  Dallas/Ft  Worth  AND  East  Texas:  We  are  a 

multi-hospital  group  committed  to  providing  extraordi- 
nary medical  care  and  leadership  in  the  field  of  emergency 
medicine.  FT  and  PT  positions  available.  Management 
development  training  and  ownership  options  available. 
Contact  Carl  Hunt  or  Ronald  A.  Hellstern,  MD,  FACER 
Metroplex  Emergency  Physicians,  PA,  14651  Dallas  Pkwy, 
Ste  700.  LB34,  Dallas,  TX  75225:  800/346-6687  or 
214/233-5333. 

Texas:  The  Woodlands.  Located  27  miles  north  of 
Houston  on  25,000  acres  of  forest-land.  90  bed  facility 
offering  state-of-the-art  medical  equipment.  The  recent 
Memorial  affiliation  has  hospital  pin-pointed  for  growth. 
14,000  annual  visits,  outstanding  physician  back-up. 
Excellent  remuneration  {approx.  1 40k- 150k)  plus  profes- 
sional liability  insurance  can  be  procured  for  you.  For 
details  call  or  send  CV  to:  Pat  Weidman,  Coastal  Emer- 
gency Services,  PA,  3010  LBJ  Freeway,  Suite  1300,  Dallas, 
TX  75234-2709.  PHONE:  1-800-745-5402. 

Family/General  Practice 


El  Paso,  Texas 

BC/BE  Family  Physician  needed  for  ambu- 
latory care  clinic. 

Guarantee  generous  salary  plus  incentives. 
Excellent  comprehensive  benefit  package. 
No  night  or  hospital  call.  Must  have  Texas 
license.  Contact  Ted  E.  Zegarra,  M.D. 
at  (915)  594-7787  or  (915)  569-2578. 


Austin,  TX — Needed:  F/P  or  G/P  Physician 
for  full  or  part-time  to  staff  a free  standing 
primary/urgent  care/occupational  medicine 
facility.  Remuneration  commensurate  with 
experience.  Send  CV  to  Austin  MediCenter 
c/o  Matthew  Vail,  MD,  Medical  Director, 
6343  Cameron  Road,  Austin,  TX  78723 
or  call  467-2052. 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 


Immediate  openings  exist  nationwide  with  a 
focus  on  Texas  opportunities.  BC/BE  primary 
care  physicians  needed  in  a variety  of  practice 
settings  including  SSG,  MSG,  clinic,  academic 
and  hospital  supported  positions.  Other  specialty 
needs  include  Cardiology,  Medical  Oncology, 
Pediatrics,  Dermatology,  and  OB/GYN.  Excellent 
compensation  packages  with  incentives,  reloca- 
tion assistance,  and  benefits.  For  details  contact: 

Professional  Healthcare  Insource 
1200  Binz,  Suite  107 
Houston,  TX  77004 

1-800-289-5902  or  fax  CV  to  (713)  522-5902. 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


DALLAS/FORT  WORTH,  TEXAS 

KAISER  PERMANENTE  seeks  BE/BC 
Physicians  to  practice  in  a highly  professional 
prepaid  setting.  Competitive  salary  advancement 
plan,  comprehensive  benefit  package,  office/staff 
provided  and  partnership  possibility.  Contact: 

B.  Moore 

12720  Hillcrest,  #600 
DaUas,  TX  76230 
(800)  324-9913,  (214)  468-5012 
or  fax  (214)  233-5281.  EOE 


Seeking  BC/BE  primary  care  internists  or  family 
practitioners  lor  positions  in  Ben  Taub  General  Hospital 
EC.  Responsibilities  include  care  of  ambulatory  medical  & 
surgical  patients:  total  hours  negotiable.  Academic 
appointment  through  Baylor  College  of  Medicine.  Con- 
tact J.L.  Zimmerman,  MD.  1504  Taub  Loop,  Houston, 
TX  77030.  FAX  (713)  799-1017;  (713)  793-2365.  BCM 
is  an  Equal  Opportunity/ Affirmative  Action/Equal  Access 
Employer. 

SAN  ANTONIO  suburban  area,  population  25-30,000 
needs  Family  Practice/Pediatrics.  No  physician  in  area.  Will 
build  to  suit  for  long  term  needs  in  established  professional 
complex.  Contact  Clark  Antone,  DDS.  (210)  658-8838. 


74 


TEXAS  MEDICINE  ★ MAY  I994 


Classified  Directoi 


Family/General  Practice 


CORRECTIONAL 

HEALTHCARE 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 

Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville, TX  77342 


_..Ji 


BE/FP  pursuing  certification  interested  in  partnership/buy- 
in  to  practice  in  Austin  or  Round  Rock  area  north.  Locums 
considered.  Please  respond  to  Ad  Box  823,  Texas  Medicine, 
401  W.  1 5th  St.,  Austin.  TX  78701. 


BE/BC  FP  doctor  needed  for  ambulatory  care  clinic  near 
Austin.  No  night  or  hospital  call.  Part-time  or  full-time. 
For  further  information,  call  Jerry  Lewis,  The  Lewis 
Group.  800-666-1377. 


Austin,  TX,  Medical  Director,  BC/BE, 
Family  Practice.  Progressive,  private,  non-profit, 
primary  care  clinic,  central  Austin.  Qualified, 
committed  staff.  Innovative  programs. 
Responsibilities  include  primary  care  outpatient, 
clinical  supervision  of  other  primary  care 
providers,  leadership  in  shaping  the  practice  and 
definiing  the  scope  of  service,  maintaining  linkages 
with  other  health  providers.  No  weekends,  no 
night  call.  $96,000-102,000.  Benefits  include  3 
weeks  paid  vacation,  8 holidays,  CME.  Send  letter 
of  application  and  cover  letter  to: 

People’s  Community  Clinic 
2909  N.  IH  35 
Austin,  TX  78722 
Attention:  Physician  Search 


MEDICAL  DIRECTOR 

Seeking  Medical  Director/Physician  for 
newly  established  federally  funded 
healthcare  center  in  Wichita  Falls.  Full 
time  work  week  to  include  five  days  and 
one  evening.  Medical  Director  to  assume 
clinical  and  administrative  responsibili- 
ties. Salary  plus  fringe  benefits.  Staff 
physicians  also  needed  for  facility.  Send 
resume  to: 

Phyllis  Hiraki,  Executive  Director 
P.O.  Box  720 
Wichita  Falls,  TX  76307 


PRI 


DOMESTIC  & OVERSEAS 
OPPORTUNITIES 

PHYSICIAN  RESOURCES,  INC.  is  an  inter- 
national physician  placement  and  locum 
tenens  company  serving  clients  with  primary 
care  needs  in  Saudi  Arabia,  Indonesia  and  the 
Gulf  Coast  states.  We  are  currently  experienc- 
ing increasing  demands  in  these  markets  for 
temporary  or  annual  coverage.  Please  contact 
CYNTHIA  DAWSON  at  713/522-5355  or 
send  your  CV  to  3730  Kirby,  Suite  900, 
Houston,  Texas  77098. 
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Family/General  Practice 

NORTHEAST  TEXAS:  FAMILY  PRACTICE 

Live  in  beautiful  Northeast  Texas  located  just  2-3  hours  from  3 major 
cities:  Dallas/Ft.  Worth,  Little  Rock,  and  Shreveport.  This  family- 
oriented  college  city  has  approximately  60,000  people  and  is  sur- 
rounded by  many  lakes.  A caring  associate  would  share  with 
income,  work,  vacation,  and  fringe  benefits  in  this  growing  practice. 
If  interested,  contact  Marie  Hensley  at:  3517  Summerhill  Road, 
Texarkana,  Texas  75503  or  call  1-903-793-7851. 


NORTH  DALLAS  OUT-PATIENT  CLINIC 

Out-patient  family  medicine,  minor  emergency  clin- 
ic in  growing  north  Dallas  suburb.  Loyal  patients  in 
a practice  with  strictly  controlled  hours.  On  site  X- 
Ray,  laboratory.  No  call  or  weekends.  Full-time 
position,  as  well  as  part-time,  available.  Salary  is  fee 
for  service  with  base  guarantee.  Position  opening 
June  or  July  1994.  Please  send  CV  to  Connie  Reid, 
MTC,  5 1 20  N.  Jupiter  Road,  Garland,  TX  75044. 


FAMILY  PRACTICE  OPPORTUNITY 

N.E.  Texas  - Red  River  County 
Clarksville,  Texas 

Family  Practice  opportunity  in  a Rural 
Health  Clinic  with  hospital  privileges. 
Salary  guarantee,  possible  debt  forgiveness, 
as  well  as  other  employment  benefits. 

Contact  Jim  Luft,  Executive  Director,  Red 
River  General  Hospital,  1-903-427-3851, 
for  more  information. 


Internal  Medicine 

Physician,  Board  Certified  or  Eligible  in  j 
Rheumatology,  Neurology,  Internal  j 
Medicine,  Gynecology,  or  Family! 
Medicine.  To  assist  Houston  internist  in  f 
office-based  diagnosis  and  treatment  ofj 
auto-immune  disorders  in  women.  Texas  [ 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220,  | 
Houston,  TX  77054. 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 


Locum  Tenens 

Experienced,  Board  Certified  General  Surgeon  seeking  long 
weekend  relief  work  monthly.  Preferable  Austin  area  or 
small  town  in  Texas  with  nearby  airport.  Wife  R.N.,  Ph.D., 
counselor  willing  to  work  also. Please  respond  to  Ad  Box 
822,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX  78701 . 


More  physicians, 

s 

E. 


It  all  adds  up* 


CompHealth  and  Kron  Medical,  the  nation's  most  experi- 
enced locum  tenens  groups,  are  joining  forces.  Bringing 
you  the  largest  pool  of  locum  tenens  physicians  and  allied 
health  care  professionals.  Faster  response.  Competitive 
pricing.  Flexible  staffing  options.  Plus  the  tightest  creden- 
tialing  and  most  experienced 

support  staff  in  the  industry  CODIDllClItll/l 
Call  CompFiealth/Kron  Today! 


The  Nation’s  Locum  Tenens  Service 


1 -800-453-3030 

Atlanta  ■ Chapel  Hill  ■ Grand  Rapids  ■ Salt  Lake  City 
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FAMILY  PRACTICE 


NORTH  CENTRAL  TEXAS 

lAdditional  Family  Physicians  needed  for 
icommunity  of  14,000.  Great  location  within  one 
hour  of  Dallas/Fort  Worth  metroplex.  Horse 
(country  with  lakes  and  outdoor  recreational 
opportunities  abound!  Modern  88-bed  hospital. 
Group  environment  or  solo,  with  4-way  call 
sharing.  Generous  incentive  package. 

[Contact:  Vicki  Truitt. 

[CENTRAL  TEXAS 

Two  Board  Certified  Family  Practitioners  seek 
[third  associate  for  group  setting.  OB  optional,  but 
laplus  if  desired.  Hill  Country  community  of  6,500. 
|0ne  hour  from  Austin.  Paradise  for  outdoor 
[enthusiast.  Excellent  benefits  package  and 
[tremendous  income  potential. 

IContact:  Jim  Truitt. 

I 

NORTH  CENTRAL  TEXAS 

Additional  Family  Practitioner  needed  to  offer 
full  range  of  Family  Medicine  (OB  optional) 
lin  town  of  21,000.  Referral  area  of  95,000-(-. 
Ultra-modern,  200-bed  hospital,  with  excellent 
[support  staff.  Call  sharing  with  other  board 
[certified  Family  Practitioners.  Fee  for  service 
practice  with  existing  provider  network. 
Recreational  paradise  in  popular  location,  with 
easy  access  to  Dallas/Fort  Worth  metroplex. 
[Generous  incentive  package. 

Contact:  Vicki  Truitt. 

EAST  TEXAS 

Two  board  certified  Family  Physicians  are 
seeking  associate.  No  OB.  Small  university  town 
within  one  hour  of  Dallas/Fort  Worth  metroplex. 
Great  life  style  among  professionals.  Enjoy  easy 
access  to  the  big  city  life  while  maintaining  a 
smaller  community  life  style.  Many  recreational 
and  social  amenities.  Generous  incentive  package 
from  community  hospital. 

Contact:  Barry  Strittmatter. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians.  Attractive 
well-equipped  offices  with  great  support  staff. 
Enjoy  many  amenities  the  historic  and  multi- 
cultural city  of  San  Antonio  has  to  offer.  Excellent 
salary  and  benefits  package. 

Contact:  Barry  Strittmatter. 

EAST  TEXAS 

A 358-bed  health  care  facility  seeks  additional 
board  certified  physician  to  practice  traditional 
medicine  in  a rural  health  clinic  setting.  Three- 
way  call  sharing.  OB  services  desirable  but  not 
mandatory.  Annual  temperature  67°.  Lakes  and 
outdoor  activities  abound.  Full  benefits  package 
.plus  a sign  on  bonus. 

[Contact:  Jim  Truitt. 

North  central  texas 

Family  physicians  needed.  Practice  with 
established  primary  care  group  or  independently, 
with  shared  call.  No  OB.  Interest  in  pediatrics  a 
plus.  Attractive,  well-equipped,  56-bed  hospital. 
Competitive  incentive  package. 

Contact:  Jim  Truitt. 


Physician 
Resource 
Network 


i 


Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 

(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)  732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


INTERNAL  MEDICINE 


MAJOR  TEXAS  MEDICAL  SCHOOL 

Seeks  General  Medicine  physician  with  special 
interest  in  caring  for  HIV/AIDS  patients.  Clinical 
practice  with  research  opportunities.  Join  existing 
specialty  care  team  committed  to  providing  quality 
care.  Generous  income  with  full  benefits  package. 
Location  filled  with  all  the  amenities  available 
in  a major  metropolitan  area. 

Contact:  Jim  Truitt. 

CLINICAL  FACULTY  APPOINTMENT 

Tired  of  the  hassles  of  private  practice?  Four 
board  certified  Internists  needed  for  full  time 
positions.  Manage  medicine  service  of  major 
teaching  hospital;  medical  school  affiliation. 
Excellent  salary  and  benefits;  very  limited  call 
responsibility. 

Contact:  Jim  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunity 
available.  Work  with  specialized  health  care 
team  (including  two  full  time  physicians  and 
a host  of  other  professionals)  in  new,  fully- 
equipped  comprehensive  medical  unit.  High 
incidence  of  diabetes  and  hypertension.  Regular 
hours,  limited  call;  excellent  income  and  benefits. 
Contact:  Vicki  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area  of 
20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space. 

Contact:  Jim  Truitt. 


• PHYSICIAN  SEAR 

• PHYSICIAN  PLACE;  LNi 

• MEDICAL  PRACTICE 
APPRAISAL  AND  BROKE! 


CARDIOLOGY 


NORTH  CENTRAL  TEXAS 

Opportunity  for  independent  Cardiologist.  Call 
sharing  with  other  board  certified  Cardiologists 
or,  group  option  available.  Ultra-modern,  200- 
bed,  full-service  hospital  (including  cath  lab  and 
Cardiothoracic  surgeons).  Recreational  paradise 
in  popular  location  within  one  hour  of  Dallas/Fort 
Worth  metroplex.  Generous  incentive  package. 
Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  Medical  Oncologists 
seeks  fifth  associate  for  group  practice.  Salary 
plus  bonus,  and  excellent  benefits.  Great; 
opportunity  to  practice  with  a top  notch  group  and  , 
enjoy  a life  style  in  a city  offering  an  abundance  , 
of  outstanding  amenities. 

Contact:  Jim  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTH  CENTRAL  TE)^A^ 

Unique  opportunity  for  jtfhy^pfan  to  enjoy  rural 
life  style.  Call  coverag^li^^ided.  Well-equipped 
hospital  with  greal^i^port  staff.  Excellent 
location  within  4fi  mu^es  of  Dallas/Fort  Worth 
metroplex.  brti^Vcountry;  lakes  and  outdoor 
recreationa^^tmties  abound. 

Contact:  Vi^  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice.  4-way  call  sharing.  Ultra-modern 
hospital  with  new.  Level  II  nursery  and  designated 
Pediatric  unit.  Generous  income  and  benefits; 
provider  network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 


UROLOGY 


MAJOR  TEXAS  TEACHING  HOSPITAL 

Seeks  board  certified  or  board  eligible  (actively 
pursing  certification)  physician  for  full-time 
clinical  faculty  position.  Income  guarantee; 
generous  salary  and  competitive  benefits; 
relocation  allowance.  Join  a top  notch  multi- 
specialty  group.  Location  filled  with  many 
amenities  provided  by  this  metropolitan  area. 
Contact:  Barry  Strittmatter. 


PLEASE  CALL  FOR  SPECIFIC  DETAILS 
REGARDING  THESE  AND  ADDITIONAL 
POSITIONS  A VAILABLE. 
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Locum  Tenens 


Physicians® 

"In  Texas  since  1982' 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
FUui  ahead,  call  today! 

1-800-531-1122 

(formerly  PRFi) 


PHY^CIANS 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 


• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 


• Fair  client  rates  & excellent 
physician  compensation. 


1040  Post  Oiik  Blvd.  Suite  100 
Houston,  Texas  77056 
711-297-9021  • 1-800-227-0116 


Ob/Gyn 


Spanish-speaking  physicians 

needed  in  Southern  Texas.  $200-300,000 
income  guarantees.  lOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


CLASSIFIED  ADVERTISING  CATEGORIES 

Alter.  & Immuno. 

Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Anesthesiology 

Internal  Medicine 

Otolaryngology 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Pathology 

Office  Space 

Dermatology 

Neonatology 

Pediatrics 

Practices 

Emergency  Medicine 

Neurology 

Phys.  Med./Rehab 

Property 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Radiology 

Cont.  Education 

Geriatrics 

Oncology 

Rheumatology 

Business  & Financial 

Ophthalmology 

Urology 

Services 

Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal  I 
Medicine,  Gynecology,  or  Family! 
Medicine.  To  assist  Houston  internist  in  I 
office-based  diagnosis  and  treatment  of| 
auto-immune  disorders  in  women.  Texas  [ 
licensed.  Available  immediately.  Excellent  [ 
benefits.  Please  fax  C.V.  to  713-791-9236! 
or  write  7580  Fannin  Street,  Suite  220,  | 
Houston,  TX  77054. 


Occupational  Medicine 


RIRLIlEPifSItlll 

Industrial  Medical  Corp.,  along  with 
Continental  Airlines,  has  an  immediate 
opening  for  2 Board  Eligible  or  Certified 
physicians  with  a minimum  of  3 years 
experience  and  expertise  in 
Occupational  Medicine  to  serve  as  the 
Senior  Medical  Officers  for  our  new, 
state  of  the  art,  on-site  medical  facilities 
at  Houston  Intercontinental  Airport  and 
Newark  International  Airport. 
Candidates  must  be  Board 
Certified/Eligible  in  Occupational 
Medicine,  Family  Practice,  Internal 
Medicine,  or  Emergency  Medicine  and 
should  be  experienced  in  the  manage- 
ment of  employee  health  care,  includmg 
Worker's  Compensation.  Physician 
hours  are  Monday  - Friday,  Sam  - 5pm. 
IMC  offers  a total  compensation  pack- 
age in  excess  of  $150K  per  year. 


¥ax  CV  in  strict  confidence  to. 


)t^a 

(Tor 


Physician  Search  Committee 
Industrial  Medical  Corporatioi 

4540  Southside  Blvd.,  Ste.  803 
Jacksonville,  FL  32216 
Fax  (904)  642-1979 
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Orthopedics 

Spine  Surgeon  — Beaumont,  Texas.  Join  group  ot  seven. 
Phenomenal  spine  referral  base.  Major  case  assist  available. 
Above  average  compensation,  unlimited  third  year  poten- 
tial. City  of  100,000;  70  miles  from  Houston.  Confiden- 
tial replies  to:  Christine  Ross.  R.N.,  800-776-5776,  or  fax 
CV.  to  314-863-1327. 


Pediatria 

BC/BE  Pediatrician  for  teaching/clinical  position  in  the 
large  and  active  Division  of  Community  and  General  Pedi- 
atrics at  The  University  of  Texas  at  Houston.  Help  promote 
primary  care  in  Texas  by  teaching  medical  students  and  resi- 
dents in  one  of  our  many  clinical  settings.  Research  opportu- 
nities available.  Contact:  Virginia  Moyer,  MD,  MPH, 
Department  of  Pediatrics,  5656  Kelley  St.,  Houston,  TX 
77026.  Ph:  (713)  636-4540,  FAX  (713)  636-5844.  The 
University  of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 

DALLAS  AREA:  M/S  group  is  adding  to  their  pediatrics 
department.  Live  in  a family  community  that  offers  safety 
and  security,  yet  is  near  one  of  the  more  popular  metros. 
Salary,  production  bonus  with  partnership  available  in  two 
years.  Contact:  Jim  Albert.  800-776-5776. 


Radiology 


RADIOLOGY 


Other  Opportunities 


ODELL  & ASSOCIATES,  INC. 

NATIONAL 

Permanent  Physician  Placement  Services 

We  represent  HMO’s,  Hospital  Based 
Practices,  Group,  and  Solo  Opportunities 
for  ALL  specialties. 

Inquiries  Welcome. 

Contact  any  of  our  Physician 
Recruiters  at:  214/458-7900  or 
800/880-7900  or  fax  your  C.V.  to 
214/233-1215.  We  will  contact  you  at 
your  earliest  convenience. 


Natiiinal  clcuriiiiiluntsc  for  luuillh  core  joh  information. 

For  free,  comprehensive  information 
about  health  care  job  openings 
in  the  U.S.  and  Canada  call; 

1-800-JOBS-12 


DIRECTOR,  UNIVERSITY  HEALTH  SERVICES 

Stephen  F.  Austin  State  University,  Beautiful  East 
Texas  college  campus  serving  12,000  students. 
Daytime,  weekday  only  outpatient  clinic.  Prefer 
experience  in  college  health  care  and  manage- 
ment, sports  medicine  and  health  education.  MD 
or  DO  degree,  approved  medical  college,  cunent 
Texas  license  and  3 years  primary  care  experience. 
Available  June  1,  1994.  Salary  commensurate  with 
position.  Send  letter  of  intent,  curriculum  vitae 
and  three  references  to:  Ms.  Martha  Gose,  P.O. 
Box  13058,  SFA  Station,  Nacogdoches,  TX 
75962.  For  more  information,  call  (409)  568-2134, 
(409)  568-1 058  TDD/V.  EO/AAE 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 


Fax  or  phone  in  your  ad  to 
TexasMedicine  withyour 
Visa  or  Mastercard  number 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 


1-800-523-9955 
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Other  Opportunities 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties; 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


Office  Space 


Other 


Vacation  Homes 


Fully  staffed  and  equipped  suites  For  all  medical  and 
surgical  sub-specialties.  Available  daily,  weekly  or  monthly. 
Includes  all  utilities;  no  long  term  obligation  necessary.  At 
Mac  Arthur  Medical  Park  — corner  of  Mac  Arthur  and 
Grauwyler,  Irving,  Texas.  Call  2l4-579'8815. 


SAN  ANTONIO.  TEXAS 

Custom  designed  medical  office 
space  available  for  immediate  occu- 
pancy. Contiguous  suites  of  1,698,  848 
and  1,450  SF  in  Building  2 of  Southcross 
Medical  Professional  Building  at  4025 
East  Southcross  Boulevard.,  one  block 
west  of  Southeast  Baptist  Hospital  in 
San  Antonio. 

Call  Robert  Turner  (210)  525-1614. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I-800-284-4S60  / Houston  713-493-2797 


Or  send  CV  to; 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


Business  and  Financial  Services 


Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  courte- 
ous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  For  over  10  years. 


Waterfront  Townhome  on  Lake  Travis,  for  vacation 
rentals.  Nice  3/2,  private  dock.  Great  vacation  getaway. 
Water  sports,  pool,  tennis,  golf,  fishing.  Great  rates. 
512-288-1037,  512-440-1113. 


Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 


Practices 

Neurology  Practice  For  Sale.  Prime  Location  in  Dallas. 
Excellent  terms.  Fax  (214)  739-2400. 


Physician  networks  are  easy  to  develop.  Getting  managed 
care  contracts  is  not.  AMEDICA  helps  physicians  put  net- 
works together  then  markets  the  network  to  the  managed 
care  payors.  Capitation  Management,  development  of 
IPA’s,  PHO’s,  and  MSO’s,  contract  negotiation,  evaluation 
and  management.  (713)  621-7088, 


I'MA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-RhinO'laryrtgologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOl'  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston.  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MEDICINE:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks,  R.F.  Lesioning 
Intra-Spinal  Opiates 
Spinal  Cord  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue.  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin.  Scurlock  lower.  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the  treatment  ol 
patients  with  chronic  pain.  The  therapeutical  modalities  include  noninvasive  techniques 
(such  as  psychological  counseling,  biofeedback,  relaxation,  physical  therapy,  etc.)  and 
invasive  techniques  (such  as  nerve  blocks,  neurolytic  procedures,  cryoneuroNsis,  radio- 
frequency lesioning,  implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal 
opioid  delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Michael  T McCann,  MD  Ronald  DeMeo,  MD 

Kevin  G.  Smith,  PhD  Larry  H.  Brown,  PhD 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410:  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway.  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 

organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may  occur  in  all  spe- 

cidty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofeed- 
back. stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 
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KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:  214  661-4797 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers.  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (2l4)  823-7090 

Medical  City  Dallas  11.  7777  Forest  l.ane.  Suite  B1 16,  Dallas.  Lexas  75230; 

214661-7010 


Neurological  Surgery 

DOCTORS  SMITH,  WHEELER,  CRAVENS,  PA 

Ronald  Smith,  MD,  Deceased 
joe  Ellis  Wheeler,  MD 
George  E Cravens,  MD 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  4 1 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246;  (2 1 4)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 


1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-0551 

Ophthalmology 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 Dmmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1 153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1330  N.  Beckley.  Suite  103,  Dallas,  Texas  75203 
Office:  214-942-2007  Fax;  214-942-8742 


Orthopedic  Surgery 

WB.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 
Robert  D.  Vandermecr,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead.Jr.,MD 

A Professional  Association 

2909  Lemmon  Ave..  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A.  Baker.  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


Charles  E.  Graham,  MD 

8345  Walnut  Hill  Une,  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner.  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Grachl,  MD 
Joseph  G.  Jacko,  MD 
L,T,  Johnson.  MD.  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery.  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  HaJ,  MD 


2001  N.  MacArthur  Boulevard.  #540,  Irving,  TX  75061,  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook.  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey.  Plaza  I-Suite  102,  (".arrollton,  TX  75010.  214-492-1334 

Craig  W,  Goodhart,  MD  Glenn  S.  Whceless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart.  MD  Glenn  S.  Whceless,  MD 

Phillip  M.  Graehl,  MD 

3500  130,  Bldg  C #101,  Mesquite.  TX  75150.  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson.  MD 


1010  N Belt  Line  Road,  Suite  101 . Mesquite.  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,  817-545-2596 
R.  Craig  Saunders,  MD 
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Pediatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 


Urology 


MICROSURGICAL  VASECTOMY  REVERSAL 
WITH  MONEYBACK  GUARANTEE 

Donald  R.  Pohl,  MD 
Diplomate  American  Board  of  Urology 
11811  N.  Freeway.  Suite  610 
Houston,  TX  77060 
Telephone:  (713)  REVERSE 


DIRECTTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months  advance  payment.  Neui  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot~ 
son,  TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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I became  involved  as  a result  of 
my  frustration  while  in  private  prac- 
tice of  having  nonmedical  people  try 
to  dictate  to  me  how  to  take  care  of 
my  patients.  Insurance  companies 
would  write  awful  letters  to  patients 
about  how  I’d  overcharged  them, 
never  taking  into  account  how  sick 
the  patients  were.  I’m  more  involved 
at  the  state  level  because  that’s  where 
I can  have  the  greatest  effect  in  pro- 
tecting patients  from  cheap  quality 
of  care.” 

Wendy  B.  Kang,  MD,  39 

Young  Physician  Section  delegate  to  AM  A 
anesthesiology,  Dallas 

I had  a conversation  with  one  of  my  colleagues,  who 
said  he  felt  like  an  unthinking  cog  in  a giant  machine  and 
couldn’t  be  an  effective  advocate  for  his  patients.  I asked 
him  why  he  didn’t  get  involved  in  the  county  medical  so- 
ciety, and  he  said,  ‘That’s  too  much  trouble.’  I thought  he 
was  abdicating  his  responsibility.  I want  to  make  a differ- 
ence in  what’s  happening  in  the  medical  arena,  and  I be- 
lieve that  I can  do  that  through  the  organized  system  we 
have  in  place.  I don’t  want  to  be  on  a ship  with  no  one  at 
the  helm.” 

Stephen  D.  Gelfond,  MD,  51 

president  of  Bexar  County  Medical  Society 
psychiatry,  San  Antonio 

I became  involved  as  a medical  student.  It  was  ap- 
parent to  me  early  on  in  my  medical  career  that  there  was 
a lot  going  on  in  medicine  outside  the  classroom  and  ex- 
amining room  that  can  affect  how  well  I am  able  to  take 
care  of  my  patients.” 

Susan  Rudd  Wynn,  MD,  38 

chair  of  Council  on  Communication  and  AMA  alternate  delegate 
allergy  and  immunology,  Fort  Worth 


TMA  is  close  enough  to  local 
practice  that  it  is  representative  of  the 
physicians,  and  we  have  strength  in 
numbers.  I can  be  part  of  an  effective 
force  for  changing  things.” 

Raymond  H.  Smith,  MD,  50 

chair  of  Committee  on  Rural  Health 
family  practice,  Fredericksburg 

I got  involved  because  I’m  dedi- 
cated to  the  profession  of  medicine. 
The  rapid  changes  in  the  world  we 
live  in  necessitate  strong  unity  among 
physicians  in  order  to  maintain  our 
professional  goals,  integrity,  and  the  science  of  medicine.” 

Peggy  Russell,  DO,  43 

chair  of  Committee  on  Aging  and  Long-  Term  Care 
internal  medicine,  Austin 

I got  a student  loan  from  TMA  while  I was  in  medi- 
cal school  at  Baylor,  and  that’s  when  I joined.  Harris 
County  Medical  Society  was  gracious  enough  to  send  me 
to  an  AMA  meeting.  I went  and  was  hooked  from  then 
on.  TMA  and  AMA  are  two  of  the  most  democratic  or- 
ganizations you  could  ever  be  involved  in.” 

Charlotte  Smith,  MD,  33 

Young  Physician  Section  alternate  delegate  to  AMA 
physical  medicine  and  rehabilitation,  Austin 

What  motivated  me  was  wanting  to  be  on  top  of  all 
the  changes  going  on.  I don’t  want  to  find  out  down  the 
road  what  the  changes  are.  I want  to  be  more  informed 
and  be  part  of  those  changes.” 

Martin  G.  Guerrero,  MD,  40 

chair  of  Young  Physician  Section  governing  council 
and  Young  Physician  Section  delegate  to  AMA 
internal  medicine,  San  Antonio 


Back  Talk  is  a notiscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  'X'e  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


Why  did 
you  become 
involved  in 
organized 
medicine? 
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The  controversial  rise  of  school-based  clinics  • What  Texas  schoolchildren  aren’t  learning  about  health 
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Library 
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The  Texas  Medical  Association  has  endorsed  Autoflex  Leasing  for  its 
integrity,  superior  service  record  and  flexible  leasing  plans.  Volume 
buying  power  gives  Autoflex  the  eelge  over  other  companies  and  brings 
all  the  benifits  to  you. 

Call  now  for  more  information  about  our  many  programs  .specially 
created  for  TMA  members  and  enjoy  the  rewards  of  an  experienced 
company  ready  to  deliver  your  new  car. 

Call  1 -800^634'  1 234  or  2 1 4C34- 1234. 


Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  were  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 


We’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
and  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  Insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association  Insurance  Trust 
401  W.  15th  Street,  .Austin,  T.X  78701 
RO,  Box  1707,  Austin,  TX  78767-1707 

1-800-880-8181 


Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 


Underwritten  by  The  Prudential  for 
25  years  (1969-  1994) 


William  G.  Game!,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


INSURANCE  COVERAGES  FOR  YOU, 
YOUR  FAMILY,  YOUR  STAFF 


Coverage 


Major  Medical 


Physician  Family  Staff 


Life 


Office  Overhead 


Personal  Accident 


Texas  Medicine  ★ Special  Issue  ★ June  1994 


The  Health 

of  Texas 

Childre 


FEATURE  STORY 


Taking  health  care 
where  the  kids  are 

Still  the  source  of  much  debate  in  the  medical  community  and 
community  at  large,  school-based  health  clinics  are  expected  to 
gain  prominence  as  a result  of  health-system  reform.  One  Texas 
physician  believes  private  practitioners  must  take  the  lead  in  setting 
up  and  overseeing  school  clinics  to  ensure  their  ultimate  success. 

He  offers  a model  of  how  that  can  be  done  at  two  school-based 
clinics  in  Galveston. 

BY  JEAN  PIETROBONO 

14 


What  Texas 
schoolchildren 
aren’t  learning 
about  health 

Despite  the  increased  health  risks  faced  by 
todays  children,  Texas  schools  continue 
to  place  low  priority  on  health  education. 

BY  LAURA  J.  ALBRECHT 
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A special  Texas  Medicine  issue 

That  childhood  should  be  serene  is  a fiction  maintained  only 
by  those  who  have  forgotten  the  value  of  their  own  struggles  to  grow  up.  But 
the  dream  that  all  kids  should  enjoy  good  health,  good  parenting,  and  pro- 
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Letters 


Article  on  female  physicians 
dismaying 


WHAT  IS  PROBABI.Y  MOST 
Striking,  at  first  glance,  about 
the  article  entitled  “The  lives 
of  female  physicians”  in  the 
March  1994  issue  of  Texas  Medicine 
is  that  it  was  written  by  five  men.  I 
am  surprised  and,  in  tact,  dismayed 
that  Dr  Lewis  evidently  was  not  able 
to  find  any  temale  colleagues  at  Tim- 
berlawn  Psychiatric  Research  Foun- 
dation to  assist  him  in  putting  to- 
gether this  research  masterpiece! 

The  results  of  questionnaires  sent 
to  a number  of  physicians,  both 
male  and  female,  suggest  that  female 
physicians,  to  quote  the  authors’ 
summary,  “are  much  more  like  both 
male  physicians  and  female  dentists 
than  anticipated.”  Also,  according  to 
the  authors,  female  physicians  gen- 
erally describe  “high  levels  of  work 
satisfaction,  average-to-high  levels  of 
marital  satisfaction,  and  relatively 
low  levels  of  psychiatric  distress.” 

Then  our  gentlemen  authors 
come  out  with  a statement  that  ab- 
solutely boggles  the  mind  ol  any- 
one aware  of  the  differences  be- 
tween working  men’s  and  working 
women’s  income:  “Their  [women’s] 
lower  levels  of  practice  income  re- 
main something  of  an  enigma  as 
gender  remains  the  most  powerful 
predictor  of  income  and  is  not  re- 
placed in  statistical  analyses  by  spe- 
cialty, hours  worked,  or  other  sig- 
nificant variables.” 

Imagine  that!  Any  female  who 


has  ever  belonged  to  the  National 
Organization  of  Women,  the 
American  Association  of  University 
Women,  the  National  Federation 
of  Business  & Professional  Women 
Clubs,  or  the  League  of  Women 
Voters  could  have  told  the  authors 
that  without  having  to  go  to  all  the 
trouble  of  questionnaires.  Women 
have  lower  levels  of  income  for  the 
same  work  done  at  all  levels  of 
our  society. 

The  final  paragraph  in  the  au- 
thors’ summary,  in  its  somewhat 
supercilious  tone,  comments  that 
“female  physicians  who  find  higher 
levels  of  satisfaction  in  work  also 
report  higher  levels  of  marital  sat- 
isfaction and  fewer  psychiatric 
symptoms.  For  these  women,  a 
highly  satisfying  medical  career 
does  not  apparently  need  to  be  ex- 
perienced at  the  cost  of  marital  or 
personal  distress.” 

One  can’t  help  wondering:  If  the 
female  physicians’  income  was  as 
high  as  the  male  physicians’  for  the 
same  amount  of  work,  would  that 
burden  these  women  and  their  high- 
ly satisfying  medical  careers  with 
more  marital  or  personal  distress? 
Perhaps  the  gentlemen  are  implying 
that  the  women  would  have  to 
spend  time  and  intellectual  effort  in 
finding  somewhere  to  invest  all  their 
increased  income. 

Mary  D.  Bublis,  MD,  LFAPA 

712  W 8 th  St 
Plainview,  TX  79072 


The  author  responds 


I AM  SORRY  I' HAT  A DISTIN- 
guished  colleague  finds  the  report 
on  female  physicians  dismaying. 
The  research  was  done  by  five 
males  as  a part  of  a larger  project  ex- 
ploring self-reports  of  work  and  love 
from  a large  group  of  physicians, 
dentists,  and  spouses.  Input  from  re- 
spected women  colleagues  was  ob- 
tained from  the  early  phases  of 
planning  to  data  analyses  and  inter- 
pretation. Thus,  the  implication  that 
five  males  took  it  on  themselves  to 
study  females  without  benefit  of 
thoughtful  assistance  from  women 
colleagues  does  not  represent  the  re- 
ality of  the  project. 

As  Dr  Bublis  points  out,  the  gen- 
der income  discrepancies  have  been 
well  known  for  years.  What  this  re- 
search suggests,  however,  is  that  sim- 
ple linear  explanations  do  not  account 
for  the  income  differences  in  this 
sample  of  physicians.  The  report  pos- 
es a series  of  questions  that  future  re- 
search needs  to  address,  such  as 
whether  women  physicians  take  more 
time  with  their  patients  or  pursue  co- 
payments less  aggressively,  and  other 
questions  that  are  meant  to  explore 
whether  women  in  medicine  partici- 
pate in  their  reduced  incomes  or  are 
victimized  by  cultural  biases,  or  both. 

Dr  Bublis’  final  comment  is  confus- 
ing. The  point  is  that  women  physi- 
cians, like  their  men  colleagues,  can 
find  high  satisfaction  in  their  work 
without  “purchasing”  this  satisfaction 
at  the  cost  of  increased  levels  of  marital 
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unhappiness  or  personal  distress. 

In  sum,  we  believe  the  research 
contradicted  several  myths  about 
women  in  medicine  and,  as  such, 
could  be  of  interest  to  women  con- 
templating medical  careers.  That 
such  “good  news”  was  perceived  with 
such  dismay  by  Dr  Bublis  is,  once 
again,  regrettable. 

Jerry  M.  Lewis,  MD 

Timberlawn  Psychiatric 
Research  Foundation,  Inc 
2750  Grove  Hill  Rd 
Dallas,  TX  75227 
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(Editor’s  note:  Texas  Medicine  re- 
ceived many  responses  on  its  new  tele- 
phone comment  line  to  the  March 
1994  cover  story,  “What  Texans  think 
about  their  physicians.  ” With  permis- 
sion of  the  callers,  a sample  of  those 
comments  follows.  We’re  interested  in 
hearing  what  you  think  on  issues  dis- 
cussed in  the  magazine.  Please  call  the 
toll-free  Texas  Medicine  comment 
line  at  [800]  880-1475  anytime.) 


A little  more  circumspection 
in  order 


■ FOUND  THE  ARTICLE  ON 
attitudes  toward  physicians  very 
interesting.  Those  were  very  valid 
comments  by  patients  about  see- 
ing starving  lawyers  but  not  starving 
doctors.  We  tend  to  flaunt  our  finan- 
cial successes  to  the  public  in  very 
untoward  ways,  as  in  the  patient’s 
quote  about  a Mercedes  headed  for 
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Letters 


North  Austin.  We  could  he  a little 
more  circumspect  and  a little  less 
hrash  toward  our  patients,  while  at 
the  same  time  maintaining  healthy 
and  prosperous  lifestyles. 

Presley  J.  Mock,  Jr,  MD 

815  S Broadway 
LaPorte.  TX  77571 

Changes  have  deteriorated 
physician-patient  relationship 

The  situation  regarding 
patients  and  what  they  think 
about  their  physicians  has  so  de- 
teriorated with  the  changes  in 
medicine  over  the  past  few  years  that 
I no  longer  wish  I were  in  medicine. 
I have  actively  discouraged  my  chil- 
dren from  entering  the  field. 

Thomas  D.  White,  MD 

6100  Harris  Parktvay 
Fort  Worth,  TX  76132 

Student  discouraged  by 
negative  perceptions 

I’m  a medical  student  at 
The  University  of  Texas  South- 
western Medical  School,  and  I find 
it  kind  of  discouraging  that  people 
think  so  poorly  of  doctors.  Most  peo- 
ple don’t  realize  what  it  takes  to  go 
through  medical  school,  and  I feel 
that  most  doctors  deserve  what  they 
earn.  If  I wanted  to  simply  make 
money,  I probably  would  have  gone 
into  something  like  pharmaceutical 
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sales.  In  that  field,  I wouldn’t  have 
any  on-call  hours  and  would  probably 
be  making  comparable  money. 

It’s  discouraging  to  learn  that  peo- 
ple think  we’re  just  in  it  lor  the  mon- 
ey and  that  in  general  we’re  not  good 
doctors.  I want  to  be  a doctor  be- 
cause I want  to  help  people. 

Kenneth  Adams 

3707  Miles,  No.  8 
Dallas.  TX  75209 

Osteopaths  more  geared 
tov/ard  patient  concerns 

The  a r r I c I.  e on  how 
patients  view  physicians  was  very 
good.  I’m  glad  that  physicians 
are  taking  a look  at  what  patients 
think.  I’m  an  osteopathic  physician. 
Our  training  and  education  has  been 
geared  toward  the  patient-physician 
relationship,  and  I think  the  patients 
are  very  much  aware  of  that. 

I wish  that  in  your  next  article 
you  would  comment  on  the  relation- 
ship between  osteopathic  physicians 
and  their  patients,  and  see  that  they 
have  been  much  more  aware  of  this 
issue  during  their  entire  history. 

Roberta  L.  Fennig,  DO 

4800  Alberta 
El  Paso,  TX  79905 
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Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  of  your  A! R 
Maximize  revenue 

Reduce  reimbursement  time 

Reduce  overhead  at  least  30% 
Increase  staff  productivity 

“P.F.SJ.  takes  the  burden 
of  hilling  off  your  mind 
without  taking  the  control 
out  of  your  hands!” 

Call  us  today! 
(800)  766-5405 
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TMLT.  YOUR  PERFORMANCE  TRUST  FOR  FIFTEEN  YEARS. 


I‘M)4.  A Year  to  Celohrati'!  Created  in  Id7<)  l)\  Texas  Medical  Association  and  head(|uartered 
in  Austin,  dVxas  Medical  Liability  Trust  is  "rowinji;  isito  its  filteenth  year  ol  protecting  I'exas 
physicians  with  professional  tnedieal  liability  insurance.  Our  policyholders  place  a high  value 
on  I'Mld  ’s  medical  liability  eoverag<‘  hackt'd  by  strong  financials,  innovative  [)roactive  risk 
management  programs,  and  outstanding  claim  management  and  defense.  TMId'  values  the  concerns 
(»f  Pexas  |)hysic  ians,  so  we  keep  abreast  of  those  .state  and  national  legislative  issues  aileeting  them. 

It  is  easy  to  see  why  so  numv  lexas  physicians  choose  I Mid'  value!  Were  proud  ot  our 
performanee  tlu'se  past  fiftemi  years  and,  in  some  ways,  weVe  right  where  we  .started— here  in  Texas 
protecting  o/i /y  Lexas  physicians.  Choose  TMId'.  Your  Performanee  drust! 

I or  a coverage  proposal  or  fuilher  inlormation,  please  call  l-8()()-.58t)-86.5H  or  1-512-4.54-6781. 


(treated  and  Kndorsed  l)y  d'exas  Medical  Association 
Kndorsed  by  the  d'exas  Academy  of  Family  I’liysieians 
b2IO  Highway  2*)0  Fast,  .Suite  400  • Austin,  d'exas  78723-10.57 
P.O.  Box  14740  • Aii.stin.  Texas  78701-4740 


People 


NEWSMAKERS 


John  J.  Andujar,  MD,  Fort  Worth, 
was  recognized  as  the  Hrst  honorary 
president  of  the  World  Association  of 
Societies  of  Pathology. 

Retiring  Temple  physicians  John  D. 
Bonnet,  MD,  oncology;  William  R. 
Engvall,  MD,  anesthesiology;  Ronald 
H.  Hayward,  MD,  thoracic  surgery; 
M errill  I.  Lipton,  MD,  psychiatry; 
and  Victor  E.  Schulze,  MD,  cardiol- 
ogy, received  Silver  Stethoscope 
Awards  from  the  Bell  County  Med- 
ical Society  and  Alliance. 

Dorothy  A.  Cato,  MD,  received  the 
1994  Outstanding  Clinician  Award 
from  the  Foundation  of  the  Houston 
Psychiatric  Society. 

C.  Mark  Chassay,  MD,  a Houston 
family  practice  resident,  received  the 
American  Medical  Association/Glaxo 
Achievement  Award  in  recognition  of 
his  leadership  abilities  in  medicine. 

Cardiovascular  surgeon  Rafael  Espa- 
da,  MD,  was  appointed  honorary 
consultant  general  for  Guatemala 
in  Houston. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership:  election  or  appointment  to  an  office  of,  or  honors 
from,  a national  or  state  organization:  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine,  401  W 15th  St,  Austin,  TX 
78701;  fax  (512)  370N632. 


John  J.  Andujar,  MD 


Dorothy  A.  Cato,  MD 


Karen  Fink,  MD,  PhD 


John  B.  Fitzgerald,  MD 


Stanley  Feld,  MD,  Dallas,  was  elect- 
ed president  of  the  American  Associ- 
ation of  Clinical  Endocrinologists. 

Karen  Fink,  MD,  PhD,  a resident  at 
The  University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas,  was 
awarded  a fellowship  by  the  Ameri- 
can Brain  Tumor  Association. 

Family  practitioner  Forrest  Fitch, 
MD,  was  named  Doctor  of  the  Year 
by  the  Hidalgo-Starr  County  Med- 
ical Society  Alliance. 

Thoracic  surgeon  John  B.  Fitzgerald, 

MD,  was  named  the  Distinguished 
Houston  Surgeon  for  1994  by  the 
Houston  Surgical  Society. 

Antonio  M.  Gotto,  Jr,  MD,  chief  of 
internal  medicine  at  The  Methodist 
Hospital  and  chairman  of  the  De- 
partment of  Medicine  at  Baylor  Col- 
lege of  Medicine,  received  the  Gen- 
erosity to  Mankind  Award  from  The 
Greater  Houston  Chapter  of  the 
American  Diabetes  Association, 
Texas  Affiliate. 

Guillermo  Gutierrez,  MD,  PhD,  di- 
rector of  the  Pulmonary  and  Critical 


Care  Medicine  Division  at  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter-Houston,  received  the  1990-1995 
Career  Investigator  Award  from  the 
American  Lung  Association. 

The  Society  of  Perinatal  Obstetri- 
cians elected  Gary  D.V.  Hankins, 

MD,  San  Antonio,  to  serve  as  presi- 
dent-elect during  1994. 

Thomas  P.  Votteler,  MD,  clinical 
professor  of  surgery  and  pediatrics  at 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  received  the 
Children’s  Medical  Foundation  of 
Texas  Distinguished  Service  Award  in 
Medicine  for  his  contributions  to  the 
field  of  pediatric  surgery. 

Dallas  neurosurgeon  Phillip  E. 
Williams,  Jr,  MD,  was  reelected  to 
the  board  of  governors  of  The  Amer- 
ican College  of  Surgeons. 

Gastroenterologist  Roy  Willingham, 
MD,  Abil  ene,  received  the  Gold- 
Headed  Cane  Award  from  the 
Taylor-Jones-Haskell  County  Med- 
ical Society. 
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People 


DEATHS 


Thomas  S.  Behr,  MD,  73;  Del  Rio; 
St  Louis  University  School  of  Medi- 
cine, 1952;  died  February  10,  1994. 

Irving  Brown,  MD,  89;  Tyler;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1932;  died  January 
23,  1994. 

John  B.  Coleman,  MD,  64;  Houston; 
Howard  University  College  of  Medi- 
cine, 1956;  died  March  5,  1994. 

Paul  M.  Desmond,  MD,  41;  Austin; 
Eastern  Virginia  Medical  School, 
1983;  died  March  29,  1994. 

Ralph  R.  Gammill,  MD,  69;  Lub- 
bock; University  of  Tennessee  Col- 
lege of  Medicine,  1949;  died  January 
31,  1994. 

Corbet  C.  Locke,  Jr,  MD,  71;  Waco; 
Tulane  University  School  of  Medi- 
cine, 1946;  died  March  19,  1994. 

Miguel  I.  Loredo,  MD,  75;  San  Anto- 
nio; University  of  Havana  School  of 
Medicine,  1943;  died  March  11, 
1994. 

John  F.  Lucas,  Jr,  MD,  49;  Fort 
Worth;  The  University  of  Texas 
Southwestern  Medical  Center,  1970; 
died  March  2,  1994. 

Ulen  Gail  Medford,  Jr,  MD,  79; 

Lufkin;  Baylor  College  of  Medi- 
cine-Dallas,  1938;  died  March  12, 
1994. 


Felipe  A.  Radelat,  MD,  77;  Fort 
Worth;  University  ol  Havana  School 
of  Medicine,  1943;  died  March  4, 
1994. 

Homer  A.  Taylor,  Jr,  MD,  77;  Wim- 
berley;  Baylor  College  of  Medi- 
cine-Dallas,  1943;  died  April  3, 
1994. 

Bernard  S.  Weiner,  MD,  70;  Grand 
Prairie;  The  University  of  Texas 
Southwestern  Medical  Center,  1954; 
died  March  28,  1994. 
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Edward  Donalson  Webb,  MD,  63; 

Willis;  Baylor  College  of  Medicine, 
1954;  died  March  30,  1994. 


WILLIAM  H . Gordon, 
Sr,  MD,  vice-president  of 
the  Texas  Medical  Associa- 
tion during  1963—1964  and  an 
honorary  member  of  the  associa- 
tion, died  February  8,  1994,  at 
age  85. 

A retired  Lubbock  cardiolo- 
gist, Dr  Gordon  was  a TMA 
councilor  for  District  3 and 
served  as  president  of  the  Lub- 
bock-Crosby  County  Medical 
Society  in  1952. 

Dr  Gordon’s  survivors  include 
his  wife,  Mae  Connelley  Gordon; 
children,  William  H.  Gordon,  Jr, 
MD,  Ann  Gordon  Davis,  Ginger 
Wright,  and  Gwen  Stafford;  and 
1 1 grandchildren. 


Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departments  are  seeking 
BE/BC  clinical  public  health  trained 
family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  for 
full-time  employment  with 
excellent  benefits. 

Join  our  innovative  and  progressive 
health  departments  and  work  with 
dedicated  health  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  call.  New  program 
development  and  research  oppor- 
tunities are  available.  Texas  license 
or  ability  to  obtain  required. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
1 800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 

® 

Fort  Worth/Tarrant  County  Health  Department 
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We  offer  the  best  medical  insurance  of  cJ 

Excellent  care. 


Medically  effective,  cost- 
effective:  Our  Circle  of 
Healing  model  delivers  the 
right  patient  care  at  the 
right  time. 


OUTPATIENT 

REHABILITATION 


INPATIENT 
REHABILITATION 


WELLNESS/ 


FITNESS 


sIESS 


ACUTE  CARE 


SUBACUTE  CARE 


At  the  new  St.  Michael  Rehabilitation  Hospital,  we 
believe  nothing  insures  excellent  results  like  excellent 
care.  And  fcom  the  quality  of  our  clinical  teams  to  om* 
unique  six-day-a-week  rehabilitation  regimens,  excellence  is  the  one  and  only  medical 
standard  we  aspire  to. 

Our  facility  is  a key  link  in  an  advanced  therapeutic  model  we  call  the  St.  Michael 
Circle  of  Healing,  which  promotes  medically  effective,  cost-effective  care  by  delivering 
the  right  patient  service  at  the  right  time.  As  such,  we’re  not  just  a new  hospital.  But 
a whole  new  approach  to  rehabilitation  medicine. 

So  to  insure  that  your  rehabilitation  patients  are  getting  the  best,  remember 
I the  new  St.  Michael  Rehabilitation  Hospital.  F or  an  infonnational  brochure,  call 
the  hospital  administrator  at  (903)  614-4286  or  1-800-293-1333. 


St.  Michael 

Rehabilitation 

Hospital 


2400  St.  Michael  Drive  / Texarkana,  TX  75503 


THE 


H-EW,ST.  MICHAEL  REHABILITATION  HOSPITAL 


Texas  Medicine  Feature 


Taki  ng 

Health  Care 


where  the 


Kids  Are 


School-based  health  clinics 
are  expected  to  multiply 
under  health-system  reform. 

Can  Physicians 
Lead  the  Charge? 


By  Jean  Pietrobono,  Managing  editor 


as  waves  ot  young  men  and  women  dart  and  drift  to  homeroom  classes  at  Galveston’s 
Ball  High  School.  The  scene  looks  pretty  much  like  the  high  school  most  of  us 
remember,  with  scuffed  tile  floors,  rows  of  lockers,  and  framed  old  class  photos 
on  display  in  the  main  corridor. 


meeting  today  at  3:30,  and  you  must  bring 
your  baby.  The  yearbook 
staff  reminds  you  that  a 
$10  deposit  . . . 

Crime  Stoppers  in 
school?  Teen-parent 
groups?  Halfway  through 
announcements,  it  be- 
comes clear  that  this  is 
not  exactly  the  high 
school  experience  you  re- 
member, and  these  kids 
have  more  on  their  minds 
than  basketball  games  and  yearbooks. 


Morning  announcements  crackle  over 
the  loudspeaker  system  — 
the  wake-up  call  of  school- 
children  everywhere. 

. . . Auditions  are  be- 
ing held  for  next  year’s 
choir.  Tickets  are  on  sale 
for  Thursday’s  basketball 
game,  $1  apiece.  The 
Crime  Stoppers  program 
is  a modest  success,  a 
chance  to  nail  drug  push- 
ers and  make  some  mon- 
ey, too.  There  will  be  a teen-parent  group 


PHOTOS  / THERESA  DlMhNNO 


Galveston’s  only  public 
high  school,  Ball  is  strug- 
gling with  the  socioeconom- 
ic realities  facing  schools  across  Texas 
and  nationwide:  poverty,  violence, 
drugs,  adolescent  sexuality,  and  fami- 
ly breakdown.  Educators  have  long 
since  abandoned  the  “back-to-basics” 
mentality  of  a decade  ago,  which 
held  that  social  issues  had  no  place  in 
the  classroom.  Not  when 
100,000  American  children 
bring  guns  to  school  every 
day.  Not  when  Texas  leads 
the  nation  in  births  to  chil- 
dren 14  years  and  younger. 

And  any  teacher  can  tell  you 
that  you  can’t  teach  a kid 
who’s  not  healthy. 

“We’ve  always  assumed 
that  school-age  kids  and 
adolescents  are  the  healthiest 
part  of  our  population,”  said 
Stephen  E.  Barnett,  MD,  di- 
rector of  school  health  and 
community  pediatrics  at  The 
University  of  Texas  Medical 
Branch  at  Galveston 
(UTMB).  “But  that’s  because 
we  weren’t  looking  at  all  the 
new  morbidities  — undiag- 
nosed depression,  murder, 
rape,  pregnancy,  and  drug 
and  alcohol  abuse.  These  are 
the  morbidities  that  are 
killing  our  next  generation.” 

Most  of  Ball’s  2,300  stu- 
dents come  from  low-in- 
come, working  class  fami- 
lies. Seventy  percent  of  them 
qualify  for  free  or  reduced- 
price  school  lunches.  When 
Dr  Barnett  conducted  an 
initial  needs  assessment  in  1990,  a 
third  of  the  children  expressed  sig- 
nificant psychosocial  problems. 

And  more  than  half  of  Ball  students 
have  no  health  insurance.  Until  recent- 
ly, that  meant  they  had  very  limited  ac- 
cess to  medical  care.  Like  uninsured 
adults,  they’d  typically  put  off  seeing  a 
doctor  as  long  as  they  could,  then 
wind  up  in  the  emergency  room  when 
a problem  had  become  a crisis. 


That  situation  changed  rather  dra- 
matically 3 years  ago,  when  Dr  Bar- 
nett helped  move  a nonprofit  health 
clinic  founded  by  two  private  physi- 
cians onto  the  school  campus.  On  an 
average  day,  50  children  now  pass 
through  the  doors  ol  the  Ball  High 
School  Primary  Care  Center. 

Kathy  Nash,  CNP,  the  clinic’s 
nurse  practitioner,  treats  kids  tor  mi- 


nor injuries  and  minor  acute  illnesses 
— colds,  earaches,  sore  throats.  She 
also  does  health  maintenance  exams 
and  physicals,  gives  immunizations, 
provides  ongoing  care  for  chronic 
conditions  like  asthma,  and  does  test- 
ing for  pregnancy  and  sexually  trans- 
mitted diseases  (STDs). 

She  does  a complete  psychosocial 
history  of  each  child  on  the  first  visit. 
“A  lot  of  what  I see  has  a mental 


health  component,”  Ms  Nash  said. 
“The  kids  have  major  problems  that 
were  never  addressed  before  because 
nobody  ever  asked  them  — family 
problems,  drugs  and  alcohol,  con- 
cerns about  gangs  and  violence.”  She 
refers  children  who  need  counseling 
to  the  clinic’s  newly  hired  mental 
health  worker  or  to  one  of  the 
school’s  many  group  sessions. 

Ms  Nash  worked  briefly  at 
the  clinic  before  it  moved  on 
campus,  when  it  was  in  a city- 
donated  building  near  the 
school,  but  saw  very  few  stu- 
dents there.  “It  was  only  two 
blocks  away,  but  that  might  as 
well  have  been  2 miles  to  a 
teenager,”  Ms  Nash  said.  The 
hassle  of  getting  their  parents’ 
permission  to  leave  the  school 
grounds  was  enough  to  dis- 
courage most  kids  from  using 
the  clinic. 

Now,  because  health  care  is 
just  down  the  hall,  a few 
doors  past  the  library,  kids  at 
Ball  High  School  are  getting 
medical  services  in  a timely 
manner  and  avoiding  expen- 
sive emergency  room  visits. 
Their  parents  sign  one  per- 
mission form  at  the  beginning 
of  the  school  year,  and  they 
can  use  the  clinic  whenever 
they  need  to.  Because  the 
clinic  staff  have  student  class 
schedules  on  computer,  ap- 
pointments can  be  arranged 
around  academic  priorities. 

One  benefit  of  the  school- 
based  clinic  that’s  easy  to  mea- 
sure is  that  kids  are  missing 
less  school.  Before  the  clinic  was  on 
campus,  the  school  sent  an  average  of 
seven  children  home  a day  because  of 
illnesses  or  injuries.  The  average  is 
now  down  to  two  a day. 

The  Galveston  Independent 
School  District  was  so  impressed 
with  the  clinic’s  performance  its  first 
year  on  campus  that  in  1992,  it 
opened  a second  primary  care  center 
at  Central  Middle  School.  Hopes  are 


Stephen  E.  Barnett,  MD,  is  medical  director  of  two  school-based  clinics  in 
Galveston,  previous  page:  A student  waits  to  see  the  nurse  practitioner 
at  Galveston  s Ball  High  School  Primary  Care  Center. 
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high  that  approval  of  a recent  bond 
package  will  allow  both  clinics  to  ex- 
pand their  cramped  quarters,  which 
each  now  consist  of  really  just  a 
triage  room  and  single  exam  room. 


Bigger  role 

UNDER  REFORM 


HE  IDEA  OF  TAKING 
medical  care  where  the  kids 
are  isn’t  new.  School-based 
clinics  have  been  part  of  the  health- 
care delivery  mix  for  decades.  The 


West  Dallas  Youth  Clinic  at  Pinkston 
High  School,  for  example,  has  been 
serving  students  since  1970. 

Because  school  clinic  funding  re- 
lies heavily  on  grants  from  private 
foundations  and  state  and  lederal 
governments,  support  for  the  con- 
cept rises  and  falls  with  the  vagaries 
ol  politics.  But  no  one  would  dispute 
that  school-based  health  clinics  are 
hot  in  the  1990s.  Although  specifics 
are  hard  to  come  by,  probably  500  to 
600  school  clinics  are  now  operating 
across  the  United  States,  compared 
with  about  50  or  so  just  5 years  ago. 


“That’s  a pretty  steefi  c s in 
I )r  Barnet  t . “ I lully  e;: ; 
school-based  health  clinics  v 
standard  ol  care  lor  health- ii.i'i 
served  children  and  adolescents  in  . 
decade.  They  just  make  so  much 
sense.  It’s  the  old  Sutton’s  Law:  Why 
do  yoti  rob  banks?  Becatise  that’s 
where  the  money  is.  Kids  are  in 
schools,  and  it’s  easy  to  provide  com- 
prehensive services  to  them  there  us- 
ing this  methodology.” 

In  addition  to  his  ellorts  involving 
the  two  school-based  clinics  in  Galves- 
ton, Dr  Barnett  has  played  a key  role 
in  promoting  the  concept  statewide 
lor  the  past  several  years.  In  January 
1992,  he  convened  a planning  meet- 
ing in  Austin  that  jump-started  recent 
initiatives  on  school-based  health. 

Last  year,  the  Texas  Department 
of  Health  (TDH)  for  the  hrst  time 
pumped  major  lunding,  about  $1 
million,  into  eight  school  health  pro- 
jects across  the  state,  including  the 
Galveston  clinics.  Those  eight  TDH- 
lunded  projects,  along  with  10  exist- 
ing school  health-center  projects, 
serve  76  elementary,  secondary,  and 
alternative  schools,  reaching  a total  of 
more  than  50,000  Texas  students. 
This  month,  TDH  will  begin  distrib- 
uting another  $1  million  to  fund 
eight  more  school  health  projects. 

But  those  efforts,  as  well  as 
significant  projects  funded  by  private 
interests  like  the  Robert  Wood  John- 
son Foundation’s  School-Based  Ado- 
lescent Health  Care  Program,  will  be 
dwarfed  by  the  ambitious  expansion 
of  school-based  clinics  many  expect  to 
come  about  as  part  ol  health-system 
reform.  President  Clinton’s  Health  Se- 
curity Act,  as  well  as  several  other  pro- 
posed pieces  of  reform  legislation,  ear- 
mark anywhere  from  $200  million  to 
$600  million  for  school  health. 

It’s  not  hard  to  see  why  school- 
based  clinics  are  expected  to  play  a big- 
ger role  under  health-system  reform. 

“If  universal  access  to  care  be- 
comes a reality,  there’s  going  to  be  an 
enormous  population  out  there  cur- 
rently underserved  and  without  med- 
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Administrative  Assistant  Dustie  Thomas,  foreground,  schedules  clinic  appointments  for  Ms  Nash. 


ical  homes  that  we’re  going  to  need 
to  serve,”  Dr  Barnett  explained.  Na- 
tionally, more  than  8 million  chil- 
dren through  age  18  are  uninsured; 
1.3  million  of  them  are  in  Texas. 
And  probably  twice  as  many  children 
are  underinsured. 

“When  we  get  some  form  ol  univer- 
sal health  insurance,  all  of  a sudden  all 
those  children  are  going  to  be  able  to 
financially  access  care.  How  in  the 
world  are  we  going  to  fit  them  into  our 
current  practices?”  Dr  Barnett  asked. 

Texas’  recent  flurry  of  school  clin- 
ic funding  is  partly  in  anticipation  of 
major  dollars  coming  down  from 
federal  health-system  reform.  To  get 
its  share  of  that  federal  funding, 
Texas  must  have  a system  in  place  to 
put  it  to  use.  TDH  Commissioner 
David  Smith,  MD,  an  outspoken, 
longtime  advocate  of  school-based 
health  clinics,  established  the  School 
Health  Program  within  the  Bureau 
of  Women  and  Children  in  January 
1993  to  coordinate  efforts. 


What  they’re  not 


The  push  to  expand 
school-based  health  clinics  in 
Texas  has  generated  its  share 
of  controversy  and  doubt.  When  a 
school-based  clinic  is  proposed  in  just 
about  any  community,  the  idea  is  of- 
ten greeted  with  distrust.  Will  the 
clinic  usurp  parental  authority?  Will  it 
pass  out  birth  control  pills  or  perform 
abortions?  Is  it  right  for  schools  to  di- 
vert scarce  time  and  resources  from 
their  primary  mission  — education  — 
to  something  as  complex  as  running 
medical  clinics? 

Physicians,  in  particular,  question 
whether  school-based  clinics  provide 
children  with  true  medical  homes 
and  continuity  of  care.  What  happens 
after  school  hours  and  during  the 
summer?  Is  it  back  to  the  emergency 
room?  And  private  practitioners  natu- 
rally are  concerned  about  whether 
they  will  be  forced  to  compete  with 
school  clinics  for  patients. 

Patti  Patterson,  MD,  chief  of  the 
TDH  Bureau  of  Women  and  Chil- 
dren, stresses  that  school-based  clinics 


aren’t  for  everyone. 
Specifically,  they  are  in- 
tended for  schools  where 
children  have  limited  ac- 
cess to  medical  care,  espe- 
cially in  remote  rural 
communities  and  in  un- 
derserved inner-city  areas. 

“One  of  our  goals  is 
to  get  medical  homes  for 
kids,  not  to  disrupt  med- 
ical homes,”  Dr  Patter- 
son said.  “We  don’t  want 
to  go  to  a school  where 
everybody  has  private 
doctors.  We  want  to  go 
where  kids  don’t  have  ac- 
cess to  care,  and  we  want 
to  try  to  link  them  into 
medical  homes  where 
they  will  have  access  to 
24-hour  coverage.” 

The  health  department  requires  a 
strenuous  process  to  ensure  broad 
community  involvement  for  any  of 
the  school-based  clinics  that  it  funds. 
Dr  Patterson  says.  “Before  we  will 
consider  a place  for  funding,  it  must 
have  a community  advisory  commit- 
tee made  up  of  parents,  teachers,  ad- 
ministrators, community  leaders, 
members  of  the  medical  community, 
and  church  people.  And  if  it’s  at  a 
high  school,  we  like  to  have  kids  on 
there  too,”  she  said. 

Dr  Patterson  notes  that  while 
TDH  requires  the  clinics  it  funds  to 
provide  a core  of  primary  care  ser- 
vices, family  planning  is  not  among 
them.  “Even  in  the  clinics  where  they 
do  offer  family  planning,  all  repro- 
ductive services  together  usually  only 
account  for  a small  percentage  of 
what’s  done,”  she  said. 

At  the  Ball  High  School  clinic,  for 
example,  pregnancy  and  STD  test- 
ing, condom  distribution,  and  other 
reproductive  services  account  for 
about  1 5%  of  all  services  provided. 
Students  who  request  family  plan- 
ning services  are  referred  to  a UTMB 
clinic  off  campus,  and  parents  must 
sign  a separate  approval  for  students 
to  receive  condoms. 
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Meeting 

COMMUNITY  NEEDS 


Because  school-based 

clinics  are  developed  at  the  local 
level,  in  response  to  particular 
community  needs,  just  about  every 
clinic  is  administered,  staffed,  and  op- 
erated a little  differently. 

For  example,  in  Hart,  a Panhan- 
dle farming  community  with  no 
physicians,  no  pharmacies,  and  all 
560  of  the  town’s  prekindergarten 
through  high  school  students  sharing 
one  campus,  the  school  district  con- 
tracts with  the  Texas  Tech  Medical 
School  Department  of  Pediatrics  to 
send  physicians  to  a school-based 
clinic  every  Wednesday. 

In  the  Arlington  Independent 
School  District,  a pediatric  nurse 
practitioner,  social  worker,  and  aide 
rotate  1 day  a week  at  clinics  in  five 
different  schools,  serving  a total  of 
3,400  students. 

Two  clinics  located  in  San  Anto- 
nio high  schools  also  serve  nearby 
middle  and  elementary  schools,  and 
each  is  staffed  with  a full-time  physi- 


cian, registered  nurse,  and  other  per- 
sonnel. Together,  the  two  clinics 
serve  more  than  7,000  students  and 
their  siblings. 

The  clinics  at  Ball  High  School 
and  Central  Middle  School  in  Galve- 
ston, together  serving  3,600  srudents, 
are  each  staffed  by  a nurse  practition- 
er, school  nurse,  and  health  aide, 
which  is  a fairly  common  model 
among  school-based  clinics.  This 
year,  with  the  help  of  a TDH  grant, 
the  Galveston  clinics  were  able  to 
contract  for  tbe  services  of  a psychol- 
ogist and  health  educator  as  well.  An 
executive  director,  Tom  Pevoto,  ad- 
ministers a budget  of  just  over  half  a 
million  dollars  for  the  two  clinics  and 
reports  to  the  nonprofit  corporation’s 
board  of  directors. 

As  medical  director  for  the  two 
clinics.  Dr  Barnett  oversees  the  work 
of  the  nurse  practitioners.  He  is  assist- 
ed by  half  a dozen  volunteer  physi- 
cians from  the  Galveston  community, 
who  provide  night  and  weekend  call. 
Second-year  residents  from  the 
UTMB  Department  of  Pediatrics  are 
available  for  weekly  consultations. 

What  stands  out  most  about  the 


Galveston  hk-  ' i 's  liiv 
high  level  of  in-, 
by  private  physici;' ■ , . 
Barnett,  wbo  also  ser',. 
pediatric  bealth  consultant 
to  the  Galveston  Indepen- 
dent School  District,  be- 
lieves that  involvement  by 
local  private  physicians  is 
critical  to  the  long-term 
success  of  school-based 
clinics.  “Having  physicians 
come  in  keeps  the  clinics 
interfaced  with  the  com- 
munity,” he  said.  “That 
way,  if  something  isn’t  go- 
ing right,  we’re  likely  to 
hear  about  it  fairly  quickly 
so  we  can  correct  it.” 

Private  physicians 
should  be  involved  not 
only  in  overseeing  school 
clinics,  but  in  setting  them  up  as  well. 
Dr  Barnett  says.  “Physicians  need  to 
lead  the  charge  on  this,  that’s  a must. 
Private  practitioners  are  in  the  best 
position  to  make  sure  school-based 
clinics  are  integrated  with  existing 
health-care  delivery  systems,”  Dr  Bar- 
nett said.  “And  they  can  use  the  same 
kinds  of  efficiencies  they  use  in  their 
private  offices  in  setting  up  clinics.” 


Joint  venture  model 

The  Galveston  clinics 
did,  in  fact,  evolve  from  a 
clinic  established  as  a private, 
nonprofit  corporation  in  the  mid- 
1980s  by  two  family  practice  physi- 
cians, Angela  J.  Shepherd,  MD,  and 
Janice  K.  Smith,  MD. 

The  two  physicians  initially  locat- 
ed the  clinic,  then  called  the  Teen 
Health  Genter,  Inc,  a couple  blocks 
from  Ball  High  School  in  a building 
donated  by  the  city.  However,  the 
clinic  was  unable  to  attract  many  stu- 
dents because  it  was  off  campus  and 
because  many  students  had  the  mis- 
guided perception  that  the  clinic 
only  treated  STDs. 

“It  was  a tremendous  boon  to  get 
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the  clinic  on  campus  and  become 
part  of  the  school  system,”  said  Dr 
Smith.  While  she  and  Dr  Shepherd 
have  cut  back  their  involvement  to 
build  their  private  practices,  both 
have  served  on  the  clinic’s  board  of 
directors  and  continue  to  provide 
volunteer  oversight  and  backup. 

Dr  Barnett  relied  upon  the  con- 
cept of  a joint  venture  partnership 
to  help  convince  the  school  district 
to  move  the  clinic  into  Ball  High 
School.  “The  key  was  to  bring  all 
the  different  partners  to  the  table  — 
the  school  district,  the  Galveston 
County  Health  District,  and  the 
Department  of  Human  Services,  as 
well  as  the  Teen  Health  Center  that 
the  private  practitioners  estab- 
lished,” Dr  Barnett  said. 

Later,  when  the  opportunity  came 
up  to  apply  for  a grant  from  the 
health  department,  UTMB  agreed  to 
provide  required  local  matching 
funds  and  became  another  joint  ven- 
ture partner. 

One  of  the  key  elements  of  the 
joint  venture  partnership  model  is 
that  each  partner  brings  its  own 
funding  to  the  project.  Dr  Barnett 


says.  UTMB  pays  the  nurse  practi- 
tioners’ salaries,  the  clinic  adminis- 
trator is  paid  by  the  county  health 
district,  TDH  grants  fund  salaries 
for  the  mental  health  worker  and 
health  educator,  and  the  Texas  De- 
partment of  Human  Services  pays 
the  salaries  of  its  workers  who  are 
on  site  to  certify  eligible  students 
for  Medicaid  and  other  entitlement 
programs. 


Not  in  Alvin 


Alma  C.  Golden,  MD, 
a colleague  of  Dr  Barnett’s  at 
UTMB,  commends  his  ef- 
forts to  deal  head-on  with  the  tough 
issues  involved  with  school-based 
health  care.  “He’s  addressed  a lot  of 
the  issues  like  parental  consent  and 
continuity  of  care,  and  he’s  trying  to 
set  up  a model  that  really  will  work 
with  an  underserved  population,”  she 
said.  “But  it  definitely  wouldn’t  work 
in  Alvin.” 

Alvin  is  Dr  Golden’s  hometown,  a 
suburban,  mostly  middle-class  com- 
munity halfway  between  Houston 


and  Galveston.  She  com- 
mutes to  her  job  as  di- 
rector of  pediatric  ser- 
vices for  the  UTMB 
Maternal  & Child 
Health  Program  in  the 
Department  of  Obstet- 
rics & Gynecology. 

With  12  family  prac- 
tice physicians  in  Alvin 
serving  a total  popula- 
tion of  30,000,  the  town 
doesn’t  need  and  eco- 
nomically couldn’t  sup- 
port a school-based  clin- 
ic, Dr  Golden  says.  She 
believes  that  like  Alvin, 
most  Texas  communities 
are  not  good  sites  for 
school-based  clinics  be- 
cause adequate  private 
resources  are  available  to 
provide  services  for  children  without 
medical  homes.  “And  there  are 
enough  negative  attitudes  toward 
school-based  clinics  that  they’re  go- 
ing to  create  problems  for  them- 
selves,” she  said. 

Dr  Golden  has  proposed  two  in- 
teresting alternatives  to  school- 
based  clinics  for  expanding  access 
to  health  care  for  children  and  ado- 
lescents. Both  are  school-linked, 
rather  than  school-based,  models. 

One  is  a nonprofit  clearinghouse 
that  would  collect  information  on 
which  doctors  in  the  community  are 
willing  to  take  private,  nonpay,  or 
Medicaid  patients,  as  well  as  public 
programs  and  agencies.  If  a child 
needs  medical  care  and  doesn’t  have  a 
private  physician,  school  personnel 
could  call  the  clearinghouse,  which 
would  link  the  child  to  available  ser- 
vices, make  appointments,  and  per- 
haps arrange  transportation. 

Her  other  proposal,  called  Cam- 
pus Adopt-a-Doc,  would  align  each 
school  with  a private  practitioner 
who  would  be  willing  to  provide 
free  services  for  children  on  that 
campus  with  no  other  access  to 
medical  care. 

Dr  Golden  has  applied  for  a TDH 
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grant  to  tiiiul  the  start -up  of  a 
health-care  elearinglunise  in  Alvin, 
hilt  had  not  heard  at  press  time  il  the 
grant  was  approved.  Dr  C'lolden’s 
model  is  one  of  Hve  in  the  Ihiited 
States  that  will  he  highlighted  hy  the 
American  Academy  ol  Pediatrics  in 
promotions  lor  its  Community  Ac- 
cess to  Child  Health  initiative.  In 
April,  a him  crew  was  in  Alvin  video- 
taping for  the  project. 

“We  need  to  look  at  health  services 
to  school-age  children  in  a hroad 
dehnition,”  Dr  Golden  said.  “School- 
hased  clinics  really  are  an  answer  in 
some  isolated  locations,  hut  not  in  the 
vast  majority  of  Texas  communities. 
But  all  Texas  schools  need  to  develop 
access  to  health  care,  so  we’ve  got  to 
look  at  alternative  models.” 


Stumbling  blocks 


Dr  B, ARNETT  HAS  BEEN 
involved  with  school 
health,  in  one  way  or  an- 
other, lor  all  of  his  professional  ca- 
reer. Before  coming  to  Galveston  in 
1989  to  head  up  UTMB’s  school 
health  and  community  pediatrics 
program,  he  worked  for  10  years  in 
rural  private  practice  and,  before 
that,  in  the  Department  of  Pediatrics 
and  Preventive  Medicine  at  the  Uni- 
versity of  Colorado  Health  Science 
Center.  He  helped  set  up  a school- 
based  health  program  in  Colorado 
for  the  children  of  migrant  farm 
workers  and  their  families. 

Over  the  years,  he  has  developed  a 
practical  approach  to  dealing  with 
the  numerous  objections  raised 
against  school-based  health  clinics. 
“You  hear  a lot  ol  talk  about  why  this 
or  that  doesn’t  work.  What  we  need 
to  be  doing  is  focusing  on  what  kind 
of  care  children  need  and  how  we 
can  overcome  any  barriers  that  might 
be  in  the  way  — barriers  to  continu- 
ity, acceptability,  or  accessibility.” 

One  of  the  most  frustrating  barri- 
ers Dr  Barnett  has  come  up  against  is 
what  he  calls  “a  small  but  very  loud 


minority”  that  blocked  eflorts  to  pro- 
vide comprehensive  lamily  planning 
services  at  the  Ball  High  School  clin- 
ic. riie  situation  came  to  something 
ol  a crisis  in  February  1992,  when,  in 
that  month  alone,  22  children  had 
positive  pregnancy  tests  at  the  clinic. 

“ Lhe  board  met  and  said,  ‘We’ve 
got  to  do  something  about  this.  Phis 
is  an  outrage,”’  Dr  Barnett  recalled. 
“11  we’d  had  an  outbreak  of  cholera 
or  salmonella,  we’d  do  something. 
We  were  having  an  epidemic  of 
teenage  pregnancy,  and  we  weren’t 
doing  anything  about  it.” 

Dr  Barnett  brought  a proposal  to 
the  school  board  asking,  among  other 
things,  that  the  clinic  be  allowed  to 
offer  a lull  range  of  family  planning 
services  for  students  who  are  sexually 
active.  Instead,  the  school  board  ap- 
proved the  distribution  ol  condoms 
with  an  educational  message. 

“It’s  sad  that  we  can’t  be  more  ag- 
gressive about  helping  children  un- 
derstand the  enormous  risks  they’re 
taking  with  being  sexually  active  and 
getting  STDs,  because  in  fact  they’re 
playing  Russian  roulette,”  Dr  Barnett 
said.  “It’s  not  like  the  old  days  when 
you  just  go  down  to  get  a shot  ol 
penicillin.  Now  you  go  down  to  the 
funeral  parlor.  The  fastest-growing 
group  of  AIDS  patients  is  young,  het- 
erosexual females,  who  probably  con- 
tracted the  disease  in  adolescence.” 


Attention  to 

OUTCOMES 


R Barnett  is  focusing 
his  attention  on  setting  up 
a long-term  evaluation 
process  that  will  track  the  kinds  ol 
services  provided  at  school-based 
clinics,  selected  health  status  out- 
comes, and  the  associated  costs. 

“It’s  important  to  do  these  evalua- 
tions now  so  that  in  5 years,  when 
people  are  asking  hard  questions, 
they’ll  be  able  to  look  at  some  actual 
data  and  figures,”  he  said.  “We’ve  got 
to  be  able  to  show  that  services  are 


being  renderetl  in  a cost 
manner  and.  In r therm < : 
they’re  making  a dillerence. 

For  example,  he  hopes  to  b'- 
to  compare  the  costs  ol  delivering  pri- 
mary care  at  school-based  clinics  with 
primary  care  delivered  in  emergency 
rooms,  since  that’s  olten  the  alterna- 
tive lor  children  who  don’t  have  med- 
ical homes,  d’he  clinic  is  already 
tracking  basic  data  using  a computer 
program  called  School  HealthCare- 
Online,  and  Dr  Barnett  hopes  to  ob- 
tain additional  grant  lunding  to  do 
more  sophisticated  analyses. 

“One  thing  we  have  to  be  able  to 
do  is  look  at  the  cost  ol  in-kind  and 
volunteer  services,  because  eventually 
everything  is  going  to  have  to  be 
paid  for,”  Dr  Barnett  said.  That  in- 
cludes reimbursement  for  physicians, 
most  of  whom  now  volunteer  their 
services  at  school  clinics. 

In  the  meantime.  Dr  Barnett  is 
encouraging  more  physicians  to  get 
involved  with  school  health  care. 
The  Texas  Medical  Association  and 
the  Texas  Pediatric  Society  have  en- 
dorsed the  concept  ol  school-based 
clinics,  and  other  medical  societies 
are  expected  to  as  well,  he  notes. 
“School-based  health  care  is  on  a roll, 
and  it’s  critical  that  physicians  take 
the  lead,”  he  said. 

Dr  Barnett  has  a new  convert  in 
Shelley  Keyes,  MD,  a second-year 
pediatric  resident  at  UTMB  who  had 
recently  begun  a rotation  between 
the  emergency  room  and  the  two 
Galveston  school  clinics. 

“Because  of  my  experience  in  the 
ER,  I really  see  a need  for  school 
clinics,”  Dr  Keyes  said.  “We  see  so 
many  kids  come  to  the  ER  and  use  it 
as  their  primary  clinic  or  lor  family 
planning,”  she  said.  “We  try  to  steer 
them  to  other  places  where  someone 
can  continue  to  see  them,  but  it’s 
hard  to  get  them  to  come  back.  They 
have  to  keep  coming  to  school  every 
day.  It  just  makes  more  sense.”  ★ 
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What  T EXAS 

SCHOOLCHILDREN  aren’t 
LEARNING  about  HEALTH 

By  Laura  J.  Albrecht,  Associate  editor 


Ask  physicians  or  educators  if 

they  think  Texas  children  are  receiving  an  ad- 
equate dose  of  health  education,  and  the  re- 
sponse will  most  likely  be  a slow  shaking  of 
heads  and  rolling  of  eyes  toward  the  heavens. 
The  selection  of  health  textbooks  and  course  curricula 
for  Texas  students  is  a controversy  still  raging.  Right 
wings,  left  wings,  and  in-between  wings  have  all  voiced 
their  opinions  on  what  should  or  shouldn’t  be  poured  into 
young  minds.  Lawmakers,  boards,  and  local  school 
officials  across  the  state  spent  the  last  year  wrestling  with 
the  issues. 

During  the  last  session  of  the  Texas  Legislature,  Senate 
Bill  20  became  a faded  memory  when  lawmakers  packed 
their  bags  and  headed  home.  The  comprehensive  health 
education  bill  proposed  by  Sen  Mike  Moncrief  (D-Fort 
Worth)  would  have  required  public  schools  to  offer  self- 
development and  life-skills  education  programs  to  grades 
kindergarten  through  12.  The  bill  called  for  instruction 
on  pregnancy  prevention,  HIV/AIDS  prevention,  sub- 
stance abuse  prevention,  consequences  of  adolescent  sexu- 
al intercourse,  and  benefits  of  abstinence. 

Recently,  the  State  Board  of  Education  asked  publish- 
ers submitting  health  textbooks  to  make  extensive  revi- 
sions. The  board  disagreed  with  references  in  the  books  to 
sexually  transmitted  diseases,  hot-line  numbers  for  gay 
and  lesbian  support  groups,  condoms,  breast  and  testicu- 
lar exams,  and  Texas  sodomy  laws.  One  publisher,  Holt, 
Rinehart  & Winston,  determined  that  making  the  revi- 
sions would  be  “prohibitively  expensive”  and  withdrew  its 
book.  Holt  Health,  from  the  adoption  process. 

On  the  surface,  it  would  seem  that  teaching  health  edu- 
cation from  kindergarten  through  college  would  be  non- 
controversial.  Whafs  the  harm  in  teaching  children  and 
adolescents  about  nutrition,  first  aid,  physical  fitness,  acci- 
dent prevention,  and  human  disease?  The  fuel  that  stokes 
the  comprehensive  health  education  fire  is  sexuality  educa- 
tion, and  the  lines  are  drawn  on  what  should  be  taught, 
when  it  should  be  taught,  and  who  should  teach  it. 

“In  sexuality  education,  parents  should  be  the  primary 
sources  of  information,”  said  Fred  Peterson,  PhD,  an  asso- 
ciate professor  of  health  education  at  The  University  of 
Texas  at  Austin.  “Some  parents  choose  not  to  take  on  that 
role;  therefore,  health  education  becomes  even  more  im- 
portant because  it  becomes  the  primary  source.” 

An  often-used  term  in  comprehensive  health  education 


circles  is  “age-appropriate.”  Dr  Peterson  believes  a lot  of  mis- 
information about  what  that  means  leads  to  fears  of  what 
will  be  taught.  “People  who  fear  sexuality  education  think  we 
are  teaching  children  how  to  masturbate,  promoting  homo- 
sexuality, and  passing  out  condoms,”  he  said.  “Age-appropri- 
ate education  allows  for  providing  information  to  children 
when  they  reach  certain  developmental  stages  in  their  lives. 
You  don’t  teach  children  on  an  adult  level.” 

According  to  the  experts,  local  communities  should 
not  be  left  out  of  the  decision-making  process  in  deter- 
mining what  is  appropriate  for  their  areas.  A broad  base 
of  opinion  is  required,  not  just  the  opinions  of  vocal  ad- 
vocacy groups,  which  may  not  reflect  the  values  of  the 
community  as  a whole. 

Health  education  is  more  than  just  learning  the  nutri- 
tional value  of  a granola  bar.  A skill-based  health  education 
program  helps  students  learn  how  to  respond  to  social 
pressures.  “Children  should  leave  school  armed  with  the 
skills  and  knowledge  to  make  positive  decisions  and  lead 
healthy  lifestyles,”  Dr  Peterson  said. 

According  to  research  by  the  Institute  for  Educational 
Leadership,  the  major  behavioral  problems  in  schools  dur- 
ing the  1940s  were  talking,  chewing  gum,  making  noise, 
running  in  the  halls,  being  out  of  place  in  line,  wearing  im- 
proper clothing,  not  using  the  wastebasket,  having  messy 
lockers,  and  holding  hands.  For  the  1990s,  the  major  be- 
havioral problems  are  drug  and  alcohol  abuse,  pregnancy, 
rape,  suicide,  assault,  arson,  and  bombings. 

“Children  are  not  being  given  an  opportunity  to  learn 
health  information  and  skills  to  respond  to  the  challenges 
in  the  world  they  live  in,”  said  Dr  Peterson,  a member  of 
Texas  Medical  Association’s  Adolescent  Health  Task  Force. 

Texas  has  a minimal-standards  approach  to  school 
health  instruction,  he  says.  Although  there  are  promising 
signs  on  the  horizon,  and  some  districts  have  supplement- 
ed health  education  curricula  with  innovative  programs, 
the  Texas  system  needs  a major  overhaul. 

Currently,  children  in  kindergarten  through  sixth 
grade  are  taught  health  once  a week,  supposedly  covering 
six  elements  of  health,  although  there  is  not  evidence  that 
these  elements  in  fact  reach  Texas  children.  Middle  school 
students  have  no  required  health  instruction,  and  only 
one  semester  is  required  during  high  school.  Experts  ar- 
gue that  health  education  should  be  delivered  in  a system- 
atic, sequential  manner  across  all  grades  in  the  same  way 
English,  math,  and  science  courses  are  taught. 
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Middle  school,  when  no  healtli  instruction  is  required, 
is  a particularly  critical  jitnctnre,  say  educators  and  phv'si- 
cians.  The  wheels  already  are  set  in  motion  for  experimen- 
tation with  risk-taking  behaviors.  “ This  is  a turning  point 
in  their  lives,”  said  lorn  M.  Fleming,  Phi),  assistant  di- 
rector of  health  education  and  physical  education  at  the 
Fexas  Fiditcation  Agency’s  Divisioti  of  Curricithim  Devel- 
opmetit  and  Fextbooks. 

“We  are  dealing  with  health  issues  that  are  behavioral  in 
nature,”  said  Dr  Fleming.  “The  good  behaviors  must  be 
maititaitied  and  the  bad  ones  chatiged.  Our  kids  have  to  know 
how  to  communicate,  negotiate,  and  refuse  peer  pressure.” 

Dr  Peterson  agrees  that  the  middle  school  years  are  cru- 
cial in  educating  children  about  health.  “This  is  a big  time 
for  transition  and  development,”  he  said.  “Children  have 
turmoil  in  their  lives  and  there’s  no  health  education.” 

Regarding  the  assertion 
that  knowledge  leads  to 
risky  behavior.  Dr  Peter- 
son says  quite  the  opposite 
is  true.  “Lack  of  knowl- 
edge or  ignorance  may 
very  well  lead  to  reckless 
behaviors,”  he  said. 

“Young  people  need  to  be 
exposed  to  scientifically 
accurate  health  and  med- 
ical information  and  also 
have  opportunities  to  ex- 
plore their  feelings  and  be- 
lief systems.” 

Along  with  what  will 
be  taught  is  the  question 
of  who  will  teach  a new 
brand  of  health  educa- 
tion. Health  educators 
want  to  erase  the  stigma  of  health  classes  in  which  a slide 
show  or  film  keeps  students  at  bay  while  the  coach  is  re- 
viewing where  his  tailback  will  be  on  Friday  night.  The 
information  should  come  from  a variety  of  sources  — 
health  education  specialists,  nurses,  counselors,  and  physi- 
cians, they  say. 

“It’s  unfortunate  that  in  many  schools,  health  is  being 
taught  by  whoever  is  coaching  football,  basketball,  or  ten- 
nis,” said  Dr  Peterson.  “Times  are  changing,  and  the 
whole  area  of  health  and  behavior  is  complex.  We  are 
dealing  with  information  on  behavioral  health  science, 
medicine,  and  life  science.” 

With  an  education  system  geared  toward  excellence  in 
reading,  writing,  and  mathematics,  health  is  not  viewed  as 
a staple  in  the  daily  educational  diet.  Classroom  teachers 
are  pressured  to  squeeze  in  the  basics  each  day,  and  health 
specialists  are  at  a premium.  Therefore,  the  responsibility 
of  primary  care  practitioners  to  inform  their  child  and  ado- 


lescent patients  about  risky  behaviors  has  greatly  i tsid 
Austin  adolescent  medicine  specialist  Fd  ly  . 

is  no  stranger  to  the  health  education  squabbles, 
testified  at  legislative  hearings  and  school  board  text  In* 
reviews,  and  he  has  been  on  the  airwaves  and  in  print  dis 
cussing  the  subject. 

Dr  Fyson  believes  it’s  going  to  take  a strong  effort  by 
organized  medicine  to  provide  appropriate  and  accurate 
information  to  the  education  system. 

During  1 MA’s  annual  session  in  May,  the  Adolescent 
Health  Task  Force  was  scheduled  to  carry  an  expanded 
policy  on  sexuality  education  to  the  House  of  Delegates 
for  approval.  Fhe  recommendation  urged  TMA  to: 

• Support  age-appropriate  and  developmentally  appro- 
priate, comprehensive  kindergarten-through-college 

sexuality  education 
that  is  theory-  and  re- 
searched-based  and 
skills-oriented; 

Promote  policy  through 
visible  and  vocal  leader- 
ship; 

Serve  as  a resource  and 
clearinghouse  for  scien- 
tific, medically  accurate 
information  on  adoles- 
cent sexuality  to  dispel 
medical  misinforma- 
tion; 

Work  with  the  Texas 
Education  Agency  and 
the  state  legislature  to 
develop  and  imple- 
ment  curricula  on  sex- 
uality; 

• Monitor  research  on  curricula  effectiveness; 

• Seek  community  and  corporate  support  for  policy;  and 

• Lead  a coalition  to  promote  comprehensive  sexuality 
education  in  Texas  schools. 

“TMA  is  going  to  have  to  be  vocal  on  this  issue  by  tak- 
ing a leadership  role,”  observed  Dr  Tyson.  “The  public 
has  to  look  to  us  as  authorities  and  as  experts  to  settle 
questions  of  validity  of  facts  and  research.” 

The  former  biology  teacher  and  swim  coach  says 
physicians  must  take  an  activist  role  in  supporting  com- 
prehensive health  education.  “We  have  to  remember  ‘doc- 
tor’ does  mean  to  teach,”  he  said.  “One  role  as  physicians 
is  to  teach  our  patients.”  And  those  patients  include 
school  board  members  and  legislators.  ★ 


Ms  Nash  helps  facilitate  a peer  group  discussion  on  teen  violence  with  students 
at  Ball  High  School. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  In  terms  of  Yohimbine  dosage, 
indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.'' •3' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 

How  Supplied;  Oral  tablets  of  YOCON*^  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30's 
NDC  53159-001-30 
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Betty  P.  Stephenson,  MD,  was  installed  May  13  as  TMA  president  for  1994-1995  during  the  TMA 
Annual  Session  in  Austin. 


‘We’re  in  this  together’: 

TMA  President 
Betty  P.  Stephenson,  MD 

By  Kathryn  Trombatore 

Executive  editor 

Maybe  it  was  playing 
football  that  first  taught  Betty 
Pearce  Stephenson  the  value  of 
teamwork. 

Her  father  taught  her  to  kick  and 
throw  when  she  was  growing  up  in 
Abilene,  and  the  love  of  sports  has 
stayed  with  her.  She  laughingly  re- 
members that  even  when  she  was  a 
mother  of  four  young  children,  the 
neighborhood  kids  would  knock  on 
the  door  and  ask  her  son,  “Tom,  can 
your  mother  come  out  and  play  foot- 
ball with  us  now?” 

Dr  Stephenson,  a Houston  anes- 
thesiologist who  jokes  about  being  a 
primary  care  anesthesiologist,  says 
team  building  will  be  a focus  of  her 
term  as  TMA  president  in  this 
difficult  year  of  health-system  reform. 

“I  want  to  get  as  many  physicians 
as  possible  involved  with  TMA,  and  1 
want  them  to  understand  that,  right 
now,  unity  is  the  key  word,”  she  said. 

She  believes  that  if  physicians 
will  “hang  in  there,”  they  have  a 
good  chance  to  influence  the  politi- 
cal process. 

“People  want  to  choose  their  own 
doctor,  and  I think  that’s  one  of  the 
reasons  that  managed  care  hasn’t 
gone  like  wildfire  in  Texas,”  she  said. 
“I  think  we  have  a window  of  oppor- 
tunity to  influence  health-system  re- 


form. Congress  is  going  to  have  trou- 
ble with  any  plan  unless  it  has  a lot 
of  physician  involvement.” 

Early  picks  for  medicine 

Dr  Stephenson’s  own  formal  involve- 
ment in  medicine  began  in  medical 
school  at  Baylor  University  College 
of  Medicine,  from  which  she  gradu- 
ated in  1953.  But  her  interest  in 
medicine  goes  back  to  when  she  was 
12  and  trying  to  revive  some  puppies 
that  were  born  prematurely. 


“I  was  so  frustrated  that  I didn’t 
know  enough,”  she  recalled. 

Even  though  she  knew  then  that 
she  wanted  to  be  a physician,  she  had 
a tough  time  persuading  the  adults 
around  her. 

“The  question  I always  got  asked 
was,  ‘Honey,  what  do  you  want  to  be 
when  you  grow  up?’  And  I’d  say,  ‘I 
want  to  be  a doctor.’  And  they’d  say, 
‘Oh  no,  honey,  you  mean  you  want 
to  be  a nurse.’  And  I’d  say,  ‘No,  I 
don't  to  be  a nurse.  I want  to  be 
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a doctor.’  I got  that  over  and  over 
and  over.” 

Once  she  got  to  medical  school,  she 
found  that  being  female  drew  a bright 
spotlight  on  her  that  wasn’t  all  bad. 

“In  some  ways  it  was  easier,”  she 
said.  “In  my  day,  if  women  did 
something  well  it  looked  super.  But 
you  couldn’t  do  something  mediocre 
because  it  looked  terrible.” 

While  in  medical  school,  she  met 
and  married  Charles  T.  Stephenson, 
MD,  now  a Houston  orthopedic  sur- 
geon who  is  president  of  the  Harris 
County  Medical  Society.  She  was  preg- 
nant with  their  first  child  during  her 
internship  at  City  Hospital  in  St  Louis, 
and  it  was  this  pregnancy  that  indirect- 
ly led  to  her  choice  of  specialty. 

“My  last  month  of  internship,  I 
was  pregnant  and  due  in  July,”  she 
said.  “I  had  a rotation  on  general 
surgery  and  knew  I couldn’t  physical- 
ly do  it.” 

She  traded  with  another  intern  for 
a rotation  on  anesthesia  and,  even 
though  she  had  planned  to  go  into 
pediatrics,  she  and  anesthesiology 
were  a quick  and  sure  match. 

“After  about  10  days  on  anesthesia 
service,  I tore  up  the  application  for  the 
pediatric  residency,”  she  said,  adding 
that  a positive  stint  in  a hospital  phar- 
macy before  medical  school  had  biased 
her  toward  anesthesiology.  She  also 
liked  the  immediacy  of  the  specialty. 

“I  like  to  see  things  happen  now, 
and  I saw  that  in  anesthesiology,” 
she  said. 

Following  a residency  at  Baylor 
Affiliated  Hospitals,  she  began  her 
practice  in  1957.  Today,  she  de- 


50  Years  Ago  in  Texas  Medicine 

|unel944 

Animal  experimentation  in  the 
solution  of  the  cancer  problems 

By  W.A.  Selle,  MA,  PhD 
Galveston,  Tex 


The  study  of  cancer  by  experimental  methods  has  developed 
along  three  major  lines  of  endeavor.  The  first  of  these  and  the  one  which 
revived  dying  enthusiasm  was  the  demonstration  by  Loeb  and  others  that 
tumors  can  be  readily  transplanted  from  one  animal  to  another  within  the 
same  species,  that  the  success  of  homotransplants  is  dependent  on  the  degree 
of  kinship  of  the  donor  to  the  recipient  and  that  heterotransplants  invariably 
fail.  The  second  very  productive  line  of  investigation  concerned  the  inheri- 
tance of  spontaneous  tumors.  The  third  and  undoubtedly  the  most  important 
line  of  endeavor  followed  the  discovery  that  primary  spontaneous  cancer,  not 
dissimilar  to  that  of  man,  arises  in  laboratory  animals  in  consequence  of  the 
injection  of  suitable  chemical  agents. 

Since  modern  cancer  research  is  largely  based  upon  these  three  types  of  neo- 
plasms — transplanted,  spontaneous,  and  induced  — the  nature  of  such  tumors 
is  important  in  the  consideration  of  the  cause,  control,  diagnosis,  and  treatment 
of  human  cancer.  A pertinent  question,  therefore,  is:  What  is  the  relation  of  the 
disease  called  cancer  of  animals  to  that  of  man?  It  is  now  evident  that  animal  tu- 
mors are  similar  to  comparable  spontaneous  tumors  of  man  and  what  is  learned 
from  them  can,  in  general,  be  applied  to  human  neoplasms.  . . . 


( Texas  State  Journal  of  Medicine.  1944;40[6]:52— 53) 


The  1944  Annual  Session  was  unique  because  of  its  distribution  in  the  four  cities  of  Austin, 
Fort  Worth,  San  Antonio,  and  Dallas,  which  distribution  was  necessary  because  no  single 
city,  under  existing  war  conditions,  could  possibly  provide  the  necessary  facilities  for  the  en- 
tire annual  session.  . . 

There  were  no  entertainment  features  at  any  of  the  meetings,  because  of  conditions  im- 
posed by  war,  and  lack  of  time,  with  the  exception  of  a reception  on  the  roof  of  the  Plaza  Ho- 
tel at  San  Antonio  .... 


( Texas  State  Journal  of  Medicine.  1 944  ;40  [6]  :44) 
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scribes  herseb  as  a “day  worker”  who 
practices  at  Memorial  Southwest 
Hospital  with  SWA  Associates. 

Knowing  when  to  laugh 

Dr  Stephenson  displays  a combina- 
tion of  traits  that  have  served  her  well 
as  a physician,  a leader,  and  a mother. 
She  is  an  alert,  serious,  take-charge 
woman  to  whom  laughter  comes  easi- 
ly. Her  eyes  easily  shift  from  a pierc- 
ing inspection  to  a lively  sparkle.  You 
get  the  feeling  she  means  what  she 
says,  is  used  to  being  taken  seriously, 
and  knows  the  value  of  humor. 

She  and  her  husband  have  reared 
four  children.  And  despite  the  expec- 
tation that  physicians’  children  will 
go  into  medicine,  the  Stephensons 
preferred  to  “let  them  find  their  own 
way.”  Patricia  is  a computer  analyst 
for  Texas  Instruments  in  Lewisville. 
Karen  is  a hrst-grade  schoolteacher  in 
Houston.  Tom  is  a Methodist 
preacher  in  Quitman.  And  John  is  a 
prosthetist  at  Scottish  Rite  Hospital 
in  Dallas. 

Somewhere  in  between  being  a 
physician  and  a mother.  Dr  Stephen- 
son also  found  time  for  intensive  in- 
volvement in  organized  medicine 
and  civic  activities.  She  has  been 
president  of  a long  list  of  organiza- 
tions: Texas  Society  of  Anesthesiolo- 
gists; Gulf  Coast  Society  of  Anesthe- 
siologists; American  Society  of 
Anesthesiologists;  Harris  County 
Medical  Society;  and  Baylor  College 
of  Medicine  Alumni  Association.  She 
also  is  an  alternate  delegate  to  the 
American  Medical  Association  and 
has  served  TMA  as  treasurer  and 


ASSET  PROTECTION 

International  Trust  & Executive  Banking  Services 


Euro  Canadian  Trust  Company  Ltd.  is  an  e.xpe- 

rienced,  conservatively  managed  Trust  Company  located  in 
Nassau,  Bahamas  and  is  dedicated  to  the  preservation  and  appre- 
ciation of  the  professional  client’s  wealth. 

The  Commonwealth  of  the  Bahamas  is  one  of  the  world’s  most 
desirable  jurisdictions  for  creating  and  administering  the  asset 
protection  trusts  increasingly  required  by  professionals  as  an 
integral  part  of  their  estate  and  financial  planning. 

ECTC  has  committed  the  time  and  resources  necessary  to  fully 
assist  in  the  creation  and  management  of  asset  protection  trusts 
designed  to  protect  its  professional  clients’  wealth  from  those 
unexpected  events  that  may  jeopardize  their  future  security. 

For  a confidential  infomiative  packet,  please  write  or  contact  by 
facsimile  (809)  325-1926. 

Senior  Trust  Officer 
Euro  Canadian  Trust  Company 
Euro  Canadian  Centre 
P.O.  Box  N-3  74 2 
Nassau,  Bahamas 
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then  secretary/treasurer  between 
1986  and  1993.  She  was  a mentber 
or  chair  of  the  TMA  Committee  on 
Membership  Irom  1980  to  1986. 

Since  1986  she  has  been  a mem- 
ber of  the  TMA  Board  of  Trustees, 
and  she  chaired  its  subcommittee  on 
student  loans  for  several  years.  She 
remains  active  in  interviewing  stu- 
dents who  seek  loans.  Her  empathy 
with  medical  students  has  its  roots  in 
her  own  experience. 

“If  I’d  not  had  the  help  I had  go- 
ing through  medical  school  — getting 
the  Jesse  Jones  scholarship  — I would 
have  been  up  to  my  eyeballs  in  debt,” 
she  said.  “I  vowed  to  try  to  repay  that 
in  some  way.”  She  and  her  husband 
have  endowed  a scholarship  at  Baylor 
and  have  contributed  generously  to 
TMA’s  Legacy  of  Caring  Campaign. 

The  thing  that  bothers  her  so 
much  now,  she  says,  is  the  amount 
of  money  that  today’s  medical  stu- 
dents owe. 

“I  thought  we  owed  a lot  of  mon- 
ey when  we  finished,  but  some 
of  these  kids  owe  $80,000  to 
$100,000,”  she  said.  “I  don’t  care 
what  specialty  they  go  into,  it’s  going 
to  take  a long  time  to  pay  back  that 
much  money.” 

Targeting  the  young 

“Being  active  with  medical  students  and 
young  physicians  has  been  one  of  the 
really  satisfying  things  that  I’ve  done  in 
medicine,”  said  Dr  Stephenson. 

She  intends  to  extend  that  satis- 
faction during  her  presidential  year. 
“I  would  really  like  to  get  more 
young  physicians  involved  in  TMA,” 


More  than  200  participants  helped  raise  $3,500  for  Children’s  Medical  Center  of 
Dallas  in  a 5K  run  hosted  by  TMA’s  Medical  Student  Section  of  Southwestern 
Medical  School.  The  run,  ivhich  will  become  an  annual  event,  was  held  in  late 
March  at  Winfrey  Point,  White  Rock  Lake. 


she  said.  “I’ve  tried  hard  to  appoint 
more  of  them  to  TMA  committees.” 

Her  belief  is  that  getting  people 
involved  not  only  makes  the  organi- 
zation stronger,  but  also  makes  her 
job  as  president  easier.  If,  as  the  ex- 
perts say,  good  management  is  getting 
things  done  through  other  people, 
Texas  physicians  can  look  forward  to 
getting  a lot  done  during  Dr 
Stephenson’s  tenure. 

“One  thing  I really  learned  was 
don’t  try  to  do  it  all  yourself,”  she 
said.  “Leaders  who  try  to  do  it  all 
themselves  are  not  truly  leaders.  You 
learn  to  delegate  to  somebody  you 
can  depend  on.  You  have  to  try  to  get 
others  involved.” 


Editor’s  note:  Dr  Stephenson  recently  re- 
ceived the  honorary  doctorate  of  humanities 
from  Hardin-Simmons  University.  She  also  re- 
ceived the  C.  Frank  Webber  Award  during  the 
TMA  Annual  Session  for  her  outstanding  service 
to  the  TMA  Medical  Student  Section. 


More  help  for  little  people 

The  Texas  Medical 
Association  Alliance  this  May 
announced  publication  of  Little 
People’s  Guide  to  the  Big  World  LI, 
an  all-new  follow-up  to  the  successful 
Little  People’s  Guide  to  the  Big  World 
by  Austin  author  and  illustrator 
Trevor  Romain. 

The  new  volume  contains  poems 
and  illustrations  covering  subjects 
such  as  graffiti,  the  library,  guns  and 
sportsmanship,  violence,  bad  guys, 
and  getting  to  the  top.  Ideas  for  top- 
ics in  the  new  book  were  suggested  to 
the  author  by  readers  of  the  first 
guide.  Published  by  Bright  Books  of 
Austin,  the  hardcover,  full-color  pub- 
lication retails  for  $14. 

The  alliance  has  sold  15,000  copies 
of  the  original  guide,  which  was  intro- 
duced in  February  1993  as  part  of  the 
Healthier  Youth  2000  initiative. 

The  author  and  illustrator  of  both 
guides,  Mr  Romain,  is  a native  of 
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South  Africa.  He  is  known  in  Austin 
for  his  compassion  for  young  cancer 
patients.  He  also  frequently  visits 
Austin  area  schools  to  talk  with  chil- 
dren about  drugs,  gangs,  violence, 
and  other  concerns. 

Mr  Romain  makes  frequent  ap- 
pearances at  community  health  fairs, 
book  fairs,  and  autograph  parties  to 
promote  the  books.  He  also  presents 
programs  for  alliance  members,  relat- 
ing his  experiences  in  helping  chil- 
dren deal  with  their  problems. 

Volume  prices  are  available  to  al- 
liance county  chapters,  which  share 
profits  from  sales  with  the  state  al- 
liance. For  information,  call  (512)  370- 
1328  or  (800)  880-1300,  ext  1328.  ★ 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


“1 

HEALTH  CARE  FRAUt 

Mr  ^ 

1 

Isfc'cognized  as  one  of  Texas'  leading  fecF  i 
inal  defense  attorneys,  Douglas  C.  McNabb  r 
earned  a reputation  for  his  aggressive  representatioi. 
and  knowledgeable  preparatiirn  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNabb  also 
represents  individuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabh  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail/wire  fraud  crimes,  en\'ironmental  crimes, 
export/ import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 


Mr.  McNabb  has  been  involved  in  numerous  high  profile  cases  that  have  been  the 
subject  of  several  books  and  movies.  He  is  licensed  to  practice  before  the  U.S.  Supreme 
Court  and  other  federal  courts  throughout  the  United  States.  Mr.  McNabb  is  a member 
of  the  Houston  and  Federal  Bar  Associations,  State  Bar  of  Texas,  National  Association  of 
Criminal  Defense  Lawyers,  and  the  Texas  Criminal  Defense  Lawyers  Association.  Mr. 
McNabb's  offices  are  located  on  the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of 
downtown  Houston.  Phone  (713)  237-0011. 


Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.  will  provide  you  with 
the  solutions  to  your  medical  malpractice  insurance  problems. 

We  are  a dedicated  group  of  professionals  that  have  built  a reputation 
for  obtaining  reasonably  priced  malpractice  insurance  regardless 
of  a physicians  claim  history,  specialty  or  previous  problems. 

For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 
(800)  622-9296  or  in  Houston  (713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Medical  Insurance  Services,  Inc. 
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Imagine.  No  incision.  No  hair  loss.  Virtually  no  pain  and  nothing  to  recover  from.  That’s  the  beauty 
of  radiosurgery  with  the  Leksell  Gamma  Knife  over  conventional  brain  surgery.  Tliis  revH>Iutjonary 
new  treatment  is  now  being  provided  to  patients  at  Hermann  Hospital,  one  of  vety^  few  facilities  in 
the  nation  with  the  capability. 

The  Gamma  knife  is  not  really  ft  knife  at  all  Using  sophisticated  ctmiputer  technology,  it 
dtrects  gamma  radiation  dhectly  on  a tumor  or  blood  vessel  abnormality  and  destroys  it  over  time, 
without  damaging  surrounding  tissue.  It’s  that  simple.  It’s  that  effective.  Most  adults  don’t  even 
require  general  anesthesia,  and  the  entire  procedure  is  completed  in  a single  day. 

So  patients  are  able  to  return  to  their  normal  routine  the  very  next  day.  Unless,  ^ 

of  course,  they  have  a better  idea.  sssjsas 

For  more  information  or  patient  referrals,  calTi -800'49-GAMMA.  H k R.  M A N N 


641 1 Panmn  Houston,  Texas  7?'030'1S01 

Affiticued  mih  The  lJmver^  of  Texas  Medical  School  at  Houston 


G A M M A KNIFE 
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Current  issues  in  Texas  neonatology 
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The  Children’s  Health  Symposium 

Giro  Valent  Sumaya,  MD,  MPHTM 
Gitest  Editor 


From  the  Medical  Dean’s  Office  and  Depart- 
ment of  Pediatrics,  The  University  of  Texas 
Health  Science  Center  at  San  Antonio.  Send 
reprint  requests  to  Dr  Sumaya,  Administra- 
tor, Health  Resources  and  Services  Adminis- 
tration, 14-05  Parklawn  Building,  5600  Fish- 
ers Lane,  Rockville,  MD  20857. 


The  symposium 
presented  in  this  Journal  is- 
sue provides  some  of  the  ad- 
vances and  challenges  in  the  status  of 
children’s  health  in  Texas.  Because 
children,  including  adolescents  up  to 
the  age  of  18  years,  constitute  nearly 
one  third  ol  the  state’s  population 
(4,835,939  in  1990),  the  importance 
of  their  health  and  well-being  is  self- 
evident  (1).  Unfortunately,  Texas’ 
children  often  do  not  fare  as  well  as 
the  US  averages  in  a number  of  gen- 
eral indicators  of  health:  violent  death 
rates  for  teens  aged  15-19  years,  per- 
cent graduating  from  high  school, 
percent  ol  children  in  poverty,  and 
child  death  rate  (ages  1 to  14  years) 
(2).  Many  of  the  poorer  figures  appear 
disproportionately  in  the  rapidly  ex- 
panding minority  childhood  popula- 
tion, 49.1%  of  Texas  children  under 
age  18  in  1990  with  Hispanics  com- 
posing two  thirds  of  this  group.  The 
Children’s  Health  Symposium  focuses 
on  selected,  representative  health  top- 
ics considered  of  major  importance 
from  a survey  of  pediatric-related  or- 
ganizations in  the  state. 

Although  infectious  diseases  on 
the  whole  have  decreased  in  frequency 
and  impact  over  the  past  several 
decades,  significant  problems  remain 
as  a result  of  the  reemergence  of  old 
diseases,  development  of  “new”  ones 
or  those  associated  with  newly  arrived 
immigrant  populations,  and  deficien- 
cies in  the  efforts  to  eliminate  vac- 
cine-preventable  illnesses.  Starke  and 
colleagues  in  this  Journal  issue  point 
out  clearly  that  the  most  important 
reason  for  the  persistence  of  vaccine- 
preventable  disease  is  the  lack  of  re- 
ceipt of  adequate  immunizations. 
This  indicates  that  not  only  must 


there  be  firm  support  for  biomedical 
research  in  improving  vaccine  prod- 
ucts, but  there  must  be  equal  (if  not 
greater)  emphasis  on  improved  health 
services  and  policies  that  provide  for 
greater  access  to  and  population  edu- 
cation/acceptance of  this  extremely  ef- 
fective prevention  tool.  Increasing 
federal  and  state  legislation  (ie,  child- 
hood immunization  initiative  within 
the  Omnibus  Budget  Reconciliation 
Act  of  1993  and  The  Texas  Immu- 
nization Bill  [Senate  Bill  266],  respec- 
tively) and  multiple  other  grassroots 
and  professional  organization  initia- 
tives are  responding  to  the  growing 
concern  with  this  problem. 

The  upsurge  in  all  forms  of  sexu- 
ally transmitted  diseases  could  also 
benefit  from  major  public  health  ef- 
forts in  primary  prevention  through 
education  and  behavior  modification 
targeting,  in  particular,  high-risk 
children  and  their  parents.  This  has 
the  potential  for  being  more  effective 
in  the  long  term  than  other,  also  im- 
portant, methods  such  as  the  use  of 
structural  transmission  barriers  (con- 
doms), screening  programs,  contact 
tracing,  and  treatment  of  asymp- 
tomatic infections.  Nevertheless,  the 
current  methodology  for  altering 
risky  health  behaviors  and  attitudes 
could  stand  greater  research  and  eval- 
uation to  improve  its  success  rate. 

The  comments  on  infections 
among  refugee  and  immigrant  chil- 
dren are  quite  timely  as  the  number 
of  foreign  families  entering  Texas  in- 
creases. Clinicians  should  monitor 
epidemiologic  trends  and  public 
health  issues  to  remain  alert  to  the 
types  of  infections  that  these  groups 
and  international  travelers  may  im- 
port and  transmit. 


TEXAS  MEDICINE  ★ JUNE  I994 


Cioldenring  and  coworkers  pose 
vividly  the  complexity  and  enormity 
of  adolescent  health  problems  and 
the  challenge  of  addressing  the  needs 
of  the  approximately  1S%  of  adoles- 
cents who  present  with  severe  psy- 
chosocially  based  disorders.  The 
racial  differences  noted  in  adolescent 
violence  (ie,  intentional  violence  as 
homicides  increased  disproportion- 
ately in  blacks  and  Hispanics,  while 
suicides  increased  disproportionately 
in  whites)  are  epidemiologic  features 
of  importance  in  formulating  correc- 
tive strategies.  School-based  clinics, 
along  with  the  support  of  communi- 
ty physicians,  are  stressed  as  an  im- 
portant mechanism  in  reaching  a 
large  segment  of  the  most  vulnerable 
adolescents.  The  new  Surgeon  Gen- 
eral Joycelyn  Elders  has  already 
voiced  the  federal  administration’s 
advocacy  for  the  role  of  school-based 
clinics  in  children’s  health  care. 
Physicians  are  asked  to  participate 
more  actively  in  community  and 
school  affairs  in  approaching  adoles- 
cent (and  other  childhood)  health 
problems.  The  traditional  and  non- 
traditional  crisis  should  be  reviewed 
critically.  Other  effective  prevention 
and  management  activities  can  be 
found  in  related  reports  (3). 

Mangos  et  al  emphasize  that  the 
full  scope  of  needs  faced  by  Texas’ 
children  with  special  health-care 
needs  (SHCN)  and  their  families  is 
unclear  because  the  total  number  of 
children  with  this  disorder  is  not  well 
quantified.  An  associated  concern 
centers  on  the  suboptimal  integra- 
tion and  coordination  of  services  for 
these  children  by  existing  agencies 
and  institutions.  Quite  relevant  to 
Texas,  also,  are  the  added  burdens  of 


these  disabling  conditions  in 
ethnic/racial  minorities  and  the  poor 
(4).  Fhese  children  need  to  perform 
successfully  in  two  cultures  besides 
facing  tbe  added  obstacles  presented 
by  low  socioeconomic  status.  Fur- 
ther, a national  study  has  noted  that 
children  with  disabilities  are  abused 
and  neglected  2 to  3 times  more  fre- 
quently than  other  children  (5). 

The  South  Texas  Children’s  Care 
System  proposed  by  the  authors  could 
serve  as  an  excellent  comprehensive, 
regional  model  for  coordinating  (with 
existing  agencies  and  community 
practitioners)  the  services  needed  for 
children  with  SHCN  and  their  fami- 
lies. We  hope  this  model  will  spur  the 
development  of  similar  health-care 
systems  in  other  regions  of  the  state. 
Valuable  efforts  in  addressing  the 
needs  of  children  with  SHCN  are  be- 
ing performed  also  by  numerous  fed- 
eral- and  state-supported  agencies/ 
programs  such  as  Early  and  Periodic 
Screening,  Diagnosis,  and  Treatment 
Program;  the  Texas  Office  for  Preven- 
tion of  Developmental  Disabilities; 
and  the  Texas  Consortium  for  Devel- 
opmental Disabilities:  A University 
Affiliated  Program. 

In  the  article  on  neonatal  public 
health  issues,  Escobedo  and  colleagues 
note  that  while  we  need  better  assess- 
ment and  integration  of  services  for 
very  premature  infants,  data  from 
medical  outcomes  coupled  with  fami- 
ly/societal ethical  values  will  be  neces- 
sary determinants  for  the  difficult  de- 
cisions confronting  the  appropriate 
management  of  infants  with  very  low 
birth  weights.  The  first  statewide 
gathering  of  specialists  involved  in  the 
long-term  outcome  of  very  premature 
infants  convened  at  The  University  of 
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Fexas  Health  Science  Center  at  San 
Antonio  in  the  fall  of  1993.  Reports 
that  the  infant  mortality  rate  among 
Hispanics  in  Texas  (6),  as  well  as  in 
the  entire  Southwest  (7),  is  similar  to 
the  average  national  rate,  despite  the 
presence  of  major  inadequacies  in 
prenatal  care  and  other  factors  atten- 
dant with  low  socioeconomic  status, 
represent  a paradoxical  but  highly  sig- 
nificant epidemiologic  finding.  If  the 
reported  rates  in  Hispanics  are  accu- 
rate (cautious  interpretation  has  been 
supported  by  one  study)  (8),  a critical 
understanding  of  the  factors  responsi- 
ble for  this  “unexpectedly”  good  in- 
fant outcome  may  be  of  great  value  in 
addressing  the  excessive  infant  mor- 
tality besetting  other  populations  with 
similar  socioeconomic  backgrounds. 

The  significant  dissemination  of 
training  and  education  in  neonatal  re- 
suscitation programs  to  health-care 
practitioners  that  has  already  taken 
place  in  the  state  is  noteworthy  be- 
cause funds  for  these  efforts  have  been 
scarce.  The  authors  emphasize  the  im- 
portance of  differentiating  lay  mid- 
wives from  the  more  highly  trained 
and  qualified  certified  nurse  mid- 
wives. Although  lay  midwife  deliveries 
may  represent  only  approximately 
1.8%  of  all  deliveries  in  the  state, 
these  deliveries  and  their  associated 
problems  tend  to  be  clustered  pre- 
dominantly in  the  Texas-Mexico  bor- 
der region  (9).  To  focus  on  improving 
the  quality  of  care  provided  by  lay 
midwives  (ie.  Senate  Bill  346,  Mid- 
wifery Act  of  1991)  to  meet  the  needs 
of  low  risk,  special  populations  rather 
than  trying  to  eliminate  these  care- 
givers — at  least  until  an  improved 
health-care  system  can  better  address 
these  issues  — seems  prudent. 
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Price  et  al  note  that  the  state  falls 
below  the  national  average  in  the 
number  of  child-health  physicians 
(pediatricians,  family  practitioners) 
per  number  of  children.  Not  unex- 
pectedly, the  shortage  of  child-health 
physicians  is  worse  in  rural  and  poor 
inner  city  areas.  Fortunately,  an  un- 
precedented number  of  forces  at  the 
national  and  state  levels  are  converg- 
ing to  improve  the  capacity  of  prima- 
ry-health professionals  throughout 
the  country.  A variety  of  specific  ap- 
proaches are  being  considered  or  em- 
ployed to  increase  the  output  of 
medical  graduates  entering  primary 
care  fields  (including  family  practi- 
tioners and  pediatricians).  Additional 
strategies  are  being  developed  to  pro- 
mote a better  integration  of  nurse 
practitioners  and  physician  assistants 
to  the  team  of  primary  health-care 
practitioners.  The  virtual  absence  of 
comprehensive  preventive-health 
benefits  for  children  (or  adults)  in 
the  current  health-care  system  is  also 
being  tackled  specifically  by  the 
health-system  reform  movement, 
rhe  interventional  private  and  pub- 
lic models  on  access  to  care  described 
in  this  article  (ie,  Community  Access 
to  Child  H ealth  Program  of  the 
American  Academy  of  Pediatrics, 
medical  homes,  community-oriented 
primary  care  process,  and  case  man- 
agement) deserve  further  evaluation 
and/or  extension  to  other  sites. 

Warner  and  colleagues  provide  a 
detailed  look  at  the  myriad  public 
programs,  financing  schemes,  and  as- 
sociated eligibility  criteria  and  the 
bureaucratic  maze  that  exists  in 
health  care  for  children,  particularly 
within  the  indigent  population.  Yet, 
as  this  article  reports,  eligible  chil- 
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dren  may  have  disproportionately 
low  utilization  rates  of  public  pro- 
grams such  as  Medicaid.  National 
data  with  implications  for  Texas  indi- 
cate that  although  more  children  are 
being  placed  on  Medicaid,  the  num- 
bers of  uninsured  children  are  still 
increasing  (fO).  The  reason  for  this 
stems  from  Medicaid  covering  the 
poorest  of  the  uninsured  children, 
while  many  of  the  “new  uninsured” 
are  from  nonpoor  families  not  meet- 
ing the  income  limits  on  eligibility  to 
Medicaid.  In  Texas,  children  repre- 
sent an  age  group  estimated  to  have 
one  of  the  highest  uninsured  rates  (0 
to  17  years  old,  35.2%  uninsured) 

(11) .  Moreover,  it  has  been  reported 

(12)  that  children  get  a dispropor- 
tionately small  share  of  the  health- 
care dollar.  Health-system  reformers 
propose  that  improved  consolidation 
and  coordination  of  resources  and 
services  could  lead  to  a reduction  in 
the  complexity  and  fragmentation  of 
the  system  as  it  currently  stands, 
while  maintaining  quality  and  en- 
hanced insurance  coverage. 

Anticipated  broad  changes  in  ser- 
vices, fiscal  and  reimbursement 
mechanisms,  professional  educa- 
tion/training, research,  and  individu- 
al/population-based health  education 
and  prevention  efforts  should  affect 
profoundly  the  issues  presented  in 
The  Children’s  Health  Symposium  as 
well  as  health  in  general.  Continual 
improvements  in  our  approach  to 
health  care  is  necessary  if  we  are  to 
meet  the  needs  of  our  children  more 
effectively  and  efficiently. 
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Infectious  diseases  of  public  health  significance 
among  children  and  adolescents  in  lexas 


In  the  past  decade,  }nany  infectious 
diseases  in  childroi  that  were  per- 
ceived to  have  been  almost  eliminated 
have  returned  with  a vengeance  in 
Texas.  Across  the  state,  vaccinatiofi 
rates  are  exceptionally  low,  and  out- 
breaks of  measles,  mumps,  ajid pertus- 
sis have  been  idottifed.  Tuberculosis 
cases  in  children  increased  77%,  and 
cases  of  congenital  syphilis  increased 
578%  between  1987  and  1991.  The 
new  epideynic  of  HIV  iyifectio>i  has 
placed  additiotial  strain  on  ayi  already 
overburdened,  inadequate  public 
health  system  in  Texas.  This  article 
identifies  softie  of  the  major  ufections 
of  public  health  significayice  aynong 
the  children  of  Texas.  A coyyymoyi 
theme  for  most  of  these  probleyns  is 
that  they  are  preventable  diseases  that 
are  yiot  beiyig prevented.  Mayiy  chil- 
dreyi  m Texas  will  suffer  yioiv  ayid  hi 
the  future  if  these  public  health  prob- 
lems reynain  igyiored. 


From  the  Departments  ot  Pediatrics,  Baylor 
College  of  Medicine  and  The  University  of 
Texas  Health  Science  Center  at  Houston. 

Send  reptint  requests  to  Dr  Starke,  Texas  Chil- 
dren’s Hospital,  Clinical  Care  Center,  MC  3- 
2371,6621  Fannin,  Houston,  TX  77030. 
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medical  centers,  medical 
schools,  innovative  research 
programs,  and  biotechnology  indus- 
try, Texas  has  developed  a deserved 
reputation  lor  being  on  the  forefront 
of  high  technology  in  medicine.  Yet, 
in  the  past  lew  years,  many  of  the 
major  medical  news  stories  involving 
Texas  have  focused  on  the  reemer- 
gence of  infectious  diseases  with  pub- 
lic health  consequences  that  the  lay 
public  — and  most  physicians  — 
thought  had  been  eradicated. 

From  1986  through  1991  in 
Texas,  the  incidence  ol  vaccine-pre- 
ventable diseases,  tuberculosis,  and 
sexually  transmitted  diseases  (STDs) 
increased  dramatically.  The  new  epi- 
demic of  human  immunodehciency 
virus  (HIV)  infection  has  contribut- 
ed to  many  ol  these  increases  in  two 
major  ways.  First,  HIV  infection  can 
make  the  host  more  susceptible  to  in- 
fections and  treatment  failure  associ- 
ated with  pathogens  such  as  My- 
cobacterium tuberculosis  and 
Treponeyna  pallidum.  Second,  the  ex- 
plosive need  for  medical  and  social 
services  for  HIV-infected  patients  has 
so  stretched  the  already  thin  public 
health  resources  at  the  local,  state, 
and  federal  levels  that  tremendous 
gaps  in  public  health  services  are  be- 
coming wider  and  more  prevalent. 

A current  theme  of  public  health 
in  Texas  is  that  preventable  infectious 
diseases  are  not  being  prevented. 
This  lack  of  prevention  dispropor- 
tionately affects  children,  especially 
when  we  consider  the  severity  and 
cost  of  disease.  The  dozens  of  cases  of 
congenital  syphilis,  measles,  and  tu- 
berculous meningitis  that  occur  an- 
nually in  Texas  leave  some  children 
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permanently  disabled,  at  a futtire 
cost  of  many  millions  of  dollars  to 
the  government,  private  agencies, 
and  families. 

Public  health  problems  in  Texas’ 
children  remain  common,  in  part, 
because  our  state  has  many  high-risk 
populations.  Poverty  abounds  in 
many  areas  of  Texas;  24%  of  all  chil- 
dren in  Texas  live  below  the  poverty 
level  (1).  Most  of  these  children  have 
poor  access  to  preventive  health  ser- 
vices. Texas  is  an  increasingly  cos- 
mopolitan state  that  attracts  immi- 
grants from  all  over  the  world.  Many 
of  the  infectious  diseases  that  are 
common  in  these  immigrants’  coun- 
tries of  origin  are  being  seen  in  Texas. 
Texas  has  the  second  largest  refugee 
population  of  any  state  and  ranks 
fourth  in  number  of  annual  arrivals 
(Texas  Department  of  Health, 
Refugee  Health  Screening  Program, 
Bureau  of  Disease  Control  and  Epi- 
demiology, unpublished  data,  1992). 
A special  problem  is  the  open  border 
between  Mexico  and  Texas,  which 
leads  to  a highly  mobile  population 
of  at-risk  individuals  who  are 
difhcult  to  track  and  treat. 

This  review  will  highlight  certain 
infectious  diseases  among  children  in 
Texas  that  have  particular  signihcance 
for  public  health.  We  will  concentrate 
on  the  epidemiology  of  these  diseases 
as  well  as  on  barriers  to  care,  empha- 
sizing what  physicians  can  do  to  help 
bring  these  infections  under  control. 

immunizafions  and  vaccine- 

PREVEN'FABLE  DISEASE 

Every  year,  3 million  infants  and 
children  throughout  the  world  die, 
and  another  3 million  become  crip- 
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Table  1.  Reported  cases  of  vaccine-preventable  diseases  by  year  in  Texas. 


1986 

1987 

1988 

1989 

1990 

1991 

Diphtheria 

0 

0 

0 

0 

0 

0 

Haemophilus 

influenzae 

647 

747 

843 

797 

625 

152 

Hepatitis  B 

1,500 

1,487 

1,654 

1,853 

1,789 

1,958 

InHiuenza  and 
influenza-like 

83,524 

62,192 

109,871 

134,604 

314,372 

386,911 

Measles 

398 

452 

286 

3,313 

4,409 

294 

Mumps 

239 

338 

327 

551 

470 

363 

Pertussis 

1 12 

111 

158 

366 

158 

143 

Polio  (wild) 

0 

0 

0 

0 

0 

0 

Rubella 

78 

5 

30 

64 

99 

16 

Tetanus 

12 

5 

6 

5 

7 

10 

Data  adapted  (4). 


pied,  deaf,  blind,  or  mentally  retard- 
ed because  of  vaccine-preventable  in- 
fections such  as  measles,  pertussis, 
polio,  tetanus,  and  diphtheria  (2).  In 
the  United  States,  immunization 
practices  over  the  past  4 decades  have 
decreased  the  rates  of  these  illnesses 
by  more  than  95%.  Vaccination  has 
been  the  most  successful  and  cost-ef- 
fective means  of  reducing  disease 
mortality  and  morbidity  in  modern 
medicine  (3). 

Unfortunately,  in  Texas  (as  well  as 
other  areas  of  the  United  States)  re- 
ported cases  of  many  vaccine-pre- 
ventable infections  increased  over  the 
5 years  from  1986  to  1991  (Table  1) 
(4).  The  most  notable  increase  was  for 
measles,  which  occurred  throughout 
the  state  but  was  concentrated  in  large 
cities.  In  1988  and  1989,  an  outbreak 
in  Houston  and  Harris  County  had 
1800  reported  cases  of  measles  with 
10  deaths.  An  outbreak  in  the  Dallas 
metropolitan  area  in  1990  and  1991 
had  more  than  2000  reported  cases  of 
measles.  Although  the  number  report- 
ed dropped  in  1991,  Texas  still 
ranked  eighth  nationally  with  294 
cases  of  measles.  Forty-six  counties  in 
Texas  reported  cases  in  1991,  includ- 
ing Lubbock  (51  cases),  Travis  (38), 
Dallas  (29),  Hidalgo  (25),  and  Jim 
Wells  (24).  As  of  October  15,  1992, 
another  1300  cases  of  measles  had 
been  reported,  with  the  most  activity 
located  in  South  Texas  and  the  Cor- 
pus Christi  area. 
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Most  of  the  recent  measles  cases 
in  Texas  occurred  among  preschool- 
age  children  between  1 5 months  and 
5 years  of  age;  however,  some  of  the 
recent  outbreaks  were  concentrated 
among  school-age  children  and  on 
college  campuses.  Strict  enforcement 
of  the  state  law  requiring  current  im- 
munizations for  school  entry  main- 
tains vaccination  coverage  in  school- 
age  children  between  95%  and 
100%;  the  outbreaks  have  occurred 
among  the  5%  to  15%  of  children 
who  had  experienced  primary  vac- 
cine failure  or  a waning  of  measles 
immunity  after  vaccination  (5).  This 
“failure  rate”  has  led  both  the  Immu- 
nization Practices  Advisory  Commit- 
tee of  the  Centers  for  Disease  Con- 
trol and  Prevention  (CDC)  and  the 
American  Academy  of  Pediatrics  to 
recommend  that  every  child  receive  a 
second  dose  of  measles,  mumps,  and 
rubella  vaccine  sometime  between  4 
and  12  years  of  age  (6,7). 

Other  vaccine-preventable  infec- 
tions persist  at  unacceptable  levels. 
The  reported  number  of  mumps  cases 
has  risen  partly  as  a result  of  several 
community  outbreaks.  Although  the 
incidence  of  pertussis  has  been  fairly 
stable,  this  disease  has  been  grossly 
underreported,  in  part  because  of  the 
difficulty  in  establishing  a dehnitive 
diagnosis.  Influenza  cases  have  in- 
creased dramatically,  probably  as  a re- 
sult of  better  reporting.  That  the 
number  of  reported  cases  of  disease 
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caused  by  Haemophilus  influenza  b 
has  dropped  after  widespread  intro- 
duction of  the  conjugate  vaccines  that 
are  effective  in  infants  is  encouraging. 

The  single  greatest  reason  for  the 
persistence  of  cases  of  vaccine-pre- 
ventable infections  is  lack  of  ade- 
quate vaccination.  A 1991  CDC  ret- 
rospective survey  of  9 US  cities  that 
assessed  the  percentage  of  children 
who  were  fully  immunized  by  the  age 
of  2 years  found  a range  of  only  1 2% 
in  Houston  to  42%  in  El  Paso  (8).  A 
similar  study  found  that  only  26%  of 
2-year-old  children  in  Dallas  were 
fully  immunized  (Centers  for  Disease 
Control  and  Prevention,  unpublished 
data).  In  Houston,  more  than  50% 
of  children  had  received  their  first 
immunizations  at  2 months  of  age, 
but  many  families  did  not  return  for 
subsequent  immunizations  (8).  An 
unpublished  survey  conducted  by  the 
Harris  County  Health  Department 
(not  including  Houston)  showed  that 
only  35%  of  2-year-old  children  were 
fully  immunized.  This  survey  showed 
that  the  vaccination  problem  is  not 
confined  to  lower  socioeconomic 
families  in  the  inner  city.  In  contrast, 
the  World  Health  Organization  esti- 
mates that  more  than  50%  of 
preschool-age  children  in  the  devel- 
oping world  receive  adequate  immu- 
nizations (2). 

Why  are  immunization  rates  in 
many  areas  of  Texas  lower  than  those 
in  most  developing  countries?  In  de- 
veloping countries,  obstacles  to  vacci- 
nation include  lack  of  refrigeration 
and  electricity,  poor  access  to  care, 
and  limited  personnel.  In  the  US  and 
Texas,  immunization  rates  are  lowest 
among  large  urban  families  with  low 
socioeconomic  and  educational  sta- 


Tahle  2.  Reported  cases  of  j;onori  hea,  chlamydial  iidectioti,  and  syphilis  among  children  and  adolescents  in  Texas  — I 99 1 


Total 

0 throiigl 

h 9 years 

1 0 through 

1 4 years 

I 5 ihroiiL'.h 

■ ' 

IMsca-sc 

Male 

Telltale 

Male 

Female 

Male 

Female 

Male 

Fern  i' 

tloiiorrliea 

6,759 

6.996 

17 

58 

237 

529 

6,505 

6,409 

Clilamydia 

Svpliili.s 

841 

12,807 

59 

86 

21 

603 

761 

11,429 

(non-congenital) 

210 

430 

0 

2 

6 

25 

204 

403 

Texas  Department  ol  Health  report,  1991  (11). 


tus  and  without  access  to  a private 
physician  (9).  Our  impediments  to 
more  widespread  vaccination  are  re- 
lated partly  to  an  inadequate  social 
and  political  commitment  and  to 
limited  emphasis  on  prevention 
within  medicine. 

Many  specihe  barriers  to  immu- 
nization can  be  noted.  The  cost  of^ 
immunizations  (which  averages  $300 
to  $500  per  child  in  a private  office) 
is  high.  Insurance  coverage  lor  immu- 
nizations is  not  provided  by  most 
third-party  payors.  Primary  care  sites 
lor  indigent  children  with  or  without 
Medicaid  benefits  are  lacking.  Re- 
sources are  inadequate  in  public 
health  programs.  Public  health  immu- 
nization programs  have  been  charac- 
terized by  inflexible  practices  such  as 
limited  hours  and  daily  quotas,  lan- 
guage barriers,  poor  geographic  distri- 
bution of  clinics,  and  lack  of  coordi- 
nation with  other  health  services. 
Information  processing  systems  lor 
record-keeping  and  tracking  of  chil- 
dren are  inadequate.  Public  awareness 
is  lacking  among  today’s  parents. 
Compulsory  immunization  is  needed 
for  college  students,  children  in  day- 
care centers,  and  hospital  employees. 

A major  barrier  is  that  health-care 
providers  frequently  miss  the  opportu- 
nity to  immunize  high-risk  children 
when  they  are  encountered  for  other 
reasons.  Unfortunately,  a recent  study 
in  Dallas  showed  that  the  percentage 
of  children  referred  from  private 
offices  of  pediatricians  and  family 
practitioners  to  public  health  clinics 
for  immunizations  rose  693%  be- 
tween 1979  and  1988  (10).  This 
trend  will  further  stress  the  public 


health  system  and  will  create  more  lost 
opportunities  to  immunize  children. 

All  medical  practitioners  in  Pexas 
must  maintain  an  active  interest  in 
immunization.  We  must  remain 
aware  of  current  recommendations 
for  immunizations  and  seek  to  help 
remove  barriers  to  services  for  our 
patients.  We  must  use  every  opportu- 
nity to  immunize  properly  and  ade- 
quately children  and  adults  whenever 
they  come  into  contact  with  the 
health-care  system. 

SEXUALLY  TRANSMITTED 
DISEASES 

Sexually  transmitted  diseases  pose  a 
great  public  health  problem  in  Texas 
for  infants,  children,  and  adolescents. 
Because  of  its  ultimately  fatal  out- 
come, HIV  infection  is  the  most  seri- 
ous STD  that  affects  children  and 
adolescents  (although  many  HIV  in- 
fections in  young  children  are  trans- 
mitted by  nonsexual  means).  Unfor- 
tunately, statistical  reporting  of  other 
STDs  is  limited  to  gonorrhea, 
syphilis,  and  chlamydial  infections 
(11),  and  rates  of  population-based 
cases  are  not  reported  for  pediatric  pa- 
tients. Underreporting  of  these  infec- 
tions — especially  by  private  physi- 
cians — is  a recognized  problem. 
Other  important  STDs  with  long- 
term health  complications,  including 
herpes  simplex,  venereal  warts,  chan- 
croid, and  pelvic  inflammatory  dis- 
ease, are  reported  on  a voluntary  ba- 
sis, so  reported  numbers  are  far  less 
than  the  number  of  actual  cases. 

The  numbers  of  reported  cases  of 
gonorrhea,  chlamydia,  and  syphilis 
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among  children  and  adolescents  in 
Texas  in  1991  are  shown  in  Table  2 
(11)-  Adolescents  15  to  19  years  of 
age  accounted  for  30%  of  all  report- 
ed cases  of  gonorrhea  in  the  state. 
Unfortunately,  an  increasing  number 
of  the  isolates  of  Neisseria  gonorrhea 
among  teenagers  produce  penicilli- 
nase or  have  chromosomally  mediat- 
ed resistance  to  penicillin.  These  re- 
sistant strains  have  become  endemic 
in  most  urban  areas,  but  tbeir  inci- 
dence has  also  increased  steadily  in 
many  rural  Texas  counties.  For  areas 
of  Texas  with  significant  resistance 
rates,  the  recommended  antibiotic 
for  gonorrheal  infections  should  be 
ceftriaxone  sodium,  the  cost  of  which 
will  further  strain  already  thin  public 
health  budgets. 

The  reported  number  of  primary 
and  secondary  syphilis  cases  among 
adolescents  decreased  slightly  in  1991 
following  a 21%  increase  between 
1989  and  1990.  However,  the  case 
rate  for  early  latent  syphilis  for  all  age 
groups  increased  150%  between  1989 
and  1991,  indicating  increased  delays 
in  seeking  treatment  for  early  lesions. 
Unfortunately,  the  case  rate  of  con- 
genital syphilis  in  Texas  exploded 
from  1987  to  1991.  The  260  cases  re- 
ported in  1991  represented  a 23%  in- 
crease over  the  cases  in  1990  and  a 
578%  increase  since  1987.  Some  fac- 
tors that  may  have  contributed  to  this 
increase  are  higher  infection  rates 
among  adolescents  and  women,  inad- 
equate prenatal  screening  caused  by 
both  system-  and  patient-related  fac- 
tors, reinfection  after  treatment,  use 
of  erythromycin  for  treatment  of 
pregnant  women,  inadequate  treat- 
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ment  and  contact  tracing  programs, 
and  a revised  reporting  definition  oi 
congenital  syphilis. 

Other  STDs  are  common  among 
adolescents.  The  prevalence  of  genital 
warts  among  the  entire  population  is 
unknown,  but  they  are  present  in  up 
to  32%  ol  inner-city  adolescents  who 
attend  adolescent  health-care  clinics 
(12,13).  About  40%  of  reported 
chlamydial  infections  in  Texas  occur 
among  adolescents  15  to  19  years  old. 
01  these  reported  cases,  95%  are  in 
females,  suggesting  a combination  ol 
underreporting  ol  males  and  the  pres- 
ence ol  a large  pool  of  asymptomatic 
infected  males  who  go  undetected 
and  untreated.  Fhe  lack  ol  symptoms 
is  the  usual  reason  that  explains  why 
male  partners  ol  infected  women  do 
not  seek  treatment.  Poor  compliance 
with  medication  and  reinfection  from 
an  untreated  partner  are  the  two  most 
common  reasons  lor  recurrent 
chlamydial  cervicitis  in  teenage  fe- 
males (14,15).  Texas  reported  1303 
cases  ol  chancroid  in  1990,  which  was 
an  111%  increase  from  1989,  and 
31%  of  all  US  chancroid  cases.  In  ad- 
dition, reported  cases  of  granuloma 
inguinale  and  lymphogranuloma 
venereum  increased  in  1991  lor  all 
ages,  possibly  indicating  a resurgence 
of  these  rarer  infections. 

Various  measures  have  been  pro- 
posed to  lower  the  incidence  ol  STDs 
among  adolescents.  Accurate  informa- 
tion is  crucial  lor  designing  screening 
and  treatment  programs,  and  report- 
ing  by  physicians,  clinics,  and  hospi- 
tals must  be  improved.  Reporting 
should  be  expanded  to  include  other 
infections,  such  as  venereal  warts 
caused  by  human  papillomavirus, 
which  has  been  linked  to  genitouri- 
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nary  cancer.  New  and  innovative  pro- 
grams should  be  established  to  identi- 
fy, treat,  and  track  asymptomatic  male 
and  female  partners. 

Other  important  measures 
should  locus  on  high-risk  adoles- 
cents and  children.  We  should  pro- 
mote primary  prevention  programs 
that  encourage  teenagers  to  delay 
the  onset  of  sexual  activity  and, 
when  they  become  active,  to  prac- 
tice “sale  sex.”  We  must  improve 
sexual  education  among  teenagers 
with  high-risk  behaviors  for  acquir- 
ing STDs  and  HIV  infection,  and 
we  must  offer  nonthreatening  and 
accessible  facilities  for  treatment. 
Clinicians  who  see  teenagers  should 
routinely  take  a sexual  history  and 
be  prepared  to  oiler  counseling  and 
care.  Asymptomatic  sexually  active 
adolescents  should  be  screened  for 
STDs  twice  a year.  For  males,  in  ad- 
dition to  a genital  examination,  a 
rapid  plasma  reagin  test  and  a clean 
catcb  urine  lor  leukocyte  esterase  (a 
screening  test  lor  the  presence  ol 
inflammatory  cells)  should  be  per- 
formed to  screen  for  urethritis.  For 
females,  a genital  inspection  for 
venereal  warts  or  ulcers,  rapid  plas- 
ma reagin  tests  lor  gonorrhea  and 
chlamydia  infection,  and  a Papani- 
colaou smear  lor  cervical  dysplasia 
or  evidence  ol  human  papillo- 
mavirus should  be  performed.  In 
younger  children,  STDs  represent  a 
medicolegal  challenge  because  they 
lead  invariably  to  investigation  for 
sexual  child  abuse.  Clinicians  should 
maintain  a high  index  ol  suspicion 
for  STDs  in  children  with  possible 
sexual  abuse  and/or  with  genital 
signs  or  symptoms. 
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HUMAN  IMMUNODEFICIENCY 
VIRUS  AND  AIDS 

Texas  ranks  fourth  in  the  United 
States  in  the  number  ol  reported  cas- 
es ol  acquired  immunodeficiency 
syndrome  (AIDS)  and  would  rank 
eighth  even  if  the  cases  in  Dallas  and 
Harris  counties  were  excluded  (4). 
The  number  of  AIDS  cases  in  Texas 
has  risen  steadily  since  the  early 
1980s  and  will  continue  to  do  so 
throughout  the  1990s.  Within  Texas, 
AIDS  has  become  geographically 
widespread.  Although  Dallas  and 
Harris  counties  combined  report 
about  60%  and  Bexar,  Tarrant,  and 
Travis  counties  report  about  20%  of 
the  cases,  62%  of  Texas  counties  re- 
porting AIDS  cases  in  1990  were 
classified  as  rural. 

In  the  United  States  and  Texas, 
AIDS  is  still  reported  primarily 
among  men  aged  20  to  50  years. 
However,  the  incidence  among  chil- 
dren is  growing  steadily.  Through 
June  1992,  the  CDC  had  received  re- 
ports of  3694  infants  and  children 
younger  than  13  years  old  with 
AIDS;  170  (4.6%)  of  these  cases 
were  reported  from  Texas.  At  the  be- 
ginning ol  the  HIV  epidemic,  most 
cases  of  pediatric  AIDS  were  caused 
by  blood  and  blood  product  transfu- 
sions with  HIV-infected  material. 
Currently,  about  85%  of  new  pedi- 
atric cases  ol  AIDS  are  attributable  to 
vertical  transmission  of  HIV  from 
mother  to  infant  (16).  In  most  cases, 
the  HIV-infected  mother  has  a histo- 
ry of  drug  abuse  or  a sexual  partner 
who  is  or  has  been  a user  of  intra- 
venous street  drugs,  although  it  may 
be  difficult  to  ascertain  this  history. 
The  determinants  and  precise  timing 
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of  vertical  transmission  ol  HIV  arc 
poorly  understood.  In  some  studies, 
advanced  maternal  HIV-related  dis- 
ease (17),  absence  ol  maternal  HIV- 
neutralizing  antibodies  (18),  vaginal 
or  premature  delivery  (18),  and  pos- 
sibly breast-leeding  (19)  have  been 
associated  with  an  increased  risk  ol 
vertical  transmission.  Nevertheless, 
transmission  may  occur  in  the  ab- 
sence of  any  identihable  risk  factors. 
One  recent  study  showed  that  about 
one  half  of  infants  diagnosed  subse- 
quently with  HIV  infection  have 
negative  cultures  for  HIV  at  birth, 
implying  that  transmission  may  oc- 
cur very  late  in  pregnancy  or  during 
delivery  (20). 

Accurate  estimates  of  the  number 
of  HIV-infected  children  in  Texas  are 
difficult  to  generate.  The  Survey  of 
Childbearing  Women,  conducted  dur- 
ing 1991  by  the  Texas  Department  of 
Health  and  CDC,  indicated  that  1 of 
1111  women  giving  birth  statewide 
was  infected  with  HIV.  In  Harris 
County,  the  HIV  prevalence  rate  was 
more  than  twice  the  statewide  average: 
1 of  490  women  giving  birth  was 
HIV-infected.  Based  on  estimates  that 
25%  to  30%  of  infants  born  to  HIV- 
infected  mothers  will  also  become  in- 
fected, these  figures  predict  that  70 
new  HIV-infected  infants  would  have 
been  born  in  Texas  and  30  in  Harris 
County  in  1991. 

The  rates  for  HIV  infection  in  the 
United  States  are  rising  dramatically 
among  women  and  adolescents,  and 
the  subsequent  rates  among  infants 
will  increase  also.  We  know  that  the 
incubation  period  of  HIV  infection 
before  AIDS  occurs  can  be  as  long  as 
10  years,  meaning  that  many  young 
adults  with  AIDS  were  infected  as 
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teenagers.  Data  for  HIV  seropreva- 
lence  among  fexas  adolescents  are 
scarce.  Job  Corps  students  aged  1 6 to 
21  years  in  Texas  have  an  HIV  sero- 
prevalence  rate  of  0.02%  (21).  Mili- 
tary recruits  younger  than  20  years 
from  Harris  County  have  a seroposi- 
tive rate  of  0.098%  (22).  A recent 
anonymous  serologic  screening  per- 
formed at  a teen  clinic  in  Houston 
showed  that  approximately  1%  of  the 
tested  adolescents  were  HIV  seropos- 
itive. In  another  study,  runaway 
youth  in  a shelter  facility  in  Houston 
had  an  HIV  seropositive  rate  of  2.1% 
(L.F.  Novick,  personal  communica- 
tion, 1989).  In  a Washington,  DC, 
study,  4.1%  of  high-risk  adolescents 
who  had  voluntary  HIV  testing  at 
Children’s  National  Medical  Center 
were  positive  (23);  the  comparable 
rate  among  high-risk  adolescents  in 
Texas  is  unknown. 

Although  the  ravaging  effects  of 
HIV  on  a child’s  immune  system  can 
be  slowed  by  zidovudine  and 
dideoxyinosine  (24),  the  virus  cannot 
be  eradicated  from  the  body,  and 
death  is  the  certain  outcome  of  infec- 
tion with  HIV.  Clearly,  education  is 
the  cornerstone  of  prevention  strate- 
gies for  this  infection.  Most  young 
children  infected  with  HIV  acquire 
the  virus  from  their  mothers,  so  the 
focus  of  educational  efforts  must  be 
on  adolescents  and  women  of  child- 
bearing age.  Women  with  exposure 
placing  them  at  high  risk  for  infec- 
tion with  HIV  should  have  serologic 
screening.  Women  infected  with 
HIV  should  be  counseled  vigorously 
about  pregnancy  avoidance  and  con- 
traception. In  addition,  adolescents 

V O I.  U M K 90  ★ NUMBER  6 


must  be  targeted  for  aggressive  edu- 
cational campaigns  about  risk  avoid- 
ance and  responsible  sexual  behavior. 

TUBERCULOSIS 

After  decades  of  declining  numbers 
of  reported  cases,  the  incidence  of  tu- 
berculosis in  the  United  States  began 
to  increase  in  1986.  Between  1987 
and  1991,  tuberculosis  cases  among 
children  and  adults  in  the  United 
States  increased  17%  to  more  than 
26,000  cases  per  year.  In  contrast, 
Texas  experienced  a 44%  increase  in 
tuberculosis  cases  over  the  same  peri- 
od ( Fable  3)  (25).  The  2525  cases  in 
Texas  in  1991  represented  the  largest 
number  of  reported  cases  since  1975. 
Although  the  specific  reasons  for  this 
increase  are  unclear,  experts  have  cit- 
ed three  major  factors  (26):  coinfec- 
tion with  HIV,  which  is  the  strongest 
risk  factor  known  for  development  of 
tuberculous  disease  in  an  adult  who 
is  also  infected  with  Mycobacterium 
tuberculosis-,  the  increase  in  immigra- 
tion of  people  from  countries  with  a 
high  prevalence  of  tuberculosis, 
which  has  enlarged  the  pool  of  in- 
fected individuals;  and  the  general 
decline  in  public  health  services  and 
access  to  medical  care  in  many  com- 
munities, which  has  hindered  rapid 
diagnosis,  treatment  of  adults  with 
infectious  tuberculosis,  and  comple- 
tion of  contact  investigations  (27). 
Cases  of  tuberculosis  among  children 
younger  than  15  years  in  Texas  have 
increased  by  77%  from  1987  (120 
cases)  to  1991  (212  cases).  Each  case 
of  tuberculosis  in  a child  is  an  alarm- 
ing health  event,  representing  recent 
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transmission  of  tuberculosis  from  an 
adult  with  infectious  tuberculosis 
and  our  failure  to  control  the  disease. 
The  upward  trend  in  reported  rates 
of  pediatric  tuberculosis  cases  in 
Texas  carries  ominous  implications 
because  current  cases  represent  only  a 
fraction  of  new  infections.  Without  a 
doubt,  the  pool  of  children  and 
young  adults  infected  with  Mycobac- 
terium tuberculosis  in  Texas  is  grow- 
ing substantially. 

Tuberculosis  in  children  is  on  the 
rise  in  Texas  because  the  state  has 
large  numbers  of  adults  at  high  risk 
both  for  acquiring  infection  with 
Mycobacterium  tuberculosis  and  for 
developing  tuberculous  disease  after 
infection  occurs.  The  risk  of  initial 
infection  is  determined  mostly  by  the 
environment  — the  chance  that  an 
individual  will  share  air  with  an  adult 
who  has  infectious  pulmonary  tuber- 
culosis — while  the  risk  of  infection 
progressing  to  disease  is  determined 
mostly  by  genetic  and  acquired  host- 
related  factors. 

In  1991,  foreign-born  individuals 
accounted  for  27%  of  tuberculosis 
cases  in  Texas.  Infection  rates  among 
refugees  range  from  30%  to  40%, 
and  40  to  50  of  these  cases  in  Texas 
could  be  prevented  annually  if  ideal 
prevention  programs  were  in  place 
(26).  Correctional  institutions  have 
extremely  high  rates  of  tuberculosis. 
In  1991,  the  tuberculosis  case  rate 
within  the  Texas  Department  of 
Criminal  Justice  was  171  per 
100,000  inmates,  compared  with  the 
Texas  average  of  14.6  per  100,000 
people.  Most  county  and  local  jails 
do  not  screen  inmates  adequately  or 
at  all,  and  those  inmates  with  undi- 
agnosed tuberculosis  may  spread  tu- 
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berculosis  within  the  community 
when  they  are  released. 

Homeless  persons  in  Texas  cities 
have  tuberculosis  rates  20  to  50  times 
greater  than  the  Texas  average.  Tu- 
berculosis rates  are  highest  in  Texas 
cities  among  poor,  young  urban  resi- 
dents with  inadequate  access  to 
health  care,  suboptimal  nutrition, 
and  overcrowded  housing.  Especially 
among  this  population,  coinfection 
with  HIV  increases  greatly  the  risk 
for  the  development  of  tuberculosis. 
In  1991,  of  the  2525  people  in  Texas 
with  reported  tuberculosis,  184  were 
known  to  be  infected  also  with  HIV. 
This  is  certainly  a gross  underesti- 
mate of  the  actual  rate  of  dual  infec- 
tion as  many  physicians  and  clinics 
who  care  for  patients  with  tuberculo- 
sis do  not  screen  routinely  for  HIV 
infection  and  because  tuberculosis  is 
often  the  hrst  major  disease  in  adults 
infected  with  HIV.  Most  HlV-infect- 
ed  individuals  who  have  pulmonary 
tuberculosis  are  capable  of  spreading 
the  infection  to  their  contacts,  which 
further  contributes  to  the  increasing 
rates  of  tuberculous  infection  and 
disease  among  children. 

Children  with  tuberculosis  are 
rarely  contagious.  Because  most  chil- 
dren acquire  tuberculous  infection 
from  adults  with  infectious  disease,  the 
best  way  to  prevent  tuberculosis  in 
children  is  to  prevent  the  disease 
among  adults.  Routine  tuberculin 
screening  even  for  children  in  high-risk 
groups  for  tuberculosis  will  prevent 
few  cases  of  childhood  tuberculosis; 
school-screening  programs  are  de- 
signed to  prevent  future  cases  among 
adults  by  finding  infected  children 
who  can  be  treated  prior  to  developing 
adult-type  pulmonary  tuberculosis. 
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Clinicians  who  care  for  adults  at 
high  risk  for  tuberculosis  should 
screen  their  patients  and  offer  appro- 
priate treatment.  Five  reasons  explain 
why  tuberculosis  in  adults  is  not  pre- 
vented (28):  patients  are  out  of  the 
health-care  system  until  they  develop 
symptomatic  tuberculosis;  high-risk 
patients  with  access  to  health  care  are 
not  screened;  patients  are  not  offered 
appropriate  preventive  therapy  by 
their  physicians;  high-risk  or  ill  indi- 
viduals may  have  negative  results 
from  skin  tests;  and  compliance  with 
treatment  is  not  addressed,  leading  to 
relapse  of  current  disease  or  develop- 
ment of  future  disease. 

A major  reason  why  tuberculosis 
in  children  is  not  being  prevented  in 
Texas  is  the  woefully  inadequate 
funding  of  the  state  and  local  health 
departments.  As  for  measles  and  oth- 
er vaccine-preventable  infections,  cas- 
es of  tuberculosis  among  children 
represent  fundamental  failures  in 
public  health.  A study  of  all  pediatric 
cases  of  tuberculosis  in  Houston 
from  1985  through  1987  showed 
that  more  than  25%  of  the  cases 
would  have  been  prevented  if  the 
health  department  had  had  adequate 
resources  to  do  timely  contact  inves- 
tigations (27,29).  Local  health  de- 
partments must  assist  in  diagnosing 
cases,  assuring  effective  chemothera- 
py, and  performing  rapid  investiga- 
tions of  contacts  to  cases.  Clinicians 
must  report  immediately  the  suspi- 
cion of  the  diagnosis  of  tuberculosis 
in  an  adult  or  child  to  the  health  de- 
partment so  that  appropriate  mea- 
sures can  be  taken.  Furthermore, 
programs  of  directly  observed  thera- 
py, administered  by  health  depart- 
ments, are  vital  to  ensure  that  the 


vulnerable  tuberculosis  patient  gets 
adequate  treatment,  avoids  develop- 
ing drug  resistance,  and  infects  no 
other  contacts  — especially  children. 

BACTERIAL  GASTROENTERITIS 

The  major  bacterial  enteropathogens 
affecting  children  in  Texas  are  Shigel- 
la, Campylobacter,  and  Salmonella. 
From  1986  to  1991,  the  incidence  of 
reported  shigellosis  increased  almost 
100%,  while  those  of  salmonellosis 
and  campylobacteriosis  remained 
about  the  same.  Escherichia  coli 
0157:H7  and  Vibrio  cholerae 
pathogens  of  special  significance 
that  have  begun  to  be  a problem  in 
recent  years.  Other  bacterial  en- 
teropathogens (enterotoxigenic  E 
coli,  enteroinvasive  E coli,  en- 
teropathogenic  E coli.  Vibrio  parahe- 
molyticus, Yersinia  enterocolitica. 
Yersinia  pseudotnberculosis,  and 
Clostridium  dijficile)  are  less  impor- 
tant causes  of  diarrheal  disease  in  pe- 
diatric patients  in  this  state.  Esti- 
mates of  reported  frequencies  of  the 
major  pathogens  are  based  on  cases 
reported  to  local  health  departments; 
this  method  of  data  collection  is  gen- 
erally acknowledged  to  underesti- 
mate true  frequencies.  In  general, 
bacterial  enteritis  occurs  more  often 
during  warm  months. 

Shigella  were  reportedly  isolated 
from  more  than  3500  patients  in 
1990  in  Texas.  Most  cases  occur  dur- 
ing childhood,  with  a peak  in  the 
second  to  third  years  of  life;  infection 
is  extremely  uncommon  during  the 
first  few  months  of  life,  both  in  Texas 
and  in  areas  with  dramatically  higher 
risks  of  dysentery.  Most  isolates  are  S 
sonnei  (serogroup  D),  with  S flexneri 


(serogroup  B)  second  in  frequency. 
Isolation  of  S boydii  and  S dysenteriae 
is  infrequent.  Control  of  shigellosis  is 
problematic  because  of  the  low  num- 
ber of  organisms  that  need  to  be  in- 
gested (as  few  as  10  bacteria)  to  cause 
illness.  Because  of  the  low  inoculum, 
the  person-to-person  transmission 
within  families,  day-care  centers,  in- 
stitutions, elementary  schools,  and 
nursing  homes  represents  a recurring 
scenario.  Foodborne  outbreaks  per- 
sist also,  related  to  foodhandlers  ex- 
creting the  pathogen  with  or  without 
associated  symptoms. 

Diagnosis  is  problematic  in  that 
stool  cultures  frequently  fail  to  detect 
Shigella  in  febrile  patients  with  bloody 
diarrhea,  even  in  outbreak  settings 
where  multiple  cases  of  culture- 
proven  dysentery  are  occurring.  This 
fact  underscores  the  need  for  empiric 
therapy  among  children  in  settings 
where  shigellosis  is  strongly  suspected. 
Unfortunately,  the  incidence  of  an- 
tibacterial resistance  among  Shigella 
species  seems  to  be  increasing.  Many 
strains  are  resistant  to  ampicillin; 
most  remain  susceptible  to  sul- 
famethoxazole and  trimethoprim,  but 
the  resistance  rate  to  this  antibiotic 
combination  is  rising  also. 

In  Texas,  salmonellosis  occurs  with 
a lower  frequency  than  shigellosis 
(about  2300  cases  in  1990).  The  age- 
related  peak  incidence  is  seen  early  In 
the  first  year  of  life,  although  cases 
continue  to  occur  throughout  life.  In 
contrast  to  shigellosis,  salmonellosis 
occurs  only  when  a large  number  of 
microorganisms  has  been  ingested. 
Flence,  illness  is  typically  related  to 
contaminated  food  rather  than  per- 
son-to-person  spread.  Salmonella  has 
three  species:  S typhi,  S choleraesuis, 
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and  S enteritidis;  more  than  1700 
serotypes  belong  to  this  last  species. 
The  serotypes  most  commonly  isolat- 
ed in  recent  years  have  been  S ty- 
phimiirium  and  S newport;  fewer  than 
30  cases  of  typhoid  fever  (caused  by  S 
typhi)  were  reported  in  Texas  in  1990. 
Patients  with  S typhi  and  S choleraesuis 
are  typically  bacteremic;  gastroenteri- 
tis is  uncommon.  In  theory,  improved 
handling  of  foodstuffs  would  decrease 
the  frequency  of  salmonellosis.  The 
typical  vehicles  include  meat,  raw 
milk,  and  eggs. 

Cases  infected  with  Campylobacter 
jejuni  are  less  commonly  recognized 
than  those  with  Shigella  or  Salmonella 
(about  700  cases  in  Texas  in  1990). 
The  highest  risk  occurs  during  the 
first  year  of  life,  with  decreasing  risk 
with  increasing  age.  Although  the 
number  of  microorganisms  necessary 
to  cause  infection  is  unknown,  the  ill- 
ness behaves  epidemiologically  as  a 
high-inoculum  disease  associated  with 
foodborne  outbreaks  rather  than  per- 
son-to-person spread.  The  foods  in- 
criminated are  similar  to  those  in- 
volved in  Salmonella  outbreaks.  A 
major  problem  for  diagnosis  remains 
the  fact  that  special  laboratory  media 
(Skirrow’s,  Butzler’s,  or  Campy  BAP) 
and  culture  conditions  (low  Ot,  high 
CO2,  and  42°  C)  are  required  for  iso- 
lation; because  not  all  laboratories 
routinely  handle  stool  cultures  in  this 
way,  the  diagnosis  may  be  missed. 

Two  special  bacterial  enteric 
pathogens  must  be  considered  occa- 
sionally for  children  in  Texas.  With 
the  emergence  of  cholera  as  an  im- 
portant problem  in  Central  and 
South  America  and  Africa,  physicians 
must  consider  this  infection  in  a 
child  with  severe  watery  diarrhea 
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who  has  traveled  recently  to  these  ar- 
eas. Any  significant  spread  of  cholera 
within  Texas  is  extremely  unlikely 
because  ol  sanitation  and  other  con- 
trol measures.  This  diagnosis  requires 
specific  laboratory  media  (thiosulfate 
citrate  bile  sucrose),  and  the  microbi- 
ology laboratory  must  be  informed  if 
cholera  is  being  considered. 

Hemorrhagic  colitis  and  hemolyt- 
ic uremic  syndrome  related  to  shiga- 
like  toxin  (verotoxin)-producing  E 
coli  appear  to  be  increasing  in  fre- 
quency among  children  in  Texas.  Al- 
though more  than  40  serotypes  of  E 
coli  produce  these  toxins,  most  chil- 
dren with  these  syndromes  are  infect- 
ed with  a single  serotype,  E coli 
0157:H7.  This  serotype  but  not  the 
other  toxin-producing  E coli  can  be 
screened  for  febrile  patients  with 
bloody  diarrhea  or  hemolytic  uremic 
syndrome  by  use  of  MacConkey  sor- 
bitol medium.  Stool  cultures  are  not 
routinely  placed  on  this  medium  un- 
less requested  by  the  physician. 

INFECTIONS  AMONG  REFUGEE 
AND  IMMIGRANT  CHILDREN 

In  1991,  5912  official  refugees  arrived 
in  Texas  and  1861  (31.5%)  were  chil- 
dren younger  than  18  years.  Most 
came  from  Eastern  Europe  (mainly 
Russia  and  Romania),  Southeast  Asia 
(mainly  Vietnam  and  Laos),  and 
Africa  (mainly  Ethiopia);  some  car- 
ried with  them  infections  that  are  en- 
demic to  their  native  countries.  Ac- 
cording to  statistics  from  the  Texas 
Department  of  Health  for  1991, 
Texas  is  the  second  largest  state  in 
terms  of  total  refugee  population  and 
ranks  fourth  in  number  of  annual  ar- 
rivals. Annual  arrivals  have  continued 


to  increase  (up  20%  from  1990  to 
1991),  with  84%  of  the  refugees  ar- 
riving in  3 major  metropolitan  areas 
of  Texas:  Houston/Harris  County, 
Fort  Worth/Tarrant  County,  and  Dal- 
las/Dallas County. 

The  CDC,  the  Public  Health  Ser- 
vice, the  Health  Services  Administra- 
tion, and  the  state  public  health  de- 
partments are  responsible  for  the 
medical  screening  of  refugees.  This 
includes  examination  for  active  tu- 
berculosis, leprosy,  venereal  disease, 
and  mental  defects  and  disorders. 
State-supported  refugee  health 
screening  programs  exist  only  in  Dal- 
las, Harris,  Potter,  and  Tarrant  coun- 
ties, but  90%  of  refugee  children  in 
Texas  younger  than  1 8 years  arrive  in 
these  counties.  However,  there  is  no 
federal  or  statewide  mandatory 
nonrefugee  screening  for  immigrants 
— most  come  from  Central  America 
and  Mexico  — who  enter  the  coun- 
try legally  or  illegally. 

In  China,  Southeast  Asia,  most  of 
Africa,  most  of  the  Pacific  Islands, 
parts  of  the  Middle  East,  and  the 
Amazon  Basin,  hepatitis  B infection 
is  highly  endemic.  In  these  areas, 
most  persons  acquire  the  infection  at 
birth  or  during  childhood;  8%  to 
15%  of  the  population  become  in- 
fected chronically  with  hepatitis  B 
virus,  a major  cause  of  acute  and 
chronic  hepatitis,  cirrhosis,  and  pri- 
mary hepatocellular  carcinoma  (30). 

Chronic  carriage  of  hepatitis  B 
surface  antigen  (HBsAg),  with  or 
without  chronic  liver  disease,  occurs 
in  70%  to  90%  of  infants  with  peri- 
natally  acquired  infection.  Chronic 
carriers  infected  at  a young  age  are  at 
especially  increased  risk  for  develop- 
ing cirrhosis  or  hepatocellular  carci- 
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noma  later  in  life.  Perinatal  transmis- 
sion can  occur  when  mothers  are 
HBsAg-positive  and  HBs  antibody- 
negative and  when  their  offspring  do 
not  receive  appropriate  immunopro- 
phylaxis (30). 

In  high-risk  populations,  such  as 
Southeast  Asian  and  African  refugees 
in  the  United  States,  child-to-child 
transmission  of  hepatitis  B within 
and  among  households  can  occur 
rarely  by  exposure  of  mucous  mem- 
branes, abraded  skin,  or  unrecog- 
nized injuries  to  saliva  from  infected 
persons.  The  greatest  risk  is  vertical 
transmission  from  an  asymptomatic, 
chronically  infected  mother  to  her 
child.  All  pregnant  women  who 
come  from  areas  of  the  world  where 
hepatitis  B is  endemic  or  who  have 
other  risk  factors  for  hepatitis  B (his- 
tory of  drug  abuse,  multiple  sexual 
partners,  or  previous  episode  of  undi- 
agnosed hepatitis)  should  be  screened 
for  chronic  carriage  of  hepatitis  B. 
However,  because  the  reliability  of 
available  information  to  determine  if 
a pregnant  woman  is  at  high  risk  of 
carrying  hepatitis  B is  notoriously 
low,  all  pregnant  women  in  Texas 
should  be  screened  for  HbsAg  as  ear- 
ly as  possible  during  pregnancy.  In- 
fants born  to  HbsAg-positive  moth- 
ers should  receive,  within  48  hours  of 
birth,  both  hepatitis  B immune 
globulin  and  the  first  of  a series  of 
hepatitis  B vaccine.  In  addition,  rou- 
tine universal  hepatitis  B vaccination 
is  now  recommended  for  all  immi- 
grant children  and  for  those  born  in 
the  United  States. 

Most  intestinal  parasites  do  not 
present  a significant  public  health 
hazard  in  the  United  States  because 
effective  sewage  disposal  and  hygienic 


practices  interrupt  helminth  transmis- 
sion. In  Texas,  however,  the  soil  and 
climatic  conditions  are  suitable  ior 
some  parasites,  especially  Ascaris  lum- 
bricoides  and  hookworm,  to  survive 
(31).  Many  immigrants  live  in  crowd- 
ed areas  with  poor  sanitation,  where 
transmission  ol  the  inlections  may  oc- 
cur within  households.  Diagnosis  and 
treatment  ol  all  household  members 
is  the  key  to  preventing  these  parasites 
Irom  spreading  lurther. 

Intestinal  parasitism  may  be  the 
cause  of  chronic  or  recurrent  abdominal 
pain,  diarrhea,  anemia,  eosinophilia, 
growth  failure,  protein-losing  enteropa- 
thy, or  intestinal  obstruction  in  children 
from  South  and  Central  America,  Mex- 
ico, the  Caribbean,  Southeast  Asia,  and 
Africa  (32,33).  Hookworm  and 
Strongyloides  are  highly  endemic  in 
Southeast  Asia,  and  most  of  Africa  and 
Mexico,  while  Entamoeba  histolytica, 
Giardia  lambia,  Trichnris  trichinria,  and 
Ascaris  lumbricoides  are  endemic  world- 
wide. Schistosomiasis  is  endemic  in 
Asia,  Africa,  the  Caribbean  area,  and 
South  America,  where  an  estimated  2 
million  people  have  this  disease  (34). 

Surveys  of  various  immigrant  pedi- 
atric populations  in  the  United  States 
have  reported  rates  of  parasitic  infes- 
tation ranging  from  10%  to  55% 
(33,35-38).  In  many  of  the  studies, 
Trichnris  was  the  most  frequently  iso- 
lated parasite,  with  Giardia  the  sec- 
ond most  common  (33,36).  In  a 
study  by  Elliot  et  al  (39),  which  fo- 
cused on  the  Texas  Gulf  Coast  area, 
Giardia  was  the  most  frequently  iso- 
lated parasite,  accounting  for  37%  of 
all  positive  stools,  followed  by  Enta- 
moeba coli  (18%),  Strongyloides  (6%), 
Ascaris  (5%),  Hymenolepis  nana  (5%), 
hookworm  (3%)  and  Trichnris  (3%). 


Iilhlf ‘i.  li  lo  screening  ol  iinmigi.iiu  thikln-n. 

• I liorough  hislory  aiul  pliysical  examinaiion 

• liloDil  coiml  vvilli  a niaiui.il  leukocyte  tlilfeieiuial  count  (look  lot  .tnenu  i .ukI 
eosinophilia) 

• I lepatitis  p.tnel  (HlksAj;,  I IBsAh,  I IBeAg,  1 IhcAh) 

• Mantotix  S ttiherctilin  tinil  skin  test 

• .Stool  speciiuen  lor  ova  aiul  parasites 

• Inuutnti/.ation  as.sessment 

• (iro.ss  vistial  screen  and  dental  evaluation 

1 he  lollovving  should  be  done  as  indicated: 

• Liver  lunction  tests 

• I'hick  atul  thin  stained  smears  of  peripheral  blood  (malaria) 

• fllV  ELISA,  Western  blot  tor  confirmation 

• Diagnostic  tests  for  sexually  transmitted  diseases  (VDRl.,  RPR,  and  cultures  for  gonorrhea 
and  chlamydia)  if  child  is  sexually  active 

• Mental  health  assessmetit 


niLsAg  = hepatitis  B surface  antigen 
HBsAh  = hepatitis  B surface  antibody 
HBeAg  = hepatitis  B e antigen 
HBcAh  = hepatitis  B core  antibody 
HIV  = human  immunodeficiency  virtts 
ELISA  = enzyme  linked  immunosorbent  assay 
VDRL  = Venereal  Disease  Research  Laboratory 
RPR  = rapid  plasma  reagin 


Flores  et  al  (38)  demonstrated  that 
49.5%  of  stool  specimens  from  chil- 
dren who  recently  immigrated  from 
Mexico,  South  and  Central  America, 
Cuba,  and  Indochina  were  positive 
for  ova  and  parasites.  Mixed  infec- 
tions are  found  in  13%  to  43%  of  the 
affected  population  (33,37,39-41).  In 
Texas,  routine  intestinal  parasite  test- 
ing is  performed  only  in  the  Fort 
Worth-Tarrant  County  and  Amarillo 
bi-city-county  refugee  health  screen- 
ing programs.  Of  548  arrivals  to  these 
areas,  352  were  screened  for  parasites 
and  166  (47%)  were  reported  to  be 
infected  with  at  least  a single  species 
of  parasite.  Among  refugees  younger 
than  18  years,  42%  of  the  293 
screened  individuals  were  infected. 

Other  infectious  diseases  must  be 
considered  when  caring  for  refugee 
and  other  immigrant  children.  Tu- 
berculous infection  and  disease,  HIV 
infection,  and  various  STDs  may  be 
more  common  among  refugee  chil- 
dren and  adolescents,  especially  those 
from  Africa  and  Southeast  Asia.  In 
1990,  the  Texas  Department  of 
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Health  received  reports  of  80  ca.ses  of 
malaria.  Cysticercosis  — infection  by 
the  larvae  of  the  pork  tapeworm  Tae- 
nia solinm  — should  be  considered 
in  any  child  from  Southeast  Asia,  In- 
dia, Africa,  Mexico,  Central  and 
South  America,  or  Eastern  Europe 
who  has  unexplained  seizures,  focal 
neurologic  deficits,  intellectual  dete- 
rioration, or  signs  and  symptoms  of 
an  intracranial  mass.  American  try- 
panosomiasis, or  Chagas’  disea.se,  can 
cause  remitting  fevers,  facial  edema, 
lymphadenopathy,  skin  lesions,  and 
carditis  in  children  from  Central  and 
South  America  and  Mexico;  a con- 
genital form  has  been  described. 

Recommended  general  screening 
procedures  for  immigrant  children  in 
d’exas  are  shown  in  Fable  4.  These 
procedures  are  aimed  at  the  most 
prevalent  and  treatable  infections  in 
this  group  of  children. 

CONCLU.SIDN 

Preventable  infectious  diseases  contin- 
ue to  plague  the  children  of  Texas.  As 
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long  as  poverty,  ignorance,  and  poor 
access  to  health  care  continue  in  our 
state,  these  medical  problems  also  will 
persist.  Some  health  advocates  and 
newspaper  columnists  have  suggested 
recently  that  the  reemergence  of  infec- 
tious diseases  that  affect  public  health 
is  a sensitive  indicator  of  social  ills. 
Clearly,  the  control  of  these  diseases  is 
affected  by  government  policies  and  re- 
source allocation.  li  health-care 
providers  in  Texas  truly  want  to  be  pa- 
tient advocates,  we  must  be  sure  our 
society  provides  ample  and  available 
resources  to  hght  these  infectious  dis- 
eases. Over  the  past  decade,  most 
health  departments  and  public  health 
programs  within  Texas  have  suffered 
from  diminished  real  resources,  in- 
creased patient  loads,  and  difficulty 
finding  and  retaining  experienced 
health-care  workers.  The  problems 
outlined  in  this  paper  are  part  of  the 
price  Texas  is  paying  tor  our  indiffer- 
ence and  neglect  ot  basic  public  health 
perfotmance.  All  members  of  the  med- 
ical community  in  Texas  must  vigor- 
ously support  and  provide  leadership 
for  public  health  efforts.  Physicians 
should  promptly  notify  health  depart- 
ments of  the  suspicion  of  a reportable 
infectious  disease,  counsel  and  educate 
their  patients  about  these  infections 
and  their  prevention,  and  advocate  for 
better  public  health  resources  and  pro- 
grams. Medical  schools  and  nursing 
schools  should  provide  more  public 
health  education  within  their  curricu- 
lae.  Health  advocates  need  to  educate 
the  media,  civic  leaders,  and  govern- 
ment officials  about  the  problems  and 
needs  of  our  public  health  system. 
Many  children  in  Texas  will  suffer  in 
the  future  if  our  current  public  health 
problems  are  ignored. 
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authors’  note 

This  article  was  originally  submitted  for  pub- 
lication in  November  1992;  most  ol  the  data 
presented  are  from  1991  or  before.  The  read- 
er should  be  aware  that  since  the  article  was 
written  there  have  been  few  reversals  in  the 
noted  trends  for  the  diseases  that  are  dis- 
cussed. The  comments  are  as  relevant  in 
1994  as  they  were  in  1992. 
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Icxas  youth:  critical  health  problems  and  the  : 1 

for  nontraditional  solutions 


Mortality  in  youthful  age  groups  in  the 
United  States  is  largely  violetit  and  in- 
creasingly due  to  homicide  involving  in- 
ner-city dwelling  males.  The  majority 
of  these  deaths  also  involve  decreased 
mental  capacity  as  a result  of  drug  and 
alcohol  abuse.  Most  of  the  morbidity  of 
youth  is  similarly  related  to  high-risk 
behavior,  also  correlated  with  drug  and 
alcohol  abuse.  Texas  is  no  exception  to 
national  trends,  as  our  review  of 
statewide  statistics  confirms.  It  is  impor- 
tant to  recognize  that  the  morbidity 
and  mortality,  and  the  developmental 
difficulties  that  lead  to  them,  do  not 
stop  with  the  attainment  of  a mythical 
"age  of  majority,  ” but  in  fact  continue 
to  at  least  age  25.  The  forgotten  age 
group,  "aged  18  to  25  years,  is  actually 
at  highest  risk,  since  those  not  in  college 
have  forfeited  many  of  their  social  and 
financial  supports.  Most  of  these  deaths 
should  be  preventable,  if  physicians  will 
take  creative  leading  roles  in  changing 
both  their  office  practices  and  their  lev- 
els of  community  involvement  to  deal 
with  the  epidemics  of  youthful  death 
and  dysfunction,  and  with  the  poverty 
and  hopelessness  of  our  urban  ghettos 
that  overwhelm  all  other  risk  factors. 

Dr  Goldenring,  director  ot  adolescenr 
medicine;  Dr  Barnett,  director  of  school 
health  and  community  pediatrics;  and  Dr 
Baldwin,  director,  Pediatric  Research  Office, 
Department  of  Pediatrics,  Division  of  Ambu- 
latory Pediatrics,  Children’s  Hospital,  The 
University  of  Texas  Medical  Branch  at  Galves- 
ton, Galveston,  Tex;  and  Dr  Tatem,  intern  in 
pediatrics,  University  of  Massachusetts  Medi- 
cal Center,  Worcester,  Mass,  Send  reprint  re- 
quests to  Dr  Goldenring,  Department  of  Pedi- 
atrics, Division  of  Ambulatory  Pediatrics, 
Children’s  Hospital,  Route  C-19,  The  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  TX 
77555-0319. 
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“Youth  arc  not  just  our 
country’s  hiture.  Given  the 
alarming  statistics  — 
they  are  also  our  present.” 

— A Brazilian  pediatrician  commenting  at  a 
1993  symposium  on  youth  in  Latin  America. 
Relo  Horizonte,  Brazil 

Before  discussing  the 

health  problems  of  adolescents 
and  young  adults,  we  must 
define  this  population  and  the  terms 
used  to  refer  to  it  in  this  report.  The 
public  considers  “adolescence”  to  be 
synonymous  with  “the  teens,”  but 
physicians  should  know  that  both  the 
physiologic  changes  of  “puberty”  and 
the  psychosocial  and  cognitive  devel- 
opmental process  of  “adolescence” 
begin  as  early  as  age  8 years  in  fe- 
males and  9 in  males  and  are  certain- 
ly well  under  way  by  age  10  ( 1 ). 

Defining  the  end  of  adolescence  is 
more  controversial.  While  the  state  of 
Texas  defines  the  “age  of  majority”  as 
18  years,  the  American  Academy  of 
Pediatrics  says  adolescence  ends  at  age 
21  years  (2),  and  the  World  Health 
Organization  says  the  term  “young 
people”  should  extend  up  to  the  25th 
birthday  (3).  The  authors  subscribe  to 
the  WHO  definition  and  prefer  the 
word  “youth”  to  describe  the  age 
group  from  9 to  24  years  because, 
epidemiologically  and  developmental- 
ly,  the  problems  of  younger  teens  spill 
over  in  a torrent  into  the  lives  of  indi- 
viduals aged  1 8 to  24  years.  These 
older  youths  are  actually  more  at  risk 
than  younger  “teenagers”  for  every 
one  of  the  problems  discussed  (4). 
Unfortunately,  most  statistics  in  Texas 
and  the  nation  do  not  distinguish  18- 
to  24-year-olds  from  adults,  so  the 
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following  discussion  of  data  on  this 
neglected  but  very  important  part  of 
the  youthful  population  will  neces.sar- 
ily  be  limited. 

The  physiologic  processes  of  pu- 
berty (rapid  growth  and  strength 
augmentation  plus  the  development 
of  secondary  sexual  characteristics 
and  reproductive  capacity)  are  sel- 
dom abnormal,  but  accomplishment 
of  the  cognitive  and  psychosocial 
growth  of  adolescence  often  goes 
awry.  The  developmental  tasks  re- 
quired of  the  adolescent  are  sexual 
and  physical  identity  formation,  sep- 
aration from  parents  and  the  devel- 
opment of  autonomous  relationships 
with  peers  and  society,  development 
of  self-esteem  and  self-actualization, 
and  tapping  into  new  cognitive  abili- 
ties that  allow  for  abstract  thought, 
including  consideration  of  the  future 
consequences  of  one’s  actions  ( 1 ). 

These  tasks  are  difficult  for  nearly 
all  young  people,  but  practitioners 
who  are  bombarded  with  the  “pathol- 
ogy” of  youth  should  keep  in  mind 
that  about  two  thirds  of  American 
teens  negotiate  the  course  of  physical 
and  psychosocial  maturation  with  re- 
markable ease  (1 ).  Half  of  the  remain- 
der need  onlv  minor  interventions  to 
help  them  weather  “the  storms  of 
youth.”  Still,  that  leaves  roughly  15% 
of  adolescents  who  present  with  psy- 
chosocially  based  disorders  that  are  se- 
vere and  require  major  interventions. 

Fhe  challenge  of  providing  clini- 
cal care  for  this  15%  of  the  adoles- 
cent population  is  enormous.  There 
are  approximately  31  million  adoles- 
cents (aged  1 0 to  18  years)  in  the 
United  States  (5),  and  about  1.2  mil- 
lion of  them  are  in  I’exas  (6).  Hence, 
9.3  million  adolescents  in  the  United 
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States  (360,000  in  Texas)  require 
some  professional  intervention,  while 
about  4.6  million  (180,000  in  Texas) 
require  a major  investment  of  time 
and  resources  to  address  their  health 
needs.  When  multiplied  by  1.6,  these 
figures  approximate  the  dimensions 
of  the  18-  through  24-year-old  popu- 
lation that  is  at  risk. 

The  numbers  alone  are  daunting. 
They  are  all  the  more  so  when  we  rec- 
ognize that  the  “treatment,”  let  alone 
the  prevention,  of  the  most  significant 
health-related  problems  of  youth  — 
accidents,  homicide,  suicide,  drug 
and  alcohol  abuse,  teen  pregnancy, 
and  sexually  transmitted  diseases 
(STDs)  — is  highly  complex,  re- 
source-intensive,  and  inadequately 
documented.  Treatment  requires  col- 
laborations among  physicians  and  ele- 
ments of  the  community  who  are  still 
not  accustomed  to  working  together. 

This  article  describes  and  analyzes 
the  epidemiology  of  the  critical 
health  problems  that  plague  Texas 
youths  (except  STDs,  discussed  in 
the  article  on  infectious  diseases)  and 
considers  some  of  the  majot  factors 
that  underlie  these  disorders.  From 
that  analysis,  the  authors  propose  a 
number  of  traditional  and  nontradi- 
tional  ways  in  which  physicians  can 
work  with  the  government,  commu- 
nity, schools,  and  health-care  system 
and  in  their  own  practices  to  ap- 
proach the  crisis  among  adolescents. 

YOUTH  MORBIDITY  AND 
MORTALITY:  PROBLEM 
BEHAVIORS  AND  THEIR 
CATASTROPHIC  CONSEQUENCES 

Mortality  in  youth 

Physically,  adolescents  live  in  the 
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healthiest  period  of  their  lives,  but 
psychological  reasons  raise  to  a high 
level  their  risk  for  violent,  sudden 
death.  Such  deaths  account  for  85% 
of  the  total  in  the  group  from  9 to  24 
years  old  (5,6).  At  the  time  of  puber- 
ty, youth  are  suddenly  equipped  with 
brand  new,  seemingly  invincible  bod- 
ies, and  respond  with  a sense  of  chal- 
lenge and  adventure.  They  are  goaded 
into  risk-taking  behaviors  by  new 
feelings  and  sensations  and  by  the 
need  to  be  important  in  their  own 
eyes  and  those  of  their  peers.  For  all 
their  exuberance,  however,  they  are 
richly  endowed  with  practical  inexpe- 
rience. Undaunted  by  the  caution 
that  builds  with  cognitive  maturation, 
they  go  forth  to  experiment  with  life; 
they  encounter  new  situations  and 
dangers  that  they  underestimate  or 
fail  to  consider,  with  sometimes  disas- 
trous results.  Unbridled  risk  taking 
lies  at  the  heart  of  youth  morbidity 
and  mottality.  Young  people  are  more 
impulsive  than  adults,  and  if  they 
think  about  the  risks  of  their  behavior 
at  all,  they  tend  to  believe,  “It  can’t 
happen  to  me”  (7).  But  it  most  cer- 
tainly can  and  does. 

Given  these  developmental  pro- 
clivities, it  is  little  wonder  that  acci- 
dents, particularly  automobile  crash- 
es, have  been  the  primary  killer  of 
Texas  youths  for  4 decades.  Other  ac- 
cidents  involving  activities  with 
wheeled  and  motorized  vehicles  add 
significantly  to  morbidity,  as  do 
sports- related  injuries,  but  these  con- 
tribute only  16%  to  20%  to  the  total 
accidental  carnage  (5,6,8).  Texas  vital 
statistics  reports  for  1990  show  that 
for  youths  aged  10  to  19  years,  734 
deaths  were  caused  by  accidents,  of 
which  528  involved  motor  vehicles 
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(72%),  with  close  to  a threefold 
higher  risk  for  males  over  females. 
The  risk  was  fivefold  higher  for  auto 
death  in  adolescents  older  than  15 
years  and  for  whites  over  blacks,  with 
Hispanics  at  intermediate  risk. 

In  the  1970s  and  1980s,  death 
due  to  intentional  violence  became 
the  second  most  common  cause  of 
mortality  among  youth  and  rose 
steadily  (8,9).  A decade  ago,  epi- 
demiological concern  focused  on  the 
rate  of  suicide  in  adolescents.  Sui- 
cides continue  to  be  the  number  two 
killer  of  youth  in  middle-  and  upper- 
class,  Caucasian,  suburban,  and  rural 
populations  (9—11).  However,  in  in- 
ner cities,  a startling  rise  in  homicide 
has  occurred,  especially  among 
young  black  males.  As  a result,  homi- 
cide has  become  the  second  most  fre- 
quent cause  of  death  of  Texas  youth; 
in  the  inner  city,  where  teens  are  less 
likely  to  own  cars,  homicide  now  ap- 
pears to  be  the  number  one  cause  of 
youth  mortality  (9). 

Texas  vital  statistics  from  1990 
conform  to  national  trends,  with  321 
homicide  deaths  occurring  in  the 
group  10  to  19  years  old  and  a nine- 
fold increased  risk  for  those  older  than 
15  years.  Black  males  accounted  for 
50%  of  the  total,  with  twice  the  white 
male  rate.  Hispanic  males  were  again 
at  intermediate  risk.  Of  these  deaths 
by  murder,  72%  were  firearms  related. 

In  the  same  year,  180  deaths  by 
suicide  were  documented  in  Texas, 
with  sevenfold  higher  risk  after  age 
1 5 and  a tenfold  higher  risk  for  white 
compared  to  black  males.  Males  in  all 
categories  were  also  3 to  5 times 
more  likely  than  females  to  succeed 
in  killing  themselves,  again  confirm- 
ing national  trends.  The  most  com- 


mon  method  ot  male  suicide  is  a selt- 
iiiHicted  gunshot  wound  (10,1  1). 

1(  youth  homicides  continue  to 
rise  at  the  current  rate,  they  will  soon 
be  twice  as  ct:)mmon  in  lexas  as  sui- 
cides, with  economically  disadvan- 
taged youth  bearing  the  brunt  of  this 
carnage.  I he  dramatic  rate  of  in- 
crease in  homicide,  particularly  in 
the  past  5 years,  is  probably  at- 
tributable to  an  increase  in  gang  ac- 
tivity (12),  financed  by  the  increas- 
ingly profitable  and  territorially 
violent  illegal  drug  trade.  Weapons  of 
choice  for  adolescent  battles  have 
switched  from  comparatively  benign 
kn  ives  and  small-caliber  guns  to  far 
more  powerful  weapons. 

While  these  statistics  are  highly 
disturbing,  they  represent  only  the 
most  visible  portion  of  the  problem, 
because  many  aspects  of  violent  be- 
havior in  adolescents  are  poorly  doc- 
umented. For  every  completed  sui- 
cide, it  is  estimated  that  there  are  at 
least  5 to  8 times  more  suicide  at- 
tempts, particularly  by  females  who 
take  pills  or  cut  themselves  in  readily 
treatable  ways  (10).  For  every  homi- 
cide, many  more  assaults  with  deadly 
weapons  occur.  For  example,  in 
1 990  the  Texas  Department  of  Pub- 
lic Safety  reported  3470  youths  ar- 
rested for  aggravated  assault,  403  for 
rape,  358  for  arson,  and  4150  for 
carrying  weapons.  Arrests,  of  course, 
represent  only  a small  proportion  of 
the  crimes  that  actually  occur.  Stud- 
ies over  the  last  2 years  have  shown 
repeatedly  that  at  least  20%  of 
youths  admit  they  have  carried 
weapons  to  school  during  the  past 
school  year  (13).  As  a result,  youths 
represent  also  the  age  group  most 
victimized  by  crime  and  violence  (9). 


Morbidity  in  youth:  substance  abuse 
In  d’exas,  substance  abuse  is  not 
confined  to  the  high  school  and 
street  populations.  According  to 
1990  survey  data  from  the  Texas 
Commission  on  Alcohol  and  Drug 
Abuse  (TCADA),  42.4%  of  seventh 
graders  report  that  they  have  used  to- 
bacco, 69%  have  tried  alcohol, 
24.6%  have  tried  inhalants,  and  al- 
most 10%  have  smoked  marijuana. 
These  data  are  slightly  higher  than 
figures  for  most  of  the  United  States, 
in  which,  on  average,  one  third  of 
youths  have  tried  licit  and  illicit 
drugs  and  more  than  half  have  tried 
alcohol  before  age  14  years  (6,9).  By 
their  senior  year,  more  than  29%  of 
Texas  students  have  used  tobacco 
products  in  the  past  month  (national 
average,  18%).  By  their  senior  year, 
40%  report  having  tried  illicit  drugs 
(nationally,  54%).  Overall,  TCADA 
reports  that  in  1990,  only  one  third 
of  Texas  secondary  students  were 
completely  drug  and  alcohol  free. 
These  figures  represent  only  the  low- 
est-risk  youth  population  because 
TCADA  does  not  survey  youths,  as 
many  as  40%  in  many  inner  cities 
(14),  who  have  dropped  out  of 
school  or  attend  only  sporadically. 

The  problem  of  adolescent  drink- 
ing and  driving  has  also  reached  epi- 
demic proportions.  The  TCADA 
surveys  show  that  1 2%  of  Texas  stu- 
dents admit  to  having  driven  a car 
when  intoxicated,  with  29%  of  se- 
niors reporting  this  behavior  and  8% 
reporting  driving  while  drunk  4 or 
more  times  during  the  prior  year. 
More  than  80%  of  teen  drivers  who 
get  into  accidents  have  a measurable 
blood  alcohol  or  drug  level  (8),  and 
40%  of  teens  report  having  ridden  in 


a car  where  the  driver  was  drinking 
or  using  drugs  (15). 

Sixteen  percent  of  Fexas  students 
acknowledge  having  used  illicit  drugs 
more  than  3 times,  indicating  more 
than  just  experimental  use.  By  their 
senior  year  in  high  school,  10%  re- 
port having  tried  cocaine,  the  deadli- 
est drug;  3%  use  it  at  least  monthly, 
and  about  the  same  percentage  re- 
port using  amphetamines  like  “xtasy” 
(metholidioxin  methamphetamine). 
Four  percent  of  seniors  also  report 
anabolic  steroid  use,  and  the  litera- 
ture suggests  that  actual  use  may  be 
considerably  underreported  (16). 
These  are  also  addictive  substances, 
and  human  immunodeficiency  virus 
can  be  transmitted  through  their  in- 
jection. One  out  of  10  teenage  stu- 
dents surveyed  by  the  TCADA  re- 
port having  been  in  trouble  with  the 
law  as  a result  of  alcohol  or  drugs. 
While  males  still  outnumber  females 
in  the  use  and  abuse  of  alcohol  and 
drugs,  the  gender  gap  is  narrowing 
steadily  in  all  categories.  Most  of 
these  statistics  exclude  the  highest- 
risk  group  of  school  dropouts  and 
older  youths. 

While  national  data  suggest  a sta- 
tistically significant  downward  trend 
in  drug  and  tobacco  use  (14),  this  re- 
duction in  substance  abuse  has  been 
clinically  insignificant  (with  the 
probable  exception  of  cocaine  abuse); 
downward  trends  appear  to  be  less 
pronounced  in  Texas  than  in  other 
parts  of  the  country.  Use  of  highly 
carcinogenic  and  addictive  oral  to- 
bacco products  has  increased  greatly 
throughout  the  United  States  over 
the  same  period,  virtually  wiping  out 
small  gains  made  in  reducing 
cigarette  smoking  among  youth  (9). 
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Morbidity  in  youth: 
school-age  pregnancy 
The  final  form  of  morbidity  reviewed 
relates  to  unchecked  sexual  risk  tak- 
ing. The  incidence  of  teenage  pregnan- 
cy in  Texas  for  youth  under  age  13 
leads  the  nation  as  a whole,  and  Texas 
is  among  the  top  five  states  in  school- 
age  pregnancies  (17).  Of  females 
ranging  in  age  from  13  through  17 
years,  almost  4%  became  pregnant  in 
1990,  according  to  the  Texas  Depart- 
ment of  Health  (6).  While  2.5%  of 
Caucasians  in  this  age  group  became 
pregnant,  the  rates  for  Hispanic  and 
African-American  teens  were  5%  and 
7%,  respectively.  Hence,  Texas  con- 
tributes about  2.5%  of  the  annual  na- 
tional total  exceeding  1 million  teen 
pregnancies  annually,  84%  of  them 
unintended  (5). 

Nationally,  40%  of  school-age 
pregnancies  among  white  youths  are 
terminated  by  abortion,  compared  to 
16%  for  Hispanic  and  24%  for 
African-American  pregnancies, 
rherefore,  each  year  approximately 
1%  of  American  Caucasian  teens, 
3.9%  of  Hispanic  teens,  and  5%  of 
black  teens  deliver  babies  (5).  Tbe 
national  abortion  rate  among  youth 
is  about  42%  (5),  but  in  Texas  it  is 
only  26%.  Especially  among  minori- 
ty populations,  almost  all  children 
born  to  teens  are  cared  for  by  the 
young  mother  or  her  relatives.  At 
least  1 in  5 young  teen  mothers  na- 
tionwide will  go  on  to  have  a second 
pregnancy  before  age  18  (18). 

Teenage  pregnancies  have  a high 
risk  for  poor  outcome;  the  Texas  De- 
partment of  Health  reports  that  less 
than  half  of  teens  in  all  ethnic  groups 
receive  adequate  prenatal  care  start- 
ing from  the  first  trimester.  Overall, 
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10%  of  teen  pregnancie's  in  Texas 
produce  babies  with  low  birth  weight 
(14.6%  among  blacks)  and  an  aston- 
ishing 22%  are  preterm  deliveries 
(29.5%  in  blacks),  about  one-third 
higher  than  adult  rates  (6). 

The  adolescent  girls  who  are  most 
at  risk  for  school-age  pregnancy  are 
those  who  become  sexually  mature  at 
an  early  age  (9,17).  Evidence  suggests 
that  African-American  and  Hispanic 
females,  those  most  likely  to  inhabit 
our  inner  cities,  have  the  earliest  age 
of  menarche  (9,17). 

Risk  factors  and  protective  factors: 
targets  for  potential  solutions 
These  statistics  document  for- 
midable problems,  but  epidemiolog- 
ical data  concerning  the  adolescent 
population  also  suggest  approaches 
to  these  problems. 

First,  the  group  most  at  risk 
among  youths  is  males;  white  males 
represent  most  of  the  automobile 
accident  and  suicide  fatalities,  and 
inner-city  minority  males,  particularly 
African-Americans,  represent  the  ma- 
jority of  homicide  victims.  Males  also 
represent  the  “other  half”  of  the  equa- 
tion in  school-age  pregnancy  and 
STD  morbidity,  even  though  almost 
all  current  programs  designed  to  deal 
with  these  problems  focus  primarily 
on  females.  Solutions  to  the  underlying 
conditions  that  contribute  to  adolescent 
mortality  must  target  males. 

Second,  the  United  States  has  3 
million  handguns  in  circulation,  at 
least  5 times  more  than  any  nation 
on  earth  (12).  Since  the  primary  in- 
struments of  death  among  males,  both 
in  homicide  and  suicide,  are  handguns, 
any  solutions  must  deal  with  their 
availability. 
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Third,  every  aspect  of  morbidity 
and  mortality  is  abetted  by  drug  and 
alcohol  abuse.  Alcohol  or  illicit  drugs 
are  involved  nationally  in  at  least  half 
th  e cases  of  fatal  automobile  acci- 
dents, murders,  and  suicides  among 
youths.  They  also  appear  to  con- 
tribute significantly  to  the  “decision” 
to  engage  in  sexual  intercourse,  with 
its  attendant  risks  (7).  Substance 
abuse  reduces  good  judgment  and  in- 
hibitions, thus  facilitating  all  forms 
of  risk-taking  and  acting-out  behav- 
iors. Any  solutions  must,  therefore,  ad- 
dress the  underlying  causes  of  youthful 
substance  abuse. 

What  factors  underlie  the  risky  be- 
haviors of  youth?  Authorities  have 
tried  to  quantify  these  factors  by  mea- 
suring such 'constructs  as  “level  of  self- 
esteem”  and  “internal  versus  external 
locus  of  control.”  But  the  real  prob- 
lem lies  deeper:  many  youth  are  de- 
pressed — they  lack  hope  for  the 
future.  The  authors  are  continually 
impressed  by  the  number  of  youths 
who  directly  verbalize  this  sense  of 
“having  no  future,”  particularly  those 
who  come  from  the  inner  city.  If 
poverty  is  more  important  than  race 
or  ethnicity  in  determining  risk  for 
homicide  (12),  it  is  no  wonder  that 
youths  without  hope  turn  to  drugs 
and  alcohol  as  a way  out.  They  be- 
come dealers  to  make  money  and  use 
the  drugs  as  a form  of  self-medication 
for  their  depression  and  psychic  pain. 
In  the  words  of  Richard  MacKenzie, 
MD,  director  of  adolescent  medicine 
at  Los  Angeles  Children’s  Hospital, 
“They  do  not  have  a drug  problem  — 
they  have  a drug  solution.” 

Fortunately,  some  sources  of 
strength  can  mitigate  the  risks  for 
adolescents.  If  young  people  stay  in 


school  (even  i(  they  do  not  like  it), 
the  safety  net  provided  hy  that  pro- 
tected environment  reduces  their 
risk.  Interactions  with  positive  role 
models  can  give  them  a sense  of  a fu- 
ture and  help  them  develop  positive 
behaviors.  Achieving  success  of  any 
sort  and,  thereby,  taking  positive 
steps  toward  self-responsibility  can 
reduce  their  risks.  In  the  long  run, 
finding  a way  to  achieve  self-respect 
and  economic  gain  through  work 
and  career  development  can  lead 
them  toward  responsible  paths. 

Unfortunately,  for  a large  segment 
of  impoverished  youth,  particularly 
those  of  minority  background  who 
live  in  the  inner  city,  these  positive 
factors  are  difficult  to  activate.  These 
adolescents  often  inhabit  a world 
where  schools  are  viewed  as  a waste 
of  time  and  have  become  a site  for 
gang  warfare,  d’heir  adult  role  mod- 
els may  have  undesirable  lifestyles,  or 
they  are  immersed  in  dysfunctional 
families.  When  unemployment  ex- 
ceeds 25%  and  families  live  without 
adequate  food,  clothing,  and  medical 
care,  the  consequences  of  destructive 
behaviors  lose  their  power  to  deter. 
Only  by  changing  the  world  of  the 
inner  city  can  a healthy  future  for 
these  high-risk  youth  be  assured. 

SOLUTIONS  THE  PHYSICIAN 
CAN  IMPLEMENT:  BUILDING 
POSITIVE  INTERACTIONS 
AT  EVERY  LEVEL 

Innovative  solutions  are  possible 
when  risk  factors  can  be  identified 
and  targeted  for  specific  intervention. 
Physicians,  as  respected  authorities 
within  their  communities,  can  use 
their  k nowledge,  experience,  and 


prestige  to  provide  education  and  ad- 
vocacy concerning  the  problems  of 
adolescents,  d’hey  can  help  imple- 
ment approaches  at  all  levels  of  the 
social  structure,  including  the  health- 
care system. 

Practice  setting 

During  health  maintenance  visits, 
health  professionals  need  to  spend  at 
least  20  to  30  minutes  more  time 
with  adolescents  than  they  normally 
spend  with  younger  children  to  elicit 
their  complicated  psychosocial  histories. 
Good  methods  are  available  for  rapid 
screening  of  teens  using  a “psychoso- 
cial review  of  systems,”  which  can  be 
used  with  or  without  patient  ques- 
tionnaires (19,20).  Time  for  counsel- 
ing and  anticipatory  guidance  is 
needed  also.  Unfortunately,  this  extra 
“cognitive  time”  is  not  reimbursable 
under  the  current  health-care  system. 
If  they  are  to  use  office  practice  time 
effectively  to  help  youth,  primary 
care  physicians  must  participate  in 
the  current  renegotiation  of  national 
and  state  health-care  plans  so  as  to 
achieve  reasonable  remuneration  for 
the  time  expended. 

The  private  practitioner  can  also 
choose  to  set  aside  a half  day  per 
month  to  work  in  medically  tender- 
served  communities  or  neighborhoods; 
this  could  include  consultative  ser- 
vices, which  can  be  offered  also  at  lo- 
cal family  planning  or  community 
health  centers.  In  Texas,  community- 
based  models  for  physicians  who  wish 
to  extend  their  care  for  adolescents 
beyond  the  traditional  office  practice 
are  being  established  and  evaluated  by 
the  Texas  Pediatric  Society  through 
the  Texas  Community  Access  to 
Child  Health  (T-CATCH)  program. 
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Schools 

Physicians  can  have  a direct  impact 
on  schools,  both  as  providers  and  as 
advocates  of  reform.  They  can  en- 
courage communities  to  develop 
school-based,  comprehensive  health 
centers  that  elitninate  barriers  to  access 
to  both  physical  atid  tnental  health  care 
for  youth  who  have  no  other  “medi- 
cal home.”  Such  clinics  are  most  ap- 
propriate in  inner  cities,  where 
poverty  is  highly  prevalent  (eg,  where 
more  than  50%  of  students  are  medi- 
cally inciigent).  Phe  clinics  can  be 
staffed  primarilv  by  certified  nurse 
practitioners,  but  physicians,  includ- 
ing private  practitioners,  may  be  very 
involved  as  supervisors  of  care  and 
members  of  the  clinic’s  community 
advisory  board. 

Health-care  practitioners  also  need 
to  be  advocates  for  school  refortn.  New 
practical  and  exciting  curricula  on 
health  should  be  developed,  including 
topics  such  as  proper  nutrition,  exer- 
cise for  life,  sports  and  general  safety, 
cardiopulmonary  resuscitation,  and 
the  dangers  of  drugs  and  sexual 
experimentation.  Curricula  can  be  de- 
signed to  address  psychosocial  skills, 
including  negotiating,  listening,  com- 
municating both  facts  and  feelings, 
and  setting  limits  with  peers  and 
adults  in  difficult  situations  that  in- 
volve risk-taking  behaviors. 

Schools  need  to  develop  programs 
that  meet  the  needs  of  all  teens,  in- 
cluding for-credit,  supervised  work 
experience  and  real  vocational 
programming  with  adequate  funding 
and  rewards  for  excellence.  Alterna- 
tives for  expression  and  communica- 
tion such  as  teen  art,  music  and  the- 
ater groups,  and  peer  counseling/ 
mentoring  programs  should  be  en- 
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couraged  by  schools.  These  can  work 
synergistically  with  counseling  and 
educational  programs  administered 
by  adults  (21).  At  the  same  time, 
physicians  can  help  involve  and  train 
parents  and  other  adults  to  be  part- 
ners in  education  and  continue  the 
process  of  role  modeling,  supervi- 
sion, and  growth  within  the  home. 
Parenting  and  family  building  are  the 
only  essential  and  professional  skills 
in  our  society  that  require  essentially 
no  training,  licensing,  or  continuing 
education.  Should  not  we  address 
this  issue  in  the  public  schools? 

Physicians  can  help  transform 
schools  into  challenging  and  interest- 
ing places  to  learn,  using  curricula 
that  deal  forthrightly  with  issues  that 
concern  students,  such  as  violence  and 
sex.  Physicians  have  led  the  way  in  im- 
proving the  quality  of  schools  and 
their  graduates  (22);  yet,  many  more 
physicians  need  to  become  involved. 

Communities 

Each  community  is  different  and 
needs  to  solve  the  problems  o(  its 
youth  population  in  its  own  unique 
way.  Health  professionals  can  encour- 
age the  process  by  calling  for  and  par- 
ticipating in  community  coalitions  of 
organizations  and  individuals  interest- 
ed in  addressing  the  complex  prob- 
lems of  our  youth.  Such  groups  can 
coordinate  and  focus  the  energy  and 
efforts  of  communities  and  can  ensure 
efficient  use  of  scarce  resources.  Com- 
munity coalitions  can  become  non- 
profit corporations  so  that  they  can 
receive  grant  funding.  Physicians’  ex- 
pertise is  needed  to  help  communities 
recognize  risk  factors  and  identify  ef- 
fective interventions. 

Community  activism  needs  to  in- 


volve local  businesses,  including  the 
health-care  industry,  in  funding  youth 
programs.  Such  participation  already 
exists  to  some  extent  — for  example, 
by  the  Texas  Business  and  Education 
Coalition  — but  a much  more  exten- 
sive business-community-government 
partnership  is  essential.  If  businesses 
realize  that  a well-educated,  nonvio- 
lent, self-motivated,  and  socially 
satisfied  work  force  of  young  people  is 
absolutely  essential  to  the  well-being 
of  free  enterprise,  they  will  come  to 
view  community  development  as  a 
smart  investment  in  future  productiv- 
ity. Because  many  physicians  are  also 
business  people,  they  can  facilitate 
the  increased  involvement  of  the  cor- 
porate community. 

Health-care  providers  can  also  en- 
courage communities  to  develop  pro- 
grams for  youth  mentoring,  recreation, 
and  employment! education,  which  can 
serve  as  alternatives  to  gang  activity 
and  drug  dealing.  These  programs 
must  be  centered  in  neighborhoods 
with  the  highest  risk  and  target  males 
in  particular.  The  need  to  develop 
outreach  work  through  agencies  and 
community  coalitions  is  great.  Suc- 
cesses may  be  achieved  also  by  indige- 
nous programs  led  by  trained  “urban 
barefoot  doctors”  and  “peer  coun- 
selors” who  work  in  the  neighbor- 
hood as  coordinators,  ombudsmen, 
and  responsible  role  models. 

State  and  federal  level 
As  respected  experts,  physicians  and 
other  health-care  providers  can  have  an 
enormous  collective  impact  on  state 
and  federal  funding  decisions. 
Through  their  professional  organiza- 
tions and  through  individual  advocacy, 
they  can  take  the  following  actions; 


• Work  to  assure  full  and  equal  access 
to  health  care  for  all  young  people, 
including  preventive  interven- 
tions, mental  health  evaluation 
and  treatment,  and  substance 
abuse  treatment.  Texas  ranks  in 
the  lowest  10th  among  all  states 
in  funding  health  care  for  youth: 
one  quarter  of  all  children  lack 
any  form  of  health  insurance  (23). 
In  particular,  access  to  mental 
health  care  and  substance  abuse 
counseling  for  youth  is  inadequate 
in  most  parts  of  Texas.  Reasonable 
reimbursement  must  be  provided 
to  primary  care  practitioners  for 
psychosocial  evaluation  and  pre- 
ventive counseling  of  adolescents 
and  for  primary  preventive  and 
secondary  treatment  by  mental 
health  professionals. 

• Help  to  obtain  adequate  funding 
for  prevention  and  intervention 
programs  for  adolescents.  Com- 
munities must  acquire  resources 
to  develop  adequate  local  respons- 
es to  the  problems  of  their  youth: 
eg,  innovative  educational,  voca- 
tional, employment,  and  recre- 
ational opportunities. 

• Initiate  and  obtain  funding  for  re- 
alistic, long-term  (minimum  of  3 
years)  research  and  evaluation  pro- 
grams relating  to  adolescent  health 
and  morbidity,  so  that  preventive 
interventions  can  be  designed.  Eor 
the  government  to  fund  surgery  to 
remove  bullets  and  not  to  sponsor 
studies  to  identify  those  at  risk  for 
gunshot  injury  is  poor  economics. 
Innovative  community-based  pre- 
vention and  intervention  pro- 
grams must  also  be  evaluated  for 
efficiency  and  cost-effectiveness. 
Physician  involvement  in  plan- 
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ning  and  obtaining  hinds  for  such 
projects  is  critical  to  their  long- 
term success. 

• Demand  the  passage  of  practical  leg- 
islation to  reduce  violence.  Legisla- 
tion must  include  laws  to  reduce 
the  availability  of  handguns  and 
assault  weapons.  We  have  shown 
clearly  that  reducing  the  availabili- 
ty of  these  deadly  devices  (not 
sports  weapons)  reduces  mortality 
and  morbidity  (24,25).  New  legis- 
lation must  assure  also  that  schools 
and  their  environs  are  absolute 
“demilitarized”  and  drug-,  tobac- 
co-, and  alcohol-free  zones,  so  that 
youth  can  feel  safe  and  clearheaded 
in  the  learning  environment. 

• Bring  to  the  attention  of  govern- 
ment and  business  leaders  the  spe- 
cial problems  of  the  highest-risk 
populations  of  school  drop-outs, 
homeless  youth,  and  those  18  to 
24  years  old,  who  are  often  ne- 
glected by  society  once  they  leave 
the  boundaries  of  the  educational 
system.  Effective  outreach  pro- 
grams will  be  expensive  and 
difficult  to  implement  successful- 
ly, but  the  alternative  is  continu- 
ing mortality  and  morbidity  in  fu- 
ture generations.  In  the  long 
term,  costs  will  be  offset  by  assur- 
ing the  nation’s  industries  of  a 
well-trained,  responsible  work 
force.  Government,  corporate, 
and  foundation  funding  will  all  be 
necessary  to  address  this  thorny 
problem.  Society  will  probably 
not  make  the  necessary  financial 
investment  without  advocacy  by 
the  medical  community. 


Embracing  nontraditional  health 
professio)ial  responsibilities 
An  old  African  proverb  says,  “It  takes 
an  entire  village  to  raise  a child.”  To- 
day, our  village  is  very  large  indeed, 
and  all  parts  of  our  society  must  work 
to  protect  its  future  through  fostering 
the  welfare  of  youth.  The  assumption 
that  the  entire  burden  of  dealing  with 
youth  should  fall  solely  on  parents  is 
unrealistic  and  goes  against  the  an- 
cient wisdom  and  practices  of  the  hu- 
man race.  In  our  highly  mobile  soci- 
ety, traditional  extended  family  and 
close-knit  village  structures  have  been 
lost;  institutions  within  the  commu- 
nity, such  as  schools  and  community 
centers,  need  to  be  retooled  to  take 
over  the  village’s  coparenting  tasks. 
No  group  in  American  society  is  bet- 
ter positioned  and  equipped  than 
health  professionals  to  provide  the  in- 
sight, knowledge,  and  leadership 
needed  to  win  commitment  of  the 
human  and  financial  resources  neces- 
sary for  approaching  the  problems  of 
youth  in  America.  By  acting  as  politi- 
cal visionaries  and  community  lead- 
ers, Texas  physicians  can  and  must 
lead  community  and  governmental  ef- 
forts to  improve  the  health  and  well- 
being of  future  generations. 


BIBI,I()t;RAPHlC  NOTE 

The  references  include  only  the  most  essential 
citations.  The  authors  would  like  to  call  atten- 
tion to  the  three  following  sources.  Reference 
5 provides  massive  amounts  of  data  and  is 
readily  available.  Reference  1,  the  most  inex- 
pensive, easy-to-use,  and  comprehensive  text 
on  adolescent  medicine  currently  available,  is 
highly  recommended  to  all  practitioners  who 
care  for  youth.  Several  other  textbooks  pub- 
lished in  the  last  2 years  can  be  consulted  for 
supplemental  views  and  details.  Finally,  many 
references  were  taken  from  Adolescent 
Medicine:  State  of  the  Art  Reviews  (Hanley  and 
Belfus  Publishers,  Philadelphia,  Pa),  a quarter- 
ly publication  similar  to  Clinics  of  North 
America.  Begun  in  1990,  this  is  an  invaluable 
resource  for  pointed,  current  reviews. 
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A comprehensive  system  for  the  delivery 
of  care  to  children  with  special  health- 
care needs  and  to  their  families  has 
been  developed  by  the  department  of 
pediatrics  of  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
A description  of  the  structure  and  oper- 
ations of  this  system  is  presented  and 
off  red  as  a model  for  the  state  of  Texas. 
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CHILDREN  WITH  “SPECIAL 
health-care  needs” -(SHCN) 
are  infants,  children,  and 
youth  aged  from  birth  to  18  years 
who  have  disabling  conditions  or 
chronic  illnesses  that  interfere 
significantly  with  normal  functioning 
and  development  and  that  require 
special  health  and  related  services  lor 
their  care.  These  children  require  sig- 
nificant adaptations  for  daily  func- 
tioning, prolonged  or  periodic  hospi- 
talizations, and  special  services  in 
educational  settings.  As  shown  in 
Table  1,  the  diseases  that  cause 
SHCN  can  be  classified  into  3 general 
categories:  diseases  causing  physical 
developmental  disabilities/delays;  dis- 
eases causing  neuropsychiatric  devel- 
opmental disabilities/delays;  and 
chronic  diseases  affecting  develop- 
ment. The  information  contained  in 


this  table  was  extracted  from  the  text- 
book Developmental-Behavioral  Pedi- 
atrics ( 1 ) and  from  our  own  experi- 
ences in  recent  years.  The  DSM-IIIR 
(2)  defines  the  developmental  disabili- 
ties in  the  first  2 categories  as  follows: 

A group  of  disorders  of  which  the 
predominant  feature  is  in  the  ac- 
quisition ol  cognitive,  language, 
motor  or  social  skills;  the  distur- 
bance may  involve  a general  delay, 
as  in  mental  retardation,  or  a delay 
or  failure  to  progress  in  a specific 
area  ol  skills  acquisition,  as  in 
specific  developmental  disorders, 
or  multiple  areas  in  which  there 
are  qualitative  distortions  of  nor- 
mal development,  as  in  pervasive 
developmental  disorders.  The 
course  of  the  developmental  disor- 
ders tends  to  be  chronic  with  some 


Table  1.  Diseases/conditions  resulting  in  special  health-care  needs  ol  children  and  their  families. 


Diseases  causing  physical  development  disabilities 


• Mental  retardation 

• Cerebral  palsy 

• Neural  tube  defects 

• Birth  detects/multiple  handicaps 

• Seizure  disorders 

• Global  central  nervous  system  injury 
{trauma,  infection,  and  chemical  injury) 


• Chromosomal  abnormalities 

• Vision  impairments/blindness 

• Hearing  impairments/deafness 

• Congenital  infections 

• Disorders  due  to  maternal  drug  abuse 


Diseases  causing  neuropsychiatric  developmental 

• Autistic  disorders 

• Pervasive  developmental  disorders 

• Disorders  of  learning  and  communication 

• Attention-deficit  hyperactivity  disorder 

• Tourette’s  syndrome 

Chronic  diseases  affecting  child  development 

• Respiratory  distress  syndrome  of 
premature  infants/bronchopulmonary 
dysplasia 

• Tumors  of  childhood  (chemotherapy, 
bone  marrow  transplantation) 

• Transplantion  of  various  organs 


disabilities 

• Panic  and  obsessive-compulsive  disorders 

• Schizophrenia 

• Depressive  disorders 

• Organic  personality  disorders 

• Alcohol/drug  abuse/dependence 

• Chronic  lung  failure  of  children/ventilator 
dependence 

• End-stage  renal  disease 

• Long-term  parenteral  alimentation 

• HIV  infection/AIDS 

• Cystic  fibrosis  and  other  genetic  disorders 
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Ihhtf  2.  Texas  dcmogiapliics  of  cliiltlicn  with  special  lieallli-care  needs  (I9‘)()).* 


Idlal  population  of  stale  o'  . 

Children  I 8 years  and  younger  i .! 

Annual  hirths  3 ''' 

Children  with  developmental  disabilities  8''), (8)0 

Children  with  developmental  delays  472,000 

Children  with  chronic  diseases  (medically  fragile)  56,000 


sign.s  ot  the  disorder  persisting  in  a 
stable  lorni  (without  periods  of  re- 
mission or  exacerbation)  into  adult 
lile;  in  many  mild  cases  adaptation 
or  lull  recovery  may  occur. 

In  the  third  category,  chronic  dis- 
eases alfecting  child  development, 
are  diseases  that  render  children  to 
be  medically  Iragile  and/or  technol- 
ogy-dependent and  that  may  affect 
their  growth  and  development. 
Families  ol  such  children  sustain 
multiple  burdens,  which  often  affect 
their  ability  to  handle  the  develop- 
mental impact  of  these  diseases.  In 
Table  1,  the  list  ol  diseases  resulting 
in  the  emergence  of  SHCN  in  chil- 
dren and  their  families  is  by  no 
means  all  inclusive.  In  recent  years, 
pediatric  human  immunodeficiency 
virus  infection/acquired  immune 
deficiency  syndrome  has  been  added 
to  the  list  of  chronic  diseases  affect- 
ing child  development.  This  disease 
produces  the  need  for  special  health- 
care services  that  are  often  very  ex- 
tensive and  require  significant  time 
and  effort  from  health-care  profes- 
sionals to  prevent  or  delay  severe  de- 
velopmental and  social  disability  of 
the  infected  child  and  the  family. 

This  paper  will  discuss  diagnostic 
and  management  needs  of  children 
with  SHCN  in  the  state  ol  Texas.  A 
comprehensive  system  for  the  delivery 
of  care  to  these  children  and  their  fam- 
ilies in  South  Texas  will  be  described 
and  offered  as  a model  for  Texas. 

EPIDEMIOLOGY 

Precise  information  about  the  total 
number  of  children  with  developmen- 
tal disabilities  and/or  delays  and  those 


‘Estimated  hy  extrapolation  (3,4). 

with  chronic  diseases  requiring  special 
health-care  services  in  Texas  is  not 
available.  One  reason  for  this  lack  ol 
inlormation  is  that  the  Census  Bureau 
ol  the  United  States  has  not  included 
questions  about  developmental  dis- 
abilities in  its  questionnaires.  We  need 
to  obtain  reliable  and  accurate  infor- 
mation on  the  population  ol  children 
with  SHCN  before  specific,  effective 
measures  to  address  this  problem  ap- 
propriately are  developed.  At  the  time 
of  this  writing,  the  Texas  Department 
of  Health,  the  Texas  Planning  Coun- 
cil for  Developmental  Disabilities, 
and  the  Governor’s  Office  were  en- 
gaged in  activities  toward  this  goal.  In 
the  meantime,  we  have  based  our  cal- 
culations on  other  studies  by  assessing 
the  numbers  of  children  with  SHCN 
nationally  (3)  or  in  other  states  (4) 
and  extrapolating  the  data  to  the  pop- 
ulation of  the  state  of  Texas  (Table  2). 

The  estimates  shown  in  Table  2 are 
at  best  tenuous  and  do  not  reflect  the 
possible  differences  in  the  various  seg- 
ments ol  the  population  in  Texas.  For 
example,  while  the  overall  percentage 
of  Hispanic-American  children  in 
Texas  is  23%,  in  the  Texas  Depart- 
ment of  Health  Region  8 (South 
Texas),  this  percentage  is  69.2%.  The 
recent  discovery  of  increased  inci- 
dence of  neural  tube  defects  in  South 
Texas  raises  many  questions  about  re- 
gional and  ethnic/racial  distribution 
of  diseases  and  other  conditions  that 
cause  SHCN  of  children. 

PROBLEMS  IN  MANAGING 
CHILDREN  WITH  SHCN 

Texas  faces  some  extreme  problems  in 
the  management  of  children  with 
SHCN  and  their  families.  The  prob- 


lems encountered  in  both  the  asses.s- 
ment  ol  needs  and  in  the  develop- 
ment ol  the  appropriate  care  resources 
are  lormidable  because  of  the  large  ge- 
ographic and  population  size  ol  the 
state;  the  poor  socioeconomic  condi- 
tions of  certain  regions;  the  racial, 
ethnic,  and  cultural  dilferences  in  the 
population;  the  special  needs  ol  such 
regions  as  South  Texas;  the  rapidly 
changing  national  trends  and  direc- 
tions of  health-care  delivery;  and  the 
lack  of  a national  system  for  care  de- 
livery to  these  children  and  their  fam- 
ilies. However,  statewide  efforts  are 
being  taken  to  develop  or  expand  the 
necessary  resources  for  appropriate 
management  of  children  with  SHCN. 

The  US  Census  Bureau  Report  of 
1990  emphasized  the  fact  that  severe 
poverty  exists  in  rural  Texas.  This  re- 
port listed  3 South  Texas  counties 
(Starr,  Maverick,  and  Zapata)  among 
the  top  10  counties  in  the  nation 
with  the  highest  poverty  rates.  The 
poverty  of  rural  Texas,  the  long  dis- 
tances from  urban  centers,  and  the 
lack  of  appropriate  facilities  and  re- 
sources have  resulted  in  decreased 
migration  of  health  and  social  service 
professionals  to  these  areas;  this,  in 
turn,  has  led  to  severe  shortages  ol 
health-care  providers.  The  Bureau  of 
Health  Care  Delivery  and  Assistance 
ol  the  US  Department  of  Health  and 
Human  Services  has  designated  152 
(62%)  out  of  254  counties  ol  Texas 
as  areas  with  shortages  of  primary 
health-care  professionals  (September 
1991).  When  primary  care  is  lacking 
in  these  counties,  the  complex,  com- 
prehensive, community-based,  lami- 
ly-oriented  care  needed  for  children 
with  SHCN  and  their  families  is 
practically  nonexistent. 


VOLUME  90  ★ NUMBER  6 


57 


REGIONAL  NEEDS  ASSESSMENT 

We  performed  a needs-assessment 
study  for  the  care  of  children  with 
SHCN  in  South  Texas  during  the  peri- 
od from  July  1991  to  June  1992.  The 
following  programmatic  needs  were 
identihed  for  South  Texas  and  may 
represent  the  needs  for  the  entire  state. 

Verification  ofi epidemiology 
The  figures  listed  in  Table  2 are 
rough  estimates  derived  from  nation- 
al prevalence  statistics  extrapolated  to 
the  population  of  Texas.  We  readily 
acknowledge  that  these  numbers  may 
not  be  accurate  or  may  not  reflect  the 
real  situation  in  Texas  and  within  its 
diverse  geographical  regions  and 
populations.  In  the  fall  of  1991,  the 
Chronically  111  and  Disabled  Chil- 
dren’s Program  of  the  Texas  Depart- 
ment of  Health  performed  a limited 
survey,  which  is  being  analyzed  and 
may  be  used  to  identify  needs  of  chil- 
dren with  SHCN  and  their  families. 
It  is  hoped  that  epidemiologic  studies 
to  obtain  accurate  reports  of  the 
numbers  of  such  children  in  all  lexas 
Department  of  Health  regions  will 
follow,  so  that  meaningful  planning 
of  appropriate  service  networks  can 
be  effected. 

Comprehensive  infiormation  and 
referral  system 

Another  problem  facing  planners  of 
care  for  children  with  SHCN  and 
their  families  in  Texas  is  the  fact  that 
existing  resources,  health  and  social 
service  providers  and  facilities,  are  of- 
ten not  interconnected  through  a 
comprehensive  information  and  re- 
ferral system.  Families  and  practi- 
tioners often  need  to  know  about  ex- 


isting resources  in  their  vicinity  for 
children  with  SHCN.  As  one  parent 
of  such  a child  stated,  “.  . . the  most 
formidable  barrier  to  access  the  Texas 
system  ...  is  the  lack  of  knowledge 
about  what  is  available;  services  un- 
known are  services  unavailable!!”  (5). 
In  August  1991,  the  report  of  the 
Fexas  Information  and  Referral  Task 
Force  published  Finding  Help,  a di- 
rectory of  health  and  human  services 
information  and  referral  programs, 
representing  the  first  major  effort  to 
create  such  an  information  and  refer- 
ral system  in  Texas  (5).  The  work  of 
this  task  force  has  been  moved  to  the 
Office  of  the  Governor  of  the  state  of 
Texas  and  is  proceeding  with  the 
compilation  of  directories  of  services 
for  individual  counties  or  clusters  of 
counties.  At  the  local  level,  volunteer 
service  agencies  have  developed  di- 
rectories of  human-care  resources. 
An  example  of  that  is  the  Communi- 
ty Assistance  Directory  published  by 
the  United  Way  of  San  Antonio  and 
Bexar  County  (6).  Persons  interested 
in  the  availability  of  resources  for 
children  with  SHCN  should  consult 
with  their  local  United  Way  or  other 
volunteer  health-care  agencies  and 
find  out  if  such  directories  exist  in 
their  areas. 

A related  concern  is  that  although 
agencies  and  institutions  often  are 
cognizant  of  available  resources,  the 
actual  consumers  are  often  left  out  of 
the  process  for  developing  this  infor- 
mation and  referral  network.  A fre- 
quent and  repetitive  complaint  among 
families  of  children  with  SHCN  is 
that  even  when  the  information  is 
eventually  found,  it  is  difficult  to 
comprehend  or  use  appropriately. 


Network  of  diagnosis  and  treatment 
During  our  yearlong  needs  assess- 
ment for  children  with  SHCN,  we 
discovered  in  South  Texas  significant 
numbers  of  agencies  and  institutions 
with  missions  to  care  for  children 
with  SHCN  and  their  families. 
These  programs  have  evolved  sponta- 
neously, without  a coordinated  plan. 
The  result  is  that  a comprehensive 
system  of  diagnosis  and  treatment  of 
children  with  SHCN  is  missing,  and 
the  fragmentation  and  duplication  of 
services  create  inefficiency,  high  costs, 
and  poor  health-care  delivery. 

Case  management  network 
Despite  many  efforts  by  various 
agencies  to  create  effective  case  man- 
agement for  children  with  SHCN 
and  their  families,  the  existing  system 
is  not  cohesive.  It  is  often  inaccessible 
to  the  families  in  need. 

Consumer  problems 

The  needs-assessment  study  revealed 
that  the  families  of  children  with 
SHCN,  the  actual  consumers,  faced 
many  difficulties  in  securing  care  for 
their  children.  These  difficulties  have 
multiple  causes:  ignorance  about  the 
child’s  condition,  possible  resources 
for  diagnosis  and  treatment,  eligibili- 
ty for  assistance,  and  methods  of  ob- 
taining assistance;  lack  of  participa- 
tion in  the  development  of  treatment 
plans  by  health,  social  service,  and 
education  professionals;  inability  to 
interact  with  the  appropriate  local, 
regional,  and  state  agencies;  cultural, 
language,  ethnic,  and  religious  barri- 
ers in  their  efforts  to  obtain  assis- 
tance; transportation  and  fiscal  barri- 
ers; lack  of  designated  persons  (case 
managers)  who  could  assist  families 
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directly  as  sources  of  information 
and  support  and  who  could  facilitate 
appropriate  actions  for  assistance; 
and  disastrous  disorganization  of 
families  due  to  the  psychoemotional 
impact  of  the  diseases  creating 
SHCN  in  their  children. 

Educational  support  services 
Review  of  various  school  districts  re- 
vealed that  the  educational  services 
for  children  with  SHCN  vary  from 
district  to  disttict.  Some,  in  the  urban 
areas,  have  developed  sophisticated 
and  effective  programs  meeting  the 
educational  needs  of  childten  with 
SHCN.  Others,  both  in  some  urban 
and  in  most  rural  areas,  lack  such  pro- 
grams completely.  This  divergence 
and  maldistribution  of  educational 
services  for  children  with  SHCN  ex- 
poses many  of  these  children  to  inad- 
equate support  of  their  development. 

Education! training  of  professionals 
The  education/training  programs  for 
health  (physicians,  nurses,  physical 
and  occupational  therapists,  nutri- 
tionists, and  psychologists),  social  ser- 
vice (social  workers  and  counselors), 
and  education  (special  education 
teachers  and  faculty  of  colleges  and 
universities)  professionals  have  not 
been  able  to  produce  the  professionals 
to  meet  the  needs  of  children  with 
SHCN  and  their  families.  Further- 
more, their  curricula  have  not  been 
interacting  and  exchanging  informa- 
tion effectively.  As  a result,  gaps  in 
knowledge  and  management  skills  ex- 
ist among  health  and  social  service 
professionals  and  education  profes- 
sionals, often  confusing  consumers. 


Ediication  of  the  public 
We  found  significant  gaps  of  infor- 
mation and  significant  misinforma- 
tion in  the  general  public  about  the 
diseases/conditions  of  the  SHCN 
children  and  about  the  needs  of  such 
childten  and  their  families. 

Eunding  of  care 

In  general,  funding  for  the  compre- 
hensive care  of  children  with  SHCN 
and  their  families  has  not  been  ade- 
quate either  in  Texas  or  in  the  na- 
tion. Programs  evolve  or  disappear  as 
categorical  funding  becomes  available 
or  unavailable.  We  were  impressed  by 
the  availability  of  funding  for  short- 
term projects  for  children  with 
SHCN  and  the  almost  total  absence 
of  funding  for  the  long-term  support 
of  such  programs. 

PROPOSED  CARE  SYSTEM 

After  studying  the  services  needed  for 
children  with  SHCN  and  their  fami- 
lies in  South  Texas,  we  formulated  a 
model  plan  aimed  at  the  develop- 
ment of  a comprehensive  care  sys- 
tem, the  South  Texas  Childrens  Care 
System  (STCCS),  with  the  ability  to 
meet  those  needs.  What  follows  is  a 
description  of  some  of  the  basic  prin- 
ciples guiding  the  development  of 
this  system  and  its  organizational  and 
operational  structure.  The  mission  of 
the  STCCS  is  as  follows: 

To  improve  the  delivery  of  com- 
prehensive, family-centered,  com- 
munity-based, culturally  sensitive 
care  for  children  with  SHCN  and 
their  families  through  a network  of 
service  agencies  spanning  the  re- 
gion of  South  Texas.  To  develop 
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new  and  innovative  methods  of  in- 
tervention and  prevention  through 
research,  demonstration,  and  pro- 
gram evaluation  and  to  educate 
the  families  of  the  patients,  the 
public,  and  professionals  (in 
health,  social,  and  education  ser- 
vices) in  the  care  of  children  with 
SHCN  and  theit  families. 

Children  and  families 
Each  child  is  accepted  as  an  individ- 
ual with  unique  physical,  develop- 
mental, emotional,  and  social  needs 
and  with  legal  rights.  The  child  is  a 
member  of  a family  whose  partner- 
ship with  health  care,  social  service, 
and  education  professionals  is  essen- 
tial to  the  delivery  of  comprehensive 
care.  The  process  of  such  care  must 
reflect  the  individuality  of  the  child 
and  the  important  role  of  the  family. 
Therefore,  planning  care  for  a child 
with  SHCN  must  be  individualized 
and  “family-based.”  The  following 
principles  should  be  followed  in  in- 
volving the  family  in  the  care: 

• The  child  has  representation  in 
the  formulation  of  the  individual 
care  plan  through  a member  of 
his/her  family. 

• The  family,  properly  informed, 
provides  consent  for  all  treatments. 

• The  family/child  has  access  to  the 
care  record. 

• The  family/child  receives  a summa- 
ry of  the  care  record  upon  request. 

Comprehensive  care 

The  care  delivered  to  each  child  and 
his/her  family  will  have  the  following 
characteristics: 

• A detailed  assessment  process  pre- 
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Fig  1.  The  pyramid-shaped  STCCS  and  its  relationship  to  urban  and  rural  agencies  and 
providers  of  individual  care. 


cedes  and  guides  the  development 
of  each  individual  health-care  plan. 

• Information  concerning  diagno- 
sis, treatment,  prognosis,  and 
needed  resources  will  be  shared 
among  all  members  of  the  health- 
care team  including  the  family. 

• Each  child  will  have  an  individ- 
ual care  plan,  which  will  guide 
all  diagnostic  and  therapeutic 
interventions. 

• Treatments  and  health-care  ser- 
vices will  be  designed  with  recog- 
nition of  the  needs  of  each  child 
and  family. 

• Continuity  of  care  will  be  main- 
tained in  spite  of  changes  of  the 
site(s)  of  health-care  delivery. 

• When  the  child’s  impairment  or 
progress  of  illness  is  irreversible, 
both  child  and  family  will  re- 
ceive support  in  coping  with  the 
situation. 

Accessibility  of  care 

The  care  delivered  to  each  child  with 
SHCN  and  his/her  family  must  be 
easily  accessible  as  guided  by  the  fol- 
lowing principles: 

• The  services  included  in  the  indi- 
vidual care  plan  will  be  delivered. 


whenever  possible,  at  the  local  or 
community  level. 

• Financial  arrangements  and  possi- 
ble barriers  will  be  addressed  to 
the  extent  that  is  possible. 

• The  family  will  always  receive 
written  information  about  all  ser- 
vices to  be  offered,  eligibility 
guidelines,  and  alternative  re- 
sources for  care. 

The  STCCS,  which  is  currently 
under  development  at  The  Universi- 
ty of  Texas  Flealth  Science  Center  at 
San  Antonio,  will  provide  services  for 
tertiary,  secondary,  and  primary  care 
to  children  with  SHCN  and  their 
families  in  South  Texas  at  the  levels 
of  both  urban  and  rural  communities 
along  the  lines  listed  in  its  mission 
statement  above.  As  defined  for  this 
project.  South  Texas  is  a region  of  57 
counties  with  a population  of  ap- 
proximately 4 million  people.  Esti- 
mates of  this  population  are  approxi- 
mately 14,000  children  (17  years  and 
younger)  with  chronic  diseases  ren- 
dering them  medically  fragile, 
21,000  with  developmental  disabili- 
ties, and  117,000  with  developmen- 
tal delays.  The  STCCS,  to  be  head- 
quartered in  San  Antonio  in  a facility 


called  the  South  Texas  Children’s 
Center,  is  being  developed  and  will 
offer  a network  providing  all  levels  of 
care  as  shown  in  Fig  1 . 

The  roles  of  the  STCCS  will  be  as 
follows: 

• To  provide  coordination  and  sup- 
port to  the  existing  community- 
based  agencies  so  that  compre- 
hensive services  will  be  made 
available  throughout  the  region 
to  all  children  with  SHCN  and 
their  families. 

• To  identify  gaps  in  the  care  system 
and  special  needs  in  the  various 
communities  and  work  with  them 
towards  optimizing  care. 

• To  provide  a state-of-the-art  sys- 
tem of  “information  and  referrals” 
to  be  used  throughout  the  region 
by  professionals,  agencies,  and 
consumers. 

• To  act  as  an  information  and  re- 
source center  for  all  practitioners 
and  agencies  in  the  region. 

• To  assist  communities  and  agen- 
cies in  securing  funding  so  that 
the  efforts  to  develop  community- 
based  and  family-oriented  care  for 
children  with  special  care  needs 
are  successful  in  the  region. 

• To  provide  education/training  of 
health,  social  service,  and  educa- 
tion professionals  so  that  present 
and  future  manpower  needs  can 
be  met  successfully. 

• To  provide  opportunities  for  contin- 
uing education/training  of  families, 
public,  and  professionals  in  the  area 
of  care  of  children  with  special  care 
needs  throughout  the  region. 

• To  provide  a facility,  the  South 
Texas  Children’s  Center,  (the  cen- 
ter), where  advanced  diagnosis 
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Fig  2.  The  organizational  structure  of  the  South  Texas  Children’s  Center  for  children  with  special  health-care  needs  and  their  families. 


and  treatment  planning  can  be 
provided  for  children  with  com- 
plex problems  unresolved  at  the 
community  level.  The  children  re- 
ferred to  the  center  will  be  stud- 
ied, will  have  individual  treatment 
plans  formulated,  and  will  be  re- 
ferred back  to  the  communities 
for  treatment. 

• To  provide  a facility  where  new 
methods  of  treatment  can  be-  eval- 
uated and  adjusted  so  that  they 
will  be  fully  applicable  for  the  care 
of  children  with  special  health-care 
needs  in  the  region  of  South  Texas. 

• To  make  every  family  an  active 
participant  in  the  care  of  their 
child. 

• The  South  Texas  Children’s  Care 
System  DOES  NOT  intend  to  re- 
place or  duplicate  existing  agencies 
or  practitioners  in  the  care  of  chil- 
dren with  special  health-care  needs 
or  to  assume  the  direct  care  of  such 
children;  the  care  will  remain  in 
the  hands  of  practitioners  and  oth- 
er local  agencies  (patients  referred 
to  the  center  will  always  be  re- 
turned to  the  referring  practition- 
ers/agencies with  appropriate  infor- 
mation and  recommendations). 


THE  SOUTH  TEXAS 

children’s  center 

The  center  is  the  tertiary  care  facility 
of  the  STCCS  for  children  with 
SHCN.  The  center  will  provide  diag- 
nosis and  treatment  plans  for  children 
with  SHCN  referred  to  the  center  by 
practitioners  and  agencies  from 
throughout  South  Texas.  The  core 
personnel  evaluating  the  referred  chil- 
dren will  consist  of  a group  of  special- 
ists in  developmental/behavioral  pedi- 
atrics assisted  by  child  psychiatrists 
and  pediatric  subspecialists  in  appro- 
priate areas  (genetics,  birth  defects, 
neurology,  gastroenterology,  nutrition, 
pulmonology,  and  neonatology/early 
childhood  intervention).  In  addition, 
the  center  will  have  appropriate  spe- 
cialists in  the  areas  of  health,  social 
services,  counseling,  and  education 
(nursing,  physical  therapy,  social 
work,  psychology,  rehabilitation 
medicine,  otolaryngology,  dentistry, 
occupational  therapy,  speech  patholo- 
gy, and  special  education).  If  addi- 
tional diagnostic  or  treatment  re- 
sources are  needed  for  a given  child, 
they  will  be  drawn  from  the  profes- 
sionals and  institutions/  agencies  of 
San  Antonio  so  that  complete  evalua- 
tion resulting  in  the  most  promising, 
family-appropriate,  and  effective 
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treatment  plan  can  be  developed. 

The  center  has  four  operational 
divisions  as  shown  in  Fig  2.  Each  di- 
vision has  a director  who  is  responsi- 
ble for  divisional  operations  and  re- 
ports to  the  director  of  the  center. 

Division  of  clinical  services 
The  main  objectives  of  this  division 
are  the  following:  diagnosis  and 
treatment  planning  for  referred  pa- 
tients and  their  referral  back  to  com- 
munity practitioners  and  agencies; 
study  of  the  epidemiology  of  special 
health-care  needs  of  children  in  the 
region  so  that  efforts  will  be  made  to 
match  present  and  projected  needs  to 
available  resources;  and  development 
of  prevention  programs  for  develop- 
mental disabilities  and  other  condi- 
tions of  children  requiring  special 
health  care  and  its  distribution  to  the 
public  and  the  agencies  of  the  region. 

Division  of  networking 
The  objectives  of  this  division  are  the 
following:  to  develop  a system  of 
communication  among  the  center 
and  the  communities  of  the  region;  to 
use  electronic  technologies  for  an  in- 
formation and  referral  system;  to  be 
the  link  between  the  families  and  the 
center;  to  interact  with  state  and  fed- 
eral agencies  for  information  regard- 
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Fig  3.  A flow  diagram  of  the  diagnosis  and  treatment  planning  for  children  with  special  health- 
care needs  at  the  South  Texas  Children’s  Center. 
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ing  needed  services;  to  provide  infor- 
mation about  a network  of  case  man- 
agement throughout  the  region;  and 
to  provide  a source  of  information  to 
families  regarding  care  of  their  chil- 
dren on  a 24-hour-per-day  basis. 

Division  of  education/training 
The  objectives  of  this  division  are  to 
provide  education  and/or  training  to 
the  following  groups:  health  and  so- 
cial service  professionals  (pediatricians 
and  pediatric  subspecialists,  nurses, 
public-health  social  workers,  nutri- 
tionists, speech-language  pathologists, 
audiologists,  occupational  therapists, 
physical  therapists,  clinical  and  coun- 
seling psychologists,  health  policy  ad- 
ministrators, and  others);  educational 
professionals  (special  education  teach- 
ers, school  counselors,  and  others); 
community  volunteers;  families;  and 
the  public  in  general.  We  believe  the 

62 


education/training  activities  of  the 
center  will  be  the  best  tool  for  the 
amplihcation  of  its  objectives. 

Division  of  research 
Phis  division  will  conduct  applied 
research  and  demonstrations  of  new 
or  modified  methods  for  the  diagno- 
sis and  treatment  of  children  with 
special  care  needs  and  of  educational 
approaches  to  help  children  with  de- 
velopmental disabilities/delays  and 
other  SChlN. 

Each  child  referred  to  the  center  is 
evaluated  in  the  manner  presented  in 
Fig  3.  Diagnosis  and  treatment  plan- 
ning are  made,  the  family  becomes  in- 
volved in  the  care  plan,  and  the  child  is 
referred  back  to  the  community.  Fol- 
low-up visits  are  arranged  as  deemed 
necessary  for  individual  families. 
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Check 
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Texas 

Medical  Association 
Library 

Your  link  to  better  healing 

When  you  need  clinical 
information,  check  out 
the  TMA  Library. 

TMA  members  have  access  to: 

• Fast,  efficient  reference  ser\'ice 
(24-hour  turnaround  in  most  cases). 

• Free  MEDLINE  searches. 

• Interlibrary  loan. 

• Photocopying  and  document 
delivery. 

• GRATEFUL  MED  and  MEDLINE 
training. 

• More  than  800  journal  subscrip- 
tions, plus  60,000  volumes  of 
books  and  bound  journals. 

• Continuing  medical  education 
credit  from  a circulating  collection 
of  slides,  videotapes  and  com- 
puter software. 

Let  the  TMA  Library's 

staff  help  you  provide 

the  best  patient  care. 

For  more  information,  call 

(800)  880-1300  or  (512)  370-1550. 


Pre, 


TexasMedical 

Association 


(GET  AWA' 
AND 


10,(XX)  acre  private  island...  only  24  guests... 
7-mile  secluded  beach...  comfortable  country  inn... 
seafcx)d  & great  home  cooking... 
miles  of  trails  through  forests... 
boating...  fishing...  hiking...  horseback  riding... 
canoeing...  swimming...  natural  history... 
interpretive  guides...  wildlife... 
peace  & relaxation... 

Enjoy  the  wilderness 

with  the  comforts  of  home. 

LITTLE 

ST  SIMOb^  Call  912-638-7472  or  write: 

ISLAND  p o.  Box  21078TM,  St.  Simons  Island,  Georgia  31522 


Shelter  Ypub  Assets 

Protect  the  value  of  your  practice,  while  your 
investment  is  held  by  an  American  trustee,  First 
Interstate  Bank  of  Texas,  N.A. 

A strategic  corporate  trust  shelters  your  assets  malcing 
them  exempt  from  claimants,  creditors  and  marital 
property  division.  Your  ordinary,  necessary  business 
expense  deductions  can  be  used  to  create  a golden 
parachute. 

Indicated  applications  include  planning  for: 

• Post-Practice  Financial  Security 

• Federal  Income  Tax  Advantage/Strategy 

• Problematic  Marital  Relationship 

• Claims  of  Judgement  Creditors 

Call  (713)  960-1415  for  an  appointment. 
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Corporate  Welfare  Planning,  Inc. 

Asset  Protection  Division 
4801  Woodway,  Suite  lOOE 
Houston,  Texas  77056 


Current  issues  in  Texas  neonatology 


Since  almost  10%  of  the  births  in  the 
United  States  occur  in  Texas,  issues  that 
affect  neonatal  care  in  Texas  are  impor- 
tant for  both  the  state  and  the  nation. 
Although  overall  statistics  are  similar 
for  the  state  and  nation,  closer  exami- 
nation reveals  a need  for  improvement 
in  specific  areas,  namely  prenatal  care, 
black  and  Hispanic  mortality,  and  low 
birth-weight  rates.  Lay  midwifery  regu- 
lation has  been  an  important  concern 
in  Texas.  Surfactant  use  and  education 
to  prevent  birth  asphyxia  have  had  a 
positive  impact  on  perinatal  health, 
contributing  to  public  health  efforts  to 
improve  perinatal  outcome. 


Dr  Escobedo,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio;  Dr  Malloy, 
The  University  of  Texas  Medical  Branch  at 
Galveston;  Dr  Jesurun,  Texas  Tech  Universi- 
ty, El  Paso,  Tex;  Dr  Denson,  The  University 
of  Texas  Health  Science  Center  at  Houston, 
Tex;  Dr  Koops,  Texas  A & M University, 
Texas  Department  ot  Health,  Austin,  Tex; 

Drs  Jarriel  and  Hansen,  Baylor  College  of 
Medicine,  Houston,  Tex.  Send  reprint  re- 
quests to  Dr  Escobedo,  The  University  of 
Texas  Health  Science  Center,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7812. 

64 


Marilyn  B.  Escobedo,  MD 
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Perinatal  health  is  an 
indicator  of  the  general  health 
of  any  society.  Robust  repro- 
ductive health  requires  a populace  ed- 
ucated to  the  needs  of  its  children. 
Planning  to  meet  those  needs  should 
include  the  availability  of  parental  re- 
sources and  the  proper  timing  of 
bitth,  the  availability  of  early  prenatal 
care,  economic  and  institutional  re- 
sources to  cover  delivery  and  any 
complications  experienced  by  the  ma- 
ternal/fetal pair,  and  the  assignment 
of  public  health  resources  to  optimize 
the  survival  and  quality  ol  life  of  the 
newly  born.  The  following  sections 
reflect  on  these  perinatal  activities  in 
Texas  with  the  focus  on  the  newborn. 

TEXAS  INFANT  MORTALITY  AND 
NATALITY  STATISTICS 

Texas  recorded  317,680  live  births  in 
1991.  Because  Texas  represents  ap- 
proximately 10%  of  all  the  births  in 
the  nation,  petinatal  health  statistics 
in  Texas  influence  substantially  the 
nations  statistics. 

In  1990,  Texas  surpassed  its  goal 
of  reducing  infant  mortality  from  9.0 
deaths  per  1000  live  births  to  8.0 
deaths  per  1000  live  births  (1).  This 
is  considerably  lower  than  the  provi- 
sional 1990  national  infant  mortality 
rate  of  9.1  deaths  per  1000  live 
births  (2).  Data  from  Texas  in  1991 
suggest  that  the  state  has  continued 
to  reduce  its  infant  mortality,  bring- 
ing it  down  to  a rate  of  7.7  deaths 
per  1000  live  births.  While  these 
numbers  are  encouraging,  further 
improvement  in  the  well-being  of 
Texas  infants  is  possible.  For  exam- 
ple, the  1989  infant  mortality  rate 
among  the  black  population  contin- 
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ues  to  be  more  than  2 times  higher 
than  that  of  non-Hispanic  and  His- 
panic whites:  16.3  deaths  per  1000 
live  births  for  blacks  compared  with 
7.8  for  non-Hispanic  whites  and  8.0 
for  Hispanic  whites  (Table  1)  (3). 

Compared  with  national  statistics, 
the  state  of  Texas  shows  also  a need 
to  improve  the  utilization  of  prenatal 
care.  In  1991,  10%  of  live  births  in 
Texas  received  no  prenatal  care  or  did 
not  enter  prenatal  care  until  the  third 
trimester,  while  in  1989,  the  national 
figure  was  6.4%  (4,5).  Texas  in  1991 
had  also  a higher  adolescent  pregnan- 
cy rate  (births  to  women  younger 
than  1 8 years)  than  the  nation  had  in 
1989  (6.3%  compared  with  4.8%) 
(5).  Indicators  of  perinatal  health, 
such  as  the  percentage  of  women  re- 
ceiving no  prenatal  care  or  not  enter- 
ing prenatal  care  until  the  third 
trimester  and  the  percentage  of  in- 
fants with  low  birth  weight  (less  than 
2500  grams),  also  correlate  with  at 
least  a twofold  greater  risk  for  the  ad- 
verse infant  mortality  outcomes  for 
blacks  in  Texas  as  compared  with 
whites.  In  contrast,  infant  mortality 
rates  are  not  elevated  in  Hispanics, 
although  Hispanic  mothers  have  an 
increased  frequency  of  features  asso- 
ciated with  higher  infant  mortality, 
such  as  inadequate  prenatal  care,  low 
socioeconomic  status,  and  low  educa- 
tional levels. 

Of  concern  for  both  Texas  and  the 
nation  is  the  increase  in  the  number 
of  infants  with  low  and  very  low 
birth  weights  born  in  the  last  decade. 
For  the  nation,  births  producing  a 
low  birth  weight  infant  (less  than 
2500  grams)  increased  from  6.84% 
in  1980  to  7.05%  in  1989,  while 
very  low  birth  weight  infants  born 


hihlf  /.  I'cxiis  aiul  United  Stales  natality  and  infant  monaliiy  rates  foi  198‘). 
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6.7 
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11.9 
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8.0 
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4.9 

4.7 
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Postneonatal  mortality 
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3.1 

5.9 

3.5 

3.0 

6.4 

*Rates  calculated  from  Tables  8,  20,  and  21  of  Reference  3. 
t Reference  4. 

^Refers  to  Hispanic  white  category. 


increased  from  1.15%  in  1980  to 
1.28%  in  1989.  In  Texas  in  1989, 
the  figures  were  7.00%  and  1.20%, 
respectively.  In  1991,  the  Texas  rate 
of  low  birth  weight  actually  went  up 
to  7.1%.  These  very  small  infants  are 
the  largest  contributors  to  infant  and 
neonatal  mortality  and  are  the  source 
of  the  major  costs  of  neonatal  inten- 
sive care.  Although  our  technology 
has  enabled  us  to  help  more  of  these 
very  small  infants  survive,  a less  cost- 
ly means  of  caring  for  them  may  be 
to  focus  on  preventing  their  early  ar- 
rival and/or  avoiding  the  unintended 
pregnancies,  which  are  more  likely  to 
result  in  low  birth  weight. 

LAY  MIDWIFERY  IN  TEXAS 

For  optimal  outcome  for  mother  and 
baby,  births  should  be  attended  by 


skilled  personnel.  While  there  is  a 
long  tradition  of  midwifery  in  Texas 
for  both  cultural  and  economic  rea- 
sons, distinction  should  always  be 
made  between  a lay  midwife  and  a 
certified  nurse  midwife.  A certified 
nurse  midwife  has  been  certified  ac- 
cording to  the  requirements  of  the 
American  College  of  Nurse  Midwives 
and  is  always  affiliated  with  a physi- 
cian for  consultation  and  referral.  In 
contrast,  lay  midwives  often  have  lit- 
tle or  no  formal  education. 

Many  obstetricians  and  neonatol- 
ogists  along  the  border  have  had  the 
experience  of  witnessing  unfortunate 
cases  attended  by  well-intentioned 
lay  midwives  that  led  to  neonatal  and 
maternal  morbidity  or  mortality. 
Most  physicians  in  Texas  rightly  leel 
that  lay  midwives  are  nonprolession- 
als  who  are  poorly  educated  or 
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equipped  to  care  for  obstetrical  com- 
plications. Local  obstetricians  and  lay 
midwives  have  a deep  distrust  of  each 
other  and  often  fail  to  cooperate  with 
each  other  leading  to  fingerpointing, 
lawsuits,  and  even  counterlawsuits. 
Each  side  imputes  financial  gain 
rather  than  the  welfare  of  the  patient 
as  the  motivation  for  care  delivery. 

Adverse  outcomes  have  decreased 
due  to  efforts  ol  local  and  state  regula- 
tions for  lay  midwifery.  For  instance, 
the  El  Paso  Lay  Midwife  Commission 
was  established  in  1980  to  try  to  im- 
prove perinatal  outcome  of  mothers 
and  babies  by  regulating  the  education 
and  practice  of  lay  midwifery  in  the 
county.  This  effort  antedated  the 
statewide  Midwifery  Board,  which  is- 
sued guidelines  that  complemented 
but  did  not  supplant  local  restrictions. 
The  goal  of  the  midwifery  program  of 
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the  state  is  to  improve  the  practice  of 
midwifery.  The  Bureau  of  Maternal 
Child  Health  administers  the  Texas 
Lay  Midwifery  Act  of  1983,  which  was 
amended  and  renamed  The  Midwifery 
Act  in  1991.  The  program  registers 
midwives  and  attempts  to  improve  the 
services  that  they  provide  by  surveil- 
lance and  education  (5).  Despite  these 
efforts,  requirements  for  experience, 
education,  and  mandatory  referral 
continue  to  vary  statewide. 

rhe  Texas  Department  of  Health 
documented  426  lay  midwives  in 
1991  and  recorded  4485  deliveries 
performed  by  this  group  (5).  I’his 
represents  approximately  1 .8%  of  all 
deliveries  in  the  state.  The  practice  of 
lay  midwifery  will  probably  continue 
in  the  state  of  Texas  because  of  im- 
migration, cost  of  health  care,  and 
cultural  beliefs.  Many  mothers  have 
spoken  of  the  impersonal  nature  of 
the  prenatal  and  delivery  care  offered 
in  the  hospital  setting.  It  might  be 
helpful  to  examine  all  of  the  rea.sons 
why  care  outside  a hospital  appeals  to 
some  women.  Despite  the  desire  of 
many  people  to  outlaw  its  practice, 
lay  midwifery  in  I’exas  and  other 
states  is  not  easily  eliminated  because 
of  these  perennial  factors. 

Because  the  medical  community 
is  most  concerned  that  all  citizens  re- 
ceive quality  care,  efforts  by  local  and 
state  midwifery  boards  to  provide 
strict  prerequisites  to  practice  lay 
midwifery  should  be  supported. 
These  requirements  should  attempt 
to  limit  midwifery  to  low-risk  popu- 
lations and  require  minimum  basic 
education,  continuing  education, 
cardiopulmonary  resuscitation  cer- 
tification, guidelines  for  mandatory 
referral,  and  discipline. 
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SURFACTANT  AVAILABILITY 
LOWERS  NEONATAL  MORTALI  TY 

Hyaline  membrane  disease  has  re- 
mained the  leading  cause  of  morbidi- 
ty and  mortality  in  preterm  infants 
for  the  last  30  years,  despite  advances 
in  the  technology  of  mechanical  ven- 
tilation, oxygen  administration,  and 
monitoring  techniques.  In  the  late 
1950s,  hyaline  membrane  disease 
was  recognized  as  the  result  of  alveo- 
lar and  airway  instability,  secondary 
to  a relative  deficiency  of  surfactant 
in  the  fluid  lining  of  the  terminal 
lung  units  of  preterm  infants. 

The  introduction  of  surfactant  in 
the  United  States  in  the  1980s  has 
had  an  effect  on  mortality  caused  by 
hyaline  membrane  disease,  the  pul- 
monary disease  resulting  from  imma- 
ture birth.  The  effect  has  been  so 
dramatic  that  it  has  been  suggested 
that  a 6.2%  drop  in  infant  mortality 
in  the  United  States  could  be  ex- 
plained by  the  widespread  introduc- 
tion of  surfactant  replacement  thera- 
py. In  Texas,  the  neonatal  mortality 
rate  has  fallen  from  4.7  to  3.0  per 
1000  live  births  over  the  last  5 years, 
a more  rapid  drop  than  in  the  previ- 
ous 5 years  from  5.7  to  4.7.  This 
more  rapid  fall  in  neonatal  mortality 
probably  represents  the  effect  of  the 
introduction  of  surfactant  in  major 
centers  over  that  period  of  time  in 
this  state. 

Two  currently  licensed  products 
that  have  been  shown  to  reduce  mor- 
tality and  morbidity  when  applied 
through  an  endotracheal  tube  in- 
clude Exostirf,  a completely  synthetic 
surfactant  consisting  of  disaturated 
phosphatidylcholine  and  hexade- 
canol,  and  Survanta,  an  extract  of 
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minced  calf’s  lung,  which  has  disatu- 
rated phosphatidylcholine  added  to 
it.  To  date,  clinical  trials  have  not 
shown  that  either  of  the  surfactant 
preparations  is  better  than  the  other. 
Additional  advances  may  be  made 
when  synthetic  human  surfactant  can 
be  engineered  genetically. 

The  current  surfactant  replace- 
ment products  may  be  given  preven- 
tively at  birth  to  preterm  infants  or, 
later,  as  a treatment  once  the  diagno- 
sis is  established.  For  infants  weighing 
less  than  1000  grams  at  birth,  pro- 
phylactic administration  of  surfactant 
in  the  delivery  room  results  in  re- 
duced mortality  when  compared  with 
treatment  administered  later.  For  larg- 
er preterm  infants,  treatment  versus 
preventive  therapy  seems  to  offer  no 
additional  risk.  Since  the  use  of  sur- 
factant replacement  therapy  requires 
that  the  patient  be  intubated  for  at 
least  24  to  36  hours,  surfactant  use 
has  been  limited  to  tertiary  centers. 
Because  of  the  attendant  risks  of  pre- 
maturity and  the  complications  that 
can  accompany  other  organ  failures, 
surfactant  therapy  should  not  be  used 
in  centers  where  all  the  problems  of 
prematurity  cannot  be  treated. 

MANAGING  THE  NEWBORN 
WI  TH  EXTREMEEY  LOW 
BIRTH  WEIGHT 

Advances  in  obstetrics  and  neonatal 
care,  including  the  introduction  of 
surfactant,  have  resulted  in  the  sur- 
vival of  an  increased  number  of  new- 
borns with  extremely  low  birth 
weights.  These  infants,  who  weigh 
less  than  1000  grams  at  birth,  present 
one  of  the  most  difficult  ethical 
dilemmas  in  medicine. 


Survival  and  satisfactory  outcome 
for  this  very  premature  group  appear 
to  be  restricted  to  gestation  longer 
than  22  weeks  (6,7).  For  newborns 
who  weigh  SOO  to  700  grams  and 
have  23  to  24  weeks  of  gestation, 
survival  is  possible  but  morbidity  re- 
mains high.  Mortality  and  morbidity 
rapidly  decrease  with  each  week  of 
gestation  beyond  24  weeks  and  with 
each  100  grams  of  birth  weight 
above  600  grams.  Newborns  of  more 
than  24  weeks’  gestation  and  700 
grams  have  high  survival  rates  and 
low  morbidity  rates. 

Survival  for  infants  with  these  ex- 
tremely low  birth  weights  carry  both 
human  and  financial  costs  (7).  Ap- 
proximately one  quarter  to  one  third 
of  survivors  with  birth  weights  from 
500  to  700  grams  have  major  neu- 
rodevelopmental  handicaps.  A larger 
number  have  more  subtle  problems, 
including  fine-motor  incoordination, 
learning  disabilities,  and  behavior  dis- 
orders. Some  of  these  newborns  un- 
dergo intensive  care  for  months  or 
even  years  without  long-term  survival. 
Medical  bills  for  these  infants  can  run 
up  to  hundreds  of  thousands  of  dol- 
lars. After  these  infants  are  discharged 
from  the  hospital,  their  ongoing  needs 
often  overwhelm  the  financial  and 
emotional  resources  of  their  families. 
In  some  cases,  the  ongoing  suffering 
of  these  babies  and  their  families  is  ex- 
traordinary. In  addition,  significant 
ongoing  medical  and  rehabilitative  re- 
sources are  needed  by  those  who  sur- 
vive with  chronic  illnesses  and/or 
handicapping  conditions. 

The  Texas  Committee  on  the  Fe- 
tus and  Newborn  states,  “Many  fac- 
tors are  weighed  in  making  decisions 
about  initiating  and  withdrawing  in- 


tensive care.  Constdtation  with  the 
family  and  other  members  of  the 
health-care  team  may  establish  a con- 
sensus in  an  indivicitial  case.  Counsel 
and  stipport  from  clerical,  ethical,  le- 
gal, or  administrative  disciplines,  or 
from  medical  or  nursing  profession- 
als not  directly  involved  in  the  baby’s 
care,  may  assist  in  these  decisions. 
The  most  basic  principles  and  beliefs 
of  mankind  bear  on  these  questions. 
Many  persons  of  good  will  continue 
to  debate  these  difficult  issues.  In 
time,  society  may  make  these  deci- 
sions for  families  and  physicians’’  (7). 
In  this  committee’s  opinion,  infor- 
mation available  currently  is  not  ade- 
quate to  provide  the  sole  basis  for  a 
universal  approach  to  the  dilemma  of 
the  newborn  with  extremely  low 
birth  weight.  Guidelines  can  be  ob- 
tained from  existing  data.  Physicians 
and  families  must  work  together  us- 
ing the  best  information  available  to 
make  mutually  satisfactory  decisions. 

THE  NEONATAL  RESUSCITATION 
PROGRAM  OF  THE  AMERICAN 
HEART  ASSOCIATION  AND 
THE  AMERICAN  ACADEMY  OE 
PEDIATRICS  PERINATAL 
SECTION  IN  TEXAS 

One  of  the  most  important  factors  in 
the  mortality  and  morbidity  of 
neonates  in  any  state  is  the  availabili- 
ty of  resuscitation  skills  to  every 
neonate  at  the  moment  of  his  birth 
no  matter  where  that  birth  occurs, 
whether  it  be  urban  or  rural  and  in 
hospital  or  alternative  setting.  Six 
percent  of  all  neonates  are  estimated 
to  require  resuscitation  at  delivery; 
for  the  infant  with  very  low  birth 
weight  (less  than  1500  grams),  the 
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rate  may  be  as  high  as  80‘h).  CM  the 
more  than  300,000  births  in  the 
state  of  I'cxas  each  year,  a significant 
number  of  infants  will  have  diffictilty 
in  this  transition  from  fetal  to  neona- 
tal life.  As  a result,  as  many  as 
18,000  born  in  our  state  each  year 
may  require  intervention.  For  many 
of  these,  prompt  attention  in  the  first 
moments  after  birth  will  minimize 
morbidity  and  mortality.  This  re- 
quires the  expertise  of  personnel  who 
are  trained  in  neonatal  resuscitation 
and  who  understand  the  problems 
that  cause  difficulty  in  cardiopul- 
monary adaptation. 

The  American  Heart  Association 
and  the  American  Academy  of  Pedi- 
atrics have  developed  a course  in 
neonatal  resuscitation  to  provide 
health-care  professionals  with  the  skills 
and  knowledge  necessary  to  recognize 
these  infants  and  to  resuscitate  them 
successfully.  The  ultimate  goal  is  to 
provide  an  ongoing  training  program 
in  each  hospital,  so  that  every  birth  in  a 
delivery  room  in  the  United  States  will 
be  attended  by  a health-care  profes- 
sional trained  in  resuscitation. 

The  neonatal  resuscitation  course 
has  several  unique  features.  It  con- 
sists of  6 lessons,  each  of  which  cov- 
ers a specific  aspect  of  resuscitation: 

• Introduction,  which  includes  a dis- 
cussion of  the  pathophysiology  of 
asphyxia; 

• Initial  steps  in  resuscitation,  which 
includes  thermal  management, 
positioning,  suctioning,  and  tac- 
tile stimulation; 

• Use  of  bag  and  mask,  which  includes 
discussion  of  the  equipment,  the 
technique  of  ventilation  of  the 
neonate,  and  the  role  of  ventilation 
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in  neonatal  resuscitation; 

• Chest  compressions,  which  includes 
discussion  of  the  appropriate  use 
as  well  as  the  technique; 

• Intubation,  which  discusses  the 
role  of  the  assistant  as  well  as  the 
technique  of  intubation;  and 

• Medications,  which  discusses  the 
appropriate  dosages  and  uses  of 
resuscitation  medications. 

Each  lesson  has  specific  goals;  at 
the  completion  of  each  lesson,  a writ- 
ten test  is  administered  to  assess  cog- 
nitive knowledge.  A skills  laboratory 
is  utilized  with  some  sections  in 
which  the  participant  demonstrates 
to  the  instructor  the  ability  to  use 
this  knowledge. 

The  course  can  be  presented  in 
several  different  formats,  depending 
on  the  learner’s  needs  and  level  of 
training.  It  can  be  given  in  the 
seminar  format  to  either  large  or 
small  groups  or  it  can  be  given  to  an 
individual,  so  that  the  student  can 
learn  at  his  or  her  own  rate.  After  the 
initial  training,  skills  are  maintained 
through  the  process  of  recertification. 
Instructors  maintain  certification  by 
participating  in  2 courses  every  2 
years,  and  providers  must  be  re- 
trained every  2 years. 

The  implementation  of  this  pro- 
gram was  begun  in  November  1987, 
when  four  national  faculty  were 
trained  for  the  state  of  Texas.  These 
national  faculty  members  were 
charged  with  the  responsibility  of 
identifying  and  training  a group  of 
regional  trainers  who  would  train 
hospital-based  instructors  in  their  ar- 
eas of  the  state.  These  hospital-based 
instructors  then  developed  programs 
within  their  hospitals  to  train 
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hospital  providers  and  to  maintain 
an  ongoing  program  in  their  institu- 
tions. It  is  at  this  level  that  the  ulti- 
mate goal  of  the  course  can  be 
reached:  to  provide  at  each  delivery 
at  least  one  person  (physician,  nurse, 
respiratory  therapist,  etc)  who  has 
the  skills  required  to  perform  a com- 
plete resuscitation. 

Texas  has  more  than  325  hospitals 
in  which  infants  are  delivered.  In  ad- 
dition, in  certain  areas,  up  to  10%  of 
all  deliveries  occur  outside  of  the 
hospital  and  are  performed  by  mid- 
wives. This  has  presented  unique 
challenges  to  implementation  of  this 
program  in  our  state.  To  meet  this 
challenge,  we  had  214  active  regional 
trainers  and  1574  active  hospital- 
based  instructors  for  a total  of  1788 
active  instructors  in  the  state  as  of 
October  1,  1992.  They  had  trained 
approximately  29,073  providers  of 
various  disciplines. 

This  program  provides  an  oppor- 
tunity for  physicians,  including  pedi- 
atricians, family  practitioners,  obste- 
tricians, and  anesthesiologists  as  well 
as  nurses,  midwives,  emergency  med- 
ical technicians,  respiratory  thera- 
pists, and  others  who  might  play  a 
role  in  neonatal  resuscitation,  to  de- 
velop the  skills  and  knowledge  neces- 
sary to  resuscitate  successfully  an  in- 
fant in  the  delivery  room.  The 
program  can  be  implemented  in  any 
hospital,  regardless  of  size. 

PUBLIC  HEALTH  EFFORTS  TO 
AFFECT  NEONATAL  OUTCOMES 
IN  TEXAS 

We  know  that  infants  need  preven- 
tive health  care.  The  history  and 
pregnancy  of  the  mother  provides 
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the  newborn’s  history  even  at  the 
time  of  birth.  Care  should  begin  in 
the  first  trimester  of  pregnancy,  with 
10  prenatal  visits  recommended  for 
optimal  neonatal  outcome  (8).  Labor 
and  delivery  need  to  be  anticipated, 
including  preparation  for  resuscita- 
tion and  response  to  medical  prob- 
lems, which  could  include  referral  to 
a more  sophisticated  medical  center, 
perhaps  at  a distant  locale.  For  all 
newborns,  with  complicated  medical 
problems  or  ordinary  medical  prob- 
lems, a continuing  medical  home  for 
well-baby  examinations,  newborn 
screening,  follow-up,  and  specialty 
care  must  be  provided.  Currently, 
pregnant  women  and  infants  younger 
than  1 year  are  covered  at  185%  of 
the  federal  poverty  level.  The  recent 
change  in  Medicaid  to  this  broader 
eligibility  has  had  a significant  im- 
pact on  the  health  care  received  dur- 
ing the  perinatal  period.  Although 
these  financial  provisions  supporting 
better  perinatal  care  have  had  a posi- 
tive impact,  an  emphasis  on  the  pre- 
vention of  early  delivery  is  needed 
because  “ gestational  age  is  a power- 
ful predictor  of  birth  weight  and  in- 
fant survival”  (9).  Preterm  babies  in 
Texas  can  be  treated  successfully  with 
resultant  good  survival  and  morbidi- 
ty statistics;  however,  this  is  done  at 
great  cost.  Prevention  will  be  the  key 
to  providing  the  same  outcome  at  a 
lower  cost  to  society. 
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Survival  Tool 

A sewing  machine  is  an  ap- 
pliance, a convenience.  But  for 
many  people  in  the  world’s 
poorest  countries,  it  means 
much  more.  A sewing  machine 
means  clothing.  Clothing  means 
money.  Money  means  food  for  a 
hungry  family  overseas. 

Whether  it’s  a sewing  machine, 
a well  for  clean  water,  partner- 
ing with  a community  to  build  a 
school,  or  teaching  new  ways  to 
harvest  the  land,  Childreach  is 
helping  people  in  the  poorest 
countries  in  the  world  help 
themselves. 

To  find  out  how  you  can  become 
a Childreach  sponsor  and  give  a 
child,  a family,  an  entire  com- 
munity, a hand  up  instead  of  a 
handout,  call  1-800-240-9090 
or  mail  the  coupon  below  to 
Childreach,  155  Plan  Way, 
Wan^'ick,  RI 02886-1099 
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Access  of  health  care  for  Texas  children 


The  fiiilure  of  any  group,  either  public 
or  private,  to  meet  the  needs  of  the  un- 
derserved is  giveti  as  one  of  the  reasons 
for  the  restructuring  of  health  care  in 
America.  Children,  by  far,  constitute 
the  largest  group  of  this  population.  The 
United  States  as  a country,  and  Texas  as 
a state,  rank  very  poorly  in  addressing 
childrens  health  and  welfare.  In  this  ar- 
ticle, the  problems  of  the  health-care 
needs  of  the  children  of  Texas  are 
defined.  Solutions  are  presented  that  are 
in  varying  stages  of  evolution  in  Texas 
and  throughout  the  country. 


Dr  Price,  legislative  chair,  Texas  Pediatric  So- 
ciety; Dr  Kirkland,  professor  of  pediatrics, 
Baylor  College  of  Medicine,  and  director. 
Ambulatory  Services,  Texas  Children’s  Hospi- 
tal, Houston,  Tex;  and  Dr  Kreisler,  private 
practice,  Mesquite,  Tex.  Send  reprint  requests 
to  Dr  Price,  Texas  Pediatric  Society,  401  W 
1 5th  St,  Suite  682,  Austin,  TX  78701-1 680. 
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INCiRHASINt;  P ROB  LI' MS  IN 
acce.s.s  to  health  care  jeopardize 
the  current  and  future  health  sta- 
tus of  children  in  Fexas.  Fhese  prob- 
lems are  felt  primarily  by  families 
wbo  are  uninsured  medically.  The 
high  cost  of  health  insurance,  which 
has  caused  one  in  four  families  to  go 
without  any  coverage,  and  an  inade- 
quate health  infrastructure  are  the 
most  glaring  deficits  (1).  The  frag- 
mented health  infrastructure  that  ex- 
ists presently  is  reflected  by  a short- 
age of  health  professionals  (mainly 
primary  care  physicians),  major  gaps 
in  the  access  to  needed  health  ser- 
vices, and  the  absence  of  a strategic 
health-care  plan  for  the  state. 

Texas  is  a diverse  state  with  many 
needs;  urban,  rural,  small  city,  and  in- 
ternational border  problems  abound 
with  their  accompanying  health-care 
needs.  No  single  solution  can  suffice 
to  address  these  needs.  Fundamental 
problems  must  be  dealt  with  in  the 
context  of  the  cultural  and  logistic  di- 
versity of  the  area  to  be  served.  The 
realities  of  cost  must  also  be  factored 
in  because  of  limited  coffers. 

The  negative  trends  in  key  child- 
health  indicators  must  be  reversed. 
That  a healthy,  well  nourished,  and 
emotionally  stable  child  is  more  likely 
to  be  a receptive  student  and  produc- 
tive citizen  is  virtually  an  undisputed 
fact.  This  article  presents  the  demo- 
graphics of  the  problems  and  proposes 
structural  and  policy  changes  to  im- 
prove access  to  health  care. 

TEXAS  FAMILIES,  CHANGING 
PATTERNS 


Younger  citizens 

Although  the  elderly  population  is 
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increasing  rapidly,  d’exas  overall  has  a 
relatively  young  population,  with 
about  one  third  of  its  citizens  under 
21  years  of  age  (out  of  a total  1990 
census  of  16,986,5  10  persons, 
5,672,537  were  younger  than  21 
years)  (2).  The  median  age  of  blacks, 
and,  even  more  so,  of  Hispanics,  is 
significantly  lower  than  that  of  the 
general  population. 

Increasing  poverty 

In  1980,  Texas  ranked  just  above  the 
national  average  in  per  capita  income. 
Today,  the  state  is  1 0%  to  1 2%  below 
the  average.  As  a result,  the  percent- 
age of  Texans  living  below  the  federal- 
ly determined  poverty  level  (the  cur- 
rent federal  poverty  level  for  a family 
of  four  is  $13,950  or  below)  has  in- 
creased from  14.7%  to  18.1%  — al- 
most one  family  out  of  five  (3). 

Because  of  the  higher  proportion 
of  children  in  the  state  and  a rapidly 
increasing  minority  population, 
about  one  out  of  four  children  now 
live  in  poverty.  The  poverty  rates  for 
Hispanic  and  black  children  are  43% 
and  42%,  respectively  (3).  This  eco- 
nomic reality  clearly  increases  the 
likelihood  of  no  health  insurance 
coverage,  except  for  the  poorest  of 
the  poor  who  qualify  for  Medicaid 
under  Aid  to  Families  with  LOepen- 
dent  Children.  A family  of  three 
must  earn  less  than  $184  a month  to 
qualify  for  this  program  (3).  Also, 
children  born  after  September  1983 
who  fall  under  the  federal  poverty 
line  are  now  eligible  for  Medicaid. 

insured/uninsured  status 
In  Fig  1,  an  estimate  of  the  health  in- 
surance coverage  of  the  Texas  popu- 
lation is  shown  (4).  Although  the 
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Fig  I.  Health  insurance  coverage  in  Texas. 
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precise  number  of  uninsured  Texans 
is  not  known,  the  number  is  estimat- 
ed to  be  between  3.2  and  3.6  million 
persons.  The  Special  Texas  Census 
conducted  by  the  Texas  Department 
of  Human  Services  in  1989  is  the 
best  source  on  the  composition  ol 
the  uninsured  in  our  state.  Children 
(0  to  17  years  of  age)  account  for 
35.2%  of  uninsured  Texans  — 1.07 
million  uninsured  Texas  children 
(Fig  2).  Nationally,  children  are  esti- 
mated to  constitute  31%  to  33%  of 
the  uninsured  (5).  Single  parents 
with  children  and  Hispanic  and 

Fig  2.  Percent  of  uninsured  Texans  within  each 
age  group. 
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black  families  are  disproportionally 
uninsured.  Contrary  to  popular  per- 
ception, most  of  the  families  that  are 
uninsured  are  employed. 

Inadequacies  in  preventive  services 
Although  preventive  services  remain 
the  cornerstone  for  optimal  growth 
and  development  of  healthy  children, 
the  full  impact  of  these  services  is  not 
achieved.  Preventive  “well-child”  vis- 
its are  included  in  services  offered  by 
health  maintenance  organizations, 
but  most  group  health  insurance 
policies  do  not  include  well-child 
coverage  and  immunizations.  In  the 
private  sector,  most  families  with 
children  who  receive  preventive  ser- 
vices must  be  able  to  pay  out  of  their 
own  financial  resources.  An  Early 
and  Periodic,  Screening,  Diagnosis, 
and  Treatment  program  for  preven- 
tive health  maintenance  is  available 
to  children  covered  by  Medicaid,  but 
there  are  problems  with  its  imple- 
mentation and  utilization. 

In  fiscal  year  1993,  the  Depart- 
ment of  Human  Services  projected 
that  1,158,895  poor  children 
younger  than  21  years  would  be  eli- 
gible for  Medicaid  services.  We  lack 
sufficient  physicians  who  will  accept 
Medicaid,  and  estimates  project  that 
only  one  half  of  the  eligible  children 


will  receive  the  preventive  services  of 
Medicaid  (6). 

State  and  local  funds  pay  for  com- 
prehensive preventive  services  in  67 
local  health  departments  and  8 public 
health  regions.  This  provides  for  360 
additional  clinic  sites  statewide  (7). 
Preventive  health  department  services 
are  available  to  children  who  qualify 
for  Medicaid  plus  those  under  200% 
of  the  federal  poverty  level.  Preventive 
child-health  services  in  public  health 
clinics  were  provided  to  158,517  chil- 
dren in  1991  (7).  These  children  av- 
eraged only  two  visits  during  the  year. 
Since  90%  of  the  public  health  pre- 
ventive services  for  children  are  pro- 
vided to  infants  and  preschool  chil- 
dren, we  can  assume  that  these 
children  are  not  coming  in  for  the 
recommended  eight  preventive  visits 
during  their  first  couple  of  years  of 
life.  This  underuse  of  health  depart- 
ment services  can  be  attributed  to 
many  factors:  a lack  of  local  personnel 
resources  for  adequate  outreach, 
transportation  problems,  inconve- 
nient clinic  hours,  and  a population 
that  does  not  understand  the  impor- 
tance of  prevention.  This  is  symp- 
tomatic of  a system  that  is  geared  to 
treatment  of  illness  instead  of  to  pre- 
vention and  health  promotion. 

children’s  source 

OF  HEALTH  CARE 

The  Special  Texas  Census  asked 
where  each  person  “usually  goes  for 
medical  care.”  Most  health  services  to 
all  insured  and  uninsured  children  in 
Texas  are  provided  in  the  doctor’s 
office  (5).  However,  uninsured  chil- 
dren are  far  less  likely  to  use  a doc- 
tor’s office  for  medical  care  (86%  of 
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insured  children  in  two-parenr 
homes  compared  to  54%  ol  unin- 
sured children  from  such  homes)  (5). 
A survey  conducted  by  the  Texas 
Medical  Association  in  1990  revealed 
that  the  average  charity  care  provided 
annually  by  a Texas  pediatrician 
amounted  to  $58,000;  the  figure  for 
a family  practitioner  was  $24,000. 

Out  of  1367  primary  care  pediatri- 
cians, there  are  currently  1158  who 
participate  in  the  state’s  Medicaid 
program.  However,  most  of  these  pe- 
diatricians are  mid-  or  low-volume 
participants.  Mid-volume  is  defined 
as  30  to  100  patients  in  a 3-month 
period,  and  low-volume  is  0-29  pa- 
tients (8).  This  means  that  the  access 
of  Medicaid  patients  to  office-based 
care  is  limited,  resulting  in  many  who 
seek  treatment  in  hospital  emergency 
rooms  for  routine  illness. 

Another  source  of  health  care  for 
indigent  children  is  found  in  the  27 
community  and  migrant  health  cen- 
ters in  Texas.  During  1991,  these 
centers  gave  medical  services  to 
1 19,135  children  (9). 

The  state’s  medical  schools  and 
the  various  residency  training  pro- 
grams are  an  additional  health  re- 
source for  the  uninsured  and  Medi- 
caid population  of  children.  The 
percentage  of  the  indigent  popula- 
tion that  is  cared  for  by  the  academic 
programs  is  difficult  to  ascertain. 
However,  data  from  the  Harris 
County  Hospital  District  could  serve 
as  a representative  model.  Physicians’ 
services  in  the  Harris  County  Hospi- 
tal District  are  provided  under  con- 
tract by  Baylot  College  of  Medicine 
and  The  University  of  Texas  Health 
Science  Center  at  Houston.  Many  of 
the  total  number  of  medically  indi- 


gent children  are  seen  also  at  Fexas 
Children’s  Hospital  and  Hermann 
Hospital,  which  are  staffed  by  the 
faculty  of  the  medical  schools.  In 
fiscal  year  1992,  the  Harris  County 
Hospital  District  had  304,390  undu- 
plicated  registered  patients.  This  rep- 
resents approximately  one  third  of 
the  Harris  County  residents  at  200% 
of  the  federal  poverty  guidelines  or 
lower  who  are  seen  in  facilities  staffed 
by  the  medical  schools  and  residency 
training  programs.  Most  of  the  indi- 
viduals using  these  services  do  not 
have  insurance  and/or  qualify  for 
medical  care  at  reduced  or  no  cost. 
Although  the  Harris  County  data  are 
not  specific  for  children’s  visits,  the 
data  for  the  whole  population  are  the 
best  available  to  us  and  can  be  ex- 
trapolated for  children  (10). 

PROVIDER  ISSUES 

Demographics 

Data  from  the  American  Academy  of 
Pediatrics  based  on  a 1988  survey  show 
a ratio  in  Texas  of  1 child-health  physi- 
cian to  1739  children  compared  with  a 
US  average  of  1 child-health  physician 
to  1389  children.  A child-health  physi- 
cian is  defined  as  any  physician  who  is 
providing  primary  care  services  to  chil- 
dren. The  academy  notes  that  while 
there  is  no  “standard”  for  health  care, 
the  physician-to-population  ratios  can 
help  assess  the  adequacy  of  health  care 
in  a geographical  area.  This  physician- 
to-child  ratio  includes  direct  patient- 
care  pediatricians  and  family  practi- 
tioners. The  latter  are  assumed  to 
spend  on  average  25%  of  their  practice 
on  child-health  care  (11). 

In  the  2 years  from  September 
1990  to  September  1992,  the  total 
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number  of  pediatricians  representing 
generalist  as  well  as  specialist  pedia- 
tricians who  are  licensed  and  practic- 
ing in  the  state  declined  slightly  from 
2814  to  2760,  while  the  number  of 
family  practitioners  increased  mini- 
mally from  6459  to  6614  (12). 

A much  better  ratio  of  children 
per  child-health  physician  continues 
in  urban  counties  as  compared  with 
counties  that  have  rural  and  medi- 
um-size populations.  For  example,  in 
urban  Dallas  County,  the  ratio  of 
children  per  child-health  physician  is 
1:1586,  while  in  the  surrounding 
nonurban  counties  the  ratio  ranges 
from  1:1854  to  1:2902;  one  county 
has  a ratio  of  1 child-health  physi- 
cian for  7405  children  (11). 

Even  within  the  urban  areas,  pedi- 
atricians and  family  practitioners  are 
generally  located  in  areas  least  acces- 
sible to  the  poor  population.  A well- 
recognized  shortage  of  primary  care 
physicians  exists  in  Texas.  Eighty- 
eight  percent  of  all  Texas  counties  are 
either  totally  or  partially  designated 
as  medically  underserved  areas,  with 
no  family  or  general  practitioners  in 
65  counties  and  no  pediatricians  in 
162  counties  ( 1 2). 

Health  services  for  children  can 
be  augmented  favorably  through 
nonphysician  providers  such  as  pedi- 
atric and  family  nurse  practitioners 
and  physician  assistants.  Only  215 
pediatric  nurse  practitioners  were 
working  in  Texas  in  1991,  an  in- 
crease from  81  nurses  in  1986.  Fam- 
ily nurse  practitioners  numbered  260 
and  school  nurse  practitioners  to- 
taled 73  in  1991  (12).  Many  more 
advanced  nurse  practitioners  are 
needed  throughout  the  state.  Work- 
ing in  cooperation  with  a pediatri- 
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cian  or  family  practitioner,  these 
midlevel  practitioners  could  “extend” 
primary  care  and  preventive  services. 

When  the  current  services  needed 
for  the  total  population  of  poor  chil- 
dren (including  the  Medicaid  popu- 
lation and  the  working  poor)  are  ag- 
gregated, we  can  safely  assume  that 
the  public  and  private  providers  to 
care  for  this  population  are 
insufficient.  As  a consequence,  acute 
medical  conditions  may  be  receiving 
attention,  but  preventive  services  and 
continuity  of  care  suffer  from  major 
deficiencies.  This  represents  a “capac- 
ity” problem  that  needs  solutions. 

General  practice  vs  specialization 
The  trend  to  specialization  and  the 
diminished  number  of  generalist  pe- 
diatricians has  been  reviewed  by  the 
Texas  Higher  Education  Coordinat- 
ing Board.  Fifty-three  percent  of  pe- 
diatric residents  in  their  third  year  of 
training  in  1984  chose  general  pedi- 
atrics practice  as  opposed  to  43%  of 
third  year  residents  in  1988.  In 
1984,  of  pediatric  residents  in  their 
third  year  of  training,  6.2%  chose  a 
subspecialty  compared  to  30.5%  in 
1988  (13). 

Among  Texas  family  practice  resi- 
dents, the  percentage  who  were  in 
their  third  year  of  training  in  1984 
and  went  into  general  practice  de- 
creased from  84.3%  to  80.6%  for  the 
class  of  1988.  While  this  is  not  a sta- 
tistically significant  change,  note  that 
the  total  number  of  family  practi- 
tioners has  not  increased  to  meet  the 
needs  of  the  states  population.  These 
trends  toward  increased  specializa- 
tion and  lack  of  sufficient  numbers 
of  medical  students  becoming  gener- 
alists must  be  addressed  by  the  Texas 
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medical  schools  and  residency  train- 
ing programs. 

CONSEQUENCES  OF 
INADEQUATE  ACCESS 

• Although  low  birth  weight  in 
Texas  in  1990  was  6.9%  com- 
pared with  the  national  rate  of 
7.0%,  the  outcome  of  pregnancy 
as  measured  by  infants  with  low 
birth  weights  has  remained  virtu- 
ally constant  over  the  past  decade 
in  Texas  (14). 

• The  teenage  pregnancy  rates  of 
Texans  below  the  age  of  1 8 years 
are  among  the  highest  in  the 
country  (14). 

• Children  are  not  receiving  all  rec- 
ommended vaccines.  A Texas  De- 
partment of  Health  survey  in 
1991  showed  that  the  percentage 
of  2-year-old  children  who  had 
completed  the  total  recommended 
doses  was  as  low  as  1 0%  in  Hous- 
ton and  only  42%  in  El  Paso  (15). 

• Absence  of  a regular  source  of  pri- 
mary care  for  the  uninsured  Texas 
children  has  resulted  in  five  times 
the  number  of  emergency  room 
visits  made  by  those  with  insur- 
ance (5). 

• Preventable  injuries  remain  the 
leading  cause  of  deaths  after  1 
year  of  age  (16). 

• Because  of  the  higher  rate  of 
teenage  pregnancies  in  Texas,  the 
offspring  are  at  high  risk  for  de- 
velopmental delays  and  emotion- 
al/behavioral disorders  caused  by 
a lack  of  early  stimulation  and 
parenting  skills  (14). 

• Risk-taking  behavior  by  adoles- 
cents, including  drug  abuse,  re- 
mains a social  and  health  prob- 
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lem.  Earlier  sexual  encounters 
without  adequate  knowledge  and 
counseling  has  resulted  in  increas- 
ing numbers  of  sexually  transmit- 
ted diseases  and  babies  infected 
with  human  immunodeficiency 
virus  (17). 

• Pediatric  tuberculosis  has  been 
increasing  during  the  1980s.  In 
children  younger  than  15  years, 
120  active  cases  were  reported  in 
1978  compared  with  218  cases  in 
1992  (18). 

MEASURES  TO  IMPROVE  ACCESS 

Even  if  a national  health  plan  with 
universal  coverage  could  be  designat- 
ed now,  changes  in  the  delivery  of 
health  care  or  improvement  in  out- 
comes may  not  naturally  follow.  The 
existing  public  and  ptivate  systems  as 
presently  configured  do  not  have  the 
capacity  to  take  care  of  all  the  chil- 
dren who  lack  access  for  the  necessary 
health  promotion,  disease  prevention, 
and  primary  care  functions.  Either 
system,  public  or  private,  alone  can- 
not provide  the  services  necessary  to 
meet  the  health  and  medical  needs  of 
our  children.  Together  public  and  pri- 
vate cooperation  can  develop  relation- 
ships that  will  effectively  increase  the 
number  of  providers  available  to  the 
currently  underserved  low-income 
population.  A single  model  for  ac- 
complishing the  delivery  of  health 
care  is  not  practical  when  we  consider 
the  needs  of  different  regions  of  Texas 
— urban,  smaller  cities,  rural,  and  the 
Texas-Mexico  border. 

The  children’s  “health  home’  of 
the  future,  whether  it  is  based  in  the 
private  office  or  in  other  settings  such 
as  public  clinics  or  schools,  must 


meet  the  extended  basic  health-care 
needs  ot  htmilies  and  their  children. 
In  addition  to  meeting  traditional 
needs  such  as  treatment  lor  illness 
and  immunization,  the  “health 
home”  must  loster  parenting  skills 
and  provide  early  psychological  and 
educational  intervention  lor  school- 
bound  children. 

Developmental  delays,  abusive  be- 
havior, and  deficits  in  parental  skills 
must  be  identified  and  treated  appro- 
priately. Complicated  multiple-disci- 
plinary problems  once  identified  may 
have  to  be  handled  at  a higher  level, 
but  most  can  be  treated  at  the  basic 
office  unit.  This  early  intervention 
should  prevent  many  problems  from 
becoming  deep-seated. 

Payment  lor  these  services  in  the 
physician’s  office  must  be  equitable 
to  increase  the  number  of  primary 
care  providers  of  these  basic  services. 
This  comprehensive  approach  would 
be  much  more  cost-effective  at  the 
level  of  the  medical  office. 

The  Community  Access  to  Child 
Health  (CATCH)  program  of  the 
American  Academy  of  Pediatrics  is  a 
national  initiative  to  improve  access 
to  health  care  for  children  at  the 
community  level.  Texas-CATCH 
sponsored  by  the  Texas  Pediatric  So- 
ciety and  the  academy  was  initiated 
in  1990.  The  CATCH  program  em- 
powers pediatricians  to  find  and 
solve  local  health  issues  that  impact 
children.  Pediatricians  should  be  a 
major  force  in  setting  the  standards 
and  the  goals  for  the  care  of  children. 
The  pediatrician  is  the  key  for  identi- 
fying linkages  within  the  community. 
The  idea  is  to  utilize  local  resources 
as  much  as  possible  to  solve  local 
problems.  The  CATCH  program  is  a 


catalyst  promoting  the  actions  ol  pe- 
diatricians and  providers  who  work 
within  their  communities  to  improve 
the  health  ol  children.  It  does  this  by 
sharing  program  information  that  is 
ellective  in  stimulating  action  by  oth- 
ers, by  promoting  networking  among 
successful  programs  and  those  who 
are  thinking  about  projects  to  en- 
courage them  to  develop  ways  to  ac- 
complish projects  and  overcome 
roadblocks,  and  by  highlighting  pro- 
jects in  their  communities,  often  re- 
sulting in  improved  fun  ding  for 
those  projects. 

More  specifically,  CATCH  iden- 
tifies successful  solutions  or  models 
and  spreads  the  word  about  approach- 
es that  have  been  tried,  how  the  fund- 
ing was  obtained,  what  worked,  and 
what  did  not  work.  Eleven  CATCH 
initiatives  to  provide  increased  access 
with  varying  degrees  of  care  have  been 
started  in  Texas.  The  influence  of 
CATCH  on  established  programs  and 
clinics  has  been  important  but  cannot 
be  validly  measured. 

Other  models  have  been  in  exis- 
tence long  enough  to  demonstrate 
improvement  in  measurable  out- 
comes (Table  1).  Care  must  be  deliv- 
ered in  an  acceptable,  friendly,  and 
accessible  environment.  The  high- 
lighted models  that  follow  are  the 
community-oriented  primary  care 
(COPC)  process  model,  the  Ten- 
nessee medical  home,  the  Florida 
case  management  model,  and  the 
Galveston  school-based  clinic. 

Community-oriented 
primary  care  process 
Community-oriented  primary  care 
evolved  as  a process  of  integrated  care 
in  the  1980s  and  has  been  designated 


hlhlc  I.  Moticis  ol  licallli  care  ' ^ 'Itl  Ih 
.ulapicrl  in  regions  ol  Texas. 

Urban 

Cionimnnity-orienleil  [n  iniary  c.iu 

(CXtTC) 

School-l>a.seii  clinic 

Smaller  cities 

SchooTbasecI  clinic 

Florida  case  management  Medicaid 

Rural 

Community  health  cetiter 

COI’C 

Fexas/Mexico  border 
School-based  clinic 
Community  health  center 
Florida  case  management  Medicaid 


as  a model  lor  community-based 
practice,  effective  in  providing  prima- 
ry and  preventive  services  in  both  ur- 
ban (19)  and  rural  settings  (20).  The 
COPC  process  integrates  the  curative 
aspects  of  medical  care  with  the  pre- 
ventive aspects  of  health  into  a single 
administration  and  one  health  team. 
Through  this  integrative  practice,  the 
health  problems  of  a community  are 
identified  and  programs  are  put  into 
place  to  deal  systematically  with  these 
problems.  Epidemiology  is  a critical 
component  and  provides  the  founda- 
tion for  development  of  these  pro- 
grams. The  COPC  process  differs 
from  that  of  a community  clinic  in 
that  major  health  problems  of  a 
defined  population  are  identified  and 
can  be  addressed  through  additional 
services  and  other  health  programs  as 
needed  (21 ). 

The  COPC  process  adopted  in 
Dallas  is  a program  operated  by 
Parkland  Memorial  Hospital,  a large 
urban  hospital  affiliated  with  The 
University  of  Texas  Southwestern 
Medical  School.  This  program  iden- 
tified six  medically  underserved  com- 
munities in  Dallas  County  through  a 
county  needs  assessment.  Multiple 
needed  services  such  as  Women,  In- 
fants, and  Children  Services  (WIC), 
radiology,  pharmacy,  health  educa- 
tion, counseling  services,  immuniza- 
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tions,  and  primary  care  are  provided 
at  this  single  site.  School-based  clin- 
ics are  also  tied  into  the  COPC. 
Fragmentation  of  services  is  mini- 
mized by  providing  transportation 
and  by  collocating  services. 

Research  into  outcomes  demon- 
strates that  the  emergency  depart- 
ment utilization  rate  of  COPC  users 
and  length  of  hospital  stay  for  hospi- 
talized COPC  patients  have  declined 
in  Dallas.  At  another  COPC  model 
in  Addison  County,  Vermont,  the 
statistics  regarding  the  pregnancy 
rate,  repeat  pregnancy  rate,  occur- 
rence of  low  birth  weight,  infant 
mortality,  child  abuse,  and  family  vi- 
olence have  all  been  improved  sig- 
nificantly (20). 

Medical  homes 

Private/public  partnership  with  pri- 
vate practice  physicians  accepting 
Medicaid  patients  and  providing  a 
health  home  for  these  patients  has 
been  effective  in  reducing  emergency 
department  utilization  and  hospital- 
ization in  Tennessee  and  Florida. 

The  Tennessee  medical  home  is 
one  in  which  practitioners  in  under- 
served areas  of  Tennessee  agree  to  ac- 
cept a certain  number  of  Medicaid 
patients  (A.L.K.,  unpublished  data, 
1993).  Continuity  of  care  with  24- 
hour  coverage,  including  provisions 
for  fundamental  laboratory  work 
along  with  hospital  admission  privi- 
leges, is  provided  as  part  of  the  medi- 
cal home  program.  The  Tennessee 
Chapter  of  the  American  Academy  of 
Pediatrics  in  conjunction  with  the 
Department  of  Health  and  Environ- 
ment of  Tennessee  developed  the 
program.  A statewide  network  has 
been  established  through  the  work  of 
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regional  health  department  directors 
along  with  a physician  consultant 
and  a child-health  coordinator.  This 
group  contacted  each  pediatrician 
and  family  physician  in  an  area,  of- 
fering the  opportunity  to  sign  up  on 
a rotating  roster  to  act  as  medical 
homes.  Many  of  the  children  treated 
were  Medicaid-eligible,  and  a few 
were  able  to  pay  according  to  an  in- 
come-based sliding  scale  while  others 
were  totally  indigent.  The  medical 
homes  represent  an  alternative  to 
publicly  funded  clinics.  The  program 
in  Tennessee  is  expanding  and  has  re- 
alized significant  savings:  doctor  hop- 
ping and  inappropriate  emergency 
room  utilization  have  been  reduced 
and  unnecessary  hospitalization  has 
lessened  due  to  the  provision  of  pre- 
ventive primary  care. 

The  Florida  model  medical  home, 
established  by  Neal  Wiggins,  MD, 
uses  an  existing  private  practice  that 
was  developed  further  to  incorporate 
a significant  indigent  population 
(A.L.K.,  unpublished  data,  1993). 
The  existing  office  was  expanded  for 
purposes  of  this  model  with  funding 
from  the  state.  A nurse  (acting  as 
case  manager)  and  an  office  manager 
(acting  as  a financial  manager)  were 
hired  through  state  funds.  This  office 
handled  all  the  administrative  and 
billing  paperwork  from  entitlement 
programs  to  submission  of  claims. 
The  nurse  handled  case  management 
of  all  patients.  Appointments  were 
made  through  the  office  both  to  pri- 
mary care  physicians  and  to  special- 
ists. This  system  efficiently  used 
providers  to  handle  basic  problems  as 
well  as  those  of  high  complexity  be- 
cause of  access  to  generalists  and  spe- 
cialists. This  model  has  proved  to  be 
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efficient  and  cost-effective  for  the 
private  practitioner  and  the  patient. 
At  present,  this  practice  sees  approxi- 
mately 1000  indigent  patients.  Other 
local  physicians  in  the  county  have 
shown  significant  interest,  but  their 
participation  is  contingent  on  the  ap- 
propriation of  the  necessary  funds  by 
the  state  of  Florida. 

The  state  of  Oklahoma  will  begin 
a project  similar  to  the  Wiggins’ 
model  but  funded  by  an  increase  in 
Medicaid  fees  per  service.  Since  no 
subsidies  for  personnel  are  provided, 
this  Medicaid  funding  approach  is 
thought  to  resemble  more  closely  a 
practice  model.  The  Medicaid  reim- 
bursement rates  are  supplemented  by 
a capitated  rate  of  $8  to  $10  per  pa- 
tient per  month.  This  rate  closely  ap- 
proaches the  statement  by  the  Ameri- 
can Academy  of  Pediatrics  that 
pediatricians  penetrate  the  indigent 
care  systems  when  rates  approach 
85%  to  90%  of  what  is  considered 
reasonable  and  customary  (22). 

The  additional  benefit  to  the 
physician  is  the  virtual  absence  of 
Medicaid  hassle  through  the  establish- 
ment of  a state-funded  intermediary 
in  the  doctor’s  office  to  handle  claims 
processing,  enrollment,  and  other  pa- 
perwork. This  model,  if  properly  sup- 
ported, could  handle  all  existing  enti- 
tlement programs  for  children  (Early 
and  Periodic  Screening,  Diagnosis, 
and  Treatment;  Medicaid;  WIC;  Early 
Childhood  Intervention;  and  Chroni- 
cally 111  and  Disabled  Children). 

Galveston  school-based  clinics 
Poor  children  are  four  times  as  likely 
as  other  children  to  be  absent  from 
school  because  of  poor  health. 
School-based  primary  care  has  been  a 


strategy  in  those  urban  communities 
where  children  and  youths  do  not 
have  a medical  home.  In  the  Galve- 
ston model,  developed  by  Stephen 
Barnett,  MD,  “one-stop  shopping”  is 
provided  in  school-based  clinics.  Sev- 
eral private  practitioners  established  a 
nonprofit  corporation  to  work  with 
the  school  district  to  provide  backup 
supervision  and  direction  in  the  de- 
velopment of  the  health  activities. 
Subsequently,  the  school  district,  the 
Texas  Department  ot  Human  Ser- 
vices, and  the  Galveston  County 
Health  District  became  partners  in 
the  effort  to  institutionalize  health 
care  in  the  schools.  School-based 
health  services  would  provide  inte- 
gration of  services  such  as  Medicaid, 
WIG,  primary  care,  and  family  plan- 
ning. This  may  be  done  indepen- 
dently or  in  association  with  a 
COPC  process. 

TEXAS  “bridge  GRANTS” 

The  Texas  Department  of  Health  has 
recognized  that  the  availability  of 
providers  has  not  kept  up  with  the 
increase  in  patient  load.  The  depart- 
ment is  offering  “bridge  grants”  to 
serve  as  start-up  funds  for  increasing 
services  and  initiating  new  commu- 
nity-based programs  for  prevention 
and  primary  care.  The  major  goal  of 
the  bridge  grants  is  to  encourage  cre- 
ation of  health  homes  for  children 
and  pregnant  women  from  families 
with  low  incomes.  These  grants  are 
intended  to  assist  physicians  in  open- 
ing practices  for  the  care  of  indigent 
women  and  children  and  to  make 
other  practice  settings  attractive  to 
the  physicians.  Included  would  be 
participating  in  after-hours  and 


weekend  clinics  as  well  as  participat- 
ing in  delivery  of  school-based  ser- 
vices or  as  primary  care  support  ot 
backup  in  public  health  clinics  (23). 

CONCLUSIONS 

The  health-care  needs  of  children  in 
this  state  are  staggering.  Vaccine-pre- 
ventable diseases  have  reappeared  in 
our  major  urban  centers.  (See  com- 
panion article  in  this  issue.)  Hunger 
and  poor  sanitation  plague  our  bor- 
ders while  child  abuse  is  a major 
problem  across  all  social  and  eco- 
nomic strata.  Many  children  cannot 
achieve  their  full  educational  poten- 
tial because  of  their  health  problems. 

The  primary  care  physician  is  situ- 
ated uniquely  to  respond  to  these 
problems.  To  accomplish  these  tasks, 
though,  may  require  redesigning  or 
redirecting  the  practitioner’s  office  or 
health-care  facility  to  incorporate  es- 
sential preventive,  social,  and  educa- 
tional goals  as  well  as  the  curative 
goals  described  above.  In  the  long 
term,  meeting  the  needs  for  primary 
care  and  prevention  services  will  re- 
quire training  more  primary  care 
physicians  and  nonphysician  providers 
to  work  with  the  physician  as  a “team” 
to  serve  the  underserved.  Payors  must 
realize  that  those  needs  carry  a price 
tag  due  to  the  increased  volume  of  pa- 
tients and  the  addition  of  new  ser- 
vices. The  health-care  system  must  en- 
sure the  provision  of  primary 
preventive  health  care  with  the  under- 
standing that  this  will  reduce  the  over- 
all cost  for  a specific  health  service. 
For  example,  more  support  in  prenatal 
care  would  result  in  less  expenditure 
on  high-risk  pregnancies  and  neonatal 
days.  The  state  and  federal  govern- 


ments must  teduce  the  inefficiency 
and  ftagmentation  of  their  health  pro- 
grams. Public  and  private  “partner- 
ships” must  be  developed  and  expand- 
ed to  improve  delivery  of  health 
services.  Consistent  with  today’s 
needs,  the  health-care  system  lot  chil- 
dren, from  patients  to  providers  to 
payors,  must  take  new  and  flexible  ap- 
proaches to  confront  the  needs  of  chil- 
dren in  Texas. 

Many  of  the  health  problems  with 
which  we  are  dealing  are  related  to  so- 
cial issues  such  as  poverty,  unemploy- 
ment, and  dysfunctional  families.  These 
issues  are  everyone’s  responsibility. 
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Financing  health  services  for  children  in  Texas 


In  Texas,  childrens  health  services  are 
financed  by  a bewildering  combination 
of  private  and  public  sources,  each  of 
which  employs  different  eligibility 
rules,  benefit  packages,  and  reimburse- 
ment methods.  This  article  describes 
these  financing  mechanisms,  under- 
scoring their  complexity  and  the  need 
for  consolidation  and  reform.  As  pri- 
vate coverage  for  children  has  declined, 
it  has  become  less  comprehensive  with 
increased  coinsurance  and  deductibles. 
Concurrently,  due  to  a number  of  fed- 
eral initiatives,  Medicaid  coverage  has 
increased  rapidly  with  new  benefits, 
also  now  mandated.  Levels  and  struc- 
ture of  payment  have  influenced  vari- 
able participation  in  the  program  by 
physicians,  rural  health  clinics,  federal- 
ly qualified  health  centers,  and  chil- 
drens hospitals. 

The  Texas  Department  of  Health 
and  die  Texas  Department  of  Mental 
Health  and  Mental  Retardation  have 
undertaken  a number  of  initiatives  to 
fill  in  the  gaps  and  to  serve  mandated 
categorically  eligible  populations.  Conti- 
nuity of  care  is  difficult  to  achieve. 
Comprehensive  community-based  care 
should  be  promoted  with  the  goal  of  ex- 
panding the  role  of  all  types  of providers. 

Ms  Jahn,  Special  Assistant  to  the  Deputy  [direc- 
tor, Center  for  Mental  Health  Services,  US  De- 
partment of  Health  and  Human  Services,  cur- 
rently on  detail  to  the  Office  of  the  Vice 
President  of  the  United  States,  Washington, 

DC,  serving  as  mental  health  policy  adviser  to 
Mrs  Tipper  Gore;  Dr  Smith,  Commissioner  of 
Health  for  the  Texas  Department  of  Health, 
Austin,  Tex;  and  Dr  Warner,  professor  of  public 
affairs  at  the  1,BJ  School  of  Public  Affairs  and  a 
visiting  professor  of  Public  Health  at  The  Uni- 
versity of  Texas  School  of  Public  Health.  Send 
reprint  requests  to  Dr  Warner,  LBJ  School  of 
Public  Affairs,  Room  SRH  3.208,  The  Universi- 
ty of  Texas  at  Austin,  Drawet  Y,  University  Sta- 
tion, Austin,  TX  78713-7450. 
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Dawn  Jahn,  MPA 
David  Smith,  MD 
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Although  health  care 
for  children  is  an  entitlement 
virtually  no  one  would  op- 
pose, its  provision  is  inconsistent, 
episodic,  and  categorical.  In  Texas, 
healrh  services  for  children  are 
financed  by  a bewildering  combina- 
tion of  private  and  public  sources, 
each  of  which  employs  different  eli- 
gibility rules,  benefit  packages,  and 
reimbursement  methods.  This  article 
describes  these  various  financing 
mechanisms,  underscoring  their 
complexity  and  the  need  for  consoli- 
dation and  simplification. 

PRIVATE  HEALTH-INSURANCE 
COVERAGE 

Private  health-insurance  coverage  for 
children  in  the  United  States  de- 
clined during  the  1980s.  In  1977, 
private  health  insurance  covered  74% 
of  all  children  (1);  by  1987,  only 
68%  of  all  children  had  private  cov- 
erage (2).  Private  coverage  for  chil- 
dren has  continued  to  decline  (3). 
During  that  same  period,  the  per- 
centage of  children  without  public  or 
private  coverage  rose  from  13%  to 
18%  (2).  A study  by  the  Urban  Insti- 
tute in  Washington,  DC,  merged  the 
March  Current  Population  Survey 
samples  for  1988,  1989,  and  1990  to 
generate  estimates  for  each  state  and 
for  the  United  States.  As  shown  in 
Table  1 , both  children  and  the  total 
population  under  the  age  of  65  in 
Texas  had  a 24%  uninsured  rate  as 
compared  to  national  rates  of  14% 
and  16%,  respectively.  Note  that 
children  were  less  likely  to  be  covered 
by  private  insurance  than  adults  but 
were  substantially  more  likely  to  be 
covered  by  Medicaid  (4). 
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The  decline  in  private  coverage  for 
children  has  been  attributed  to  the 
changing  demographics  of  families, 
the  rapidly  escalating  cost  of  medical 
care  and  medical  insurance,  and  the 
erosion  of  the  private  health-insur- 
ance system.  Nationally,  the  greatest 
decline  in  coverage  was  found  in 
worker  families,  where  private  cover- 
age fell  from  83%  in  1977  to  slightly 
more  than  70%  in  1987  (2).  This  de- 
cline is  accounted  for  partly  by  an  in- 
crease in  the  proportion  of  children  in 
two-parent,  single-worker  families 
considered  working  poor  (under 
125%  of  the  federal  poverty  level 
[FPL])  from  11%  to  22%  (2).  Fur- 
thermore, many  small  employers  have 
stopped  offering  health  insurance. 
Even  though  coverage  of  dependents 
may  be  available  as  an  option  with 
employment,  the  premiums  may  be 
excessively  expensive  for  a family  liv- 
ing at  subsistence  level.  The  growth  in 
families  headed  by  single  mothers  is 
another  factor  in  the  increase  in  the 
uninsured  and  in  the  numbers  of  chil- 
dren eligible  for  Medicaid. 

Medical  expenditures  have  more 
than  doubled  as  a percentage  of  the 
gross  national  product  since  1965, 
and  private  insurance  bore  most  of 
the  brunt  of  shifting  costs  through- 
out the  1980s.  Strategies  to  control 
the  private  cost  of  health  insurance 
combined  with  the  relative  decline  in 
the  incomes  of  low-income  workers 
have  made  it  increasingly  difficult  for 
many  to  afford  dependent  coverage, 
even  if  their  employer  offers  it. 

Changes  in  the  content  and  struc- 
ture of  private  insurance  coverage 
have  been  more  dramatic  than  the 
changes  in  numbers  of  persons  in- 
sured. These  changes  include  the  in- 
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creased  use  of  deductibles  and  coin- 
surance, widespread  use  of  managed 
care,  and  utilization  management 
(6).  Concomitantly,  many  employ- 
ers, including  virtually  all  large  pri- 
vate and  many  public  employers, 
have  created  health  plans  under  the 
1974  Employee  Retirement  and  In- 
come Security  Act  (ERISA),  which 
preempts  any  state  regulations  or 
mandated  benefits  required  of  health 
insurance.  For  example,  Texas  state 
employees  and  the  employees  of  the 
major  public  universities  in  Texas  are 
all  enrolled  under  ERISA  plans. 

Thus,  while  the  legislature  has  en- 
acted requirements  that  health-insur- 
ance policies  sold  in  Texas  cover  many 
providers,  conditions,  and  services, 
most  Texans  with  private  insurance 
are  in  health  plans  that  are  entirely 
unaffected  by  these  regulations.  A fur- 
ther issue  somewhat  beyond  the  scope 
of  this  article  is  the  fact  that  although 
more  than  60%  of  the  children  in 
Texas  may  be  considered  to  have  pri- 
vate health  insurance,  many  of  them 
in  fact  may  be  underinsured.  In  1990, 
Blue  Cross  estimated  that  40%  of 
those  in  ERISA  plans  and  25%  of 
those  in  traditional  risk-insurance 
plans  were  underinsured  (7). 


MEDICAID 

Medicaid  is  a complex  and  increasing- 
ly important  source  of  public  funding 
for  medical  services  for  poor  children. 
The  entire  Texas  Medicaid  program 
spent  $1.15  billion  in  1982  (8)  as 
compared  with  $4.4  billion  in  1992. 
By  the  1992  federal  fiscal  year,  more 
than  1.2  million  children  in  Texas  re- 
ceived Medicaid  services  at  a cost  of 
$1.4  billion  (Table  2).  This  represents 
massive  growth  in  eligible  participants 
and  in  levels  of  expenditure.  For  chil- 
dren, major  expansion  has  occurred  in 
eligibility,  the  development  of  new 
benefits  and  services,  and  innovations 
in  payment  of  providers. 

EXPANSIONS  IN  ELIGIBILITY 

Before  1984,  eligibility  standards  for 
Medicaid  were  linked  primarily  to 
cash  assistance  programs:  Aid  to  Fam- 
ilies with  Dependent  Children 
(AFDC)  and  Social  Security  income. 
Even  the  medically  indigent  option 
was  limited  to  families  whose  income 
did  not  exceed  a fixed  percentage 
above  the  basic  welfare  cash  grant  in  a 
particular  state.  This  meant  that  in 
Texas,  which  has  traditionally  had 
very  restrictive  eligibility  and  payment 
policies,  only  children  whose  family 


income  was  less  than  20%  to  30%  of 
poverty  were  eligible  for  Medicaid. 
Cash  payments  to  AFDC  recipients 
also  have  been  quite  low.  In  1992  for 
instance,  while  the  maximum  month- 
ly payment  for  a family  of  3 on 
AFDC  in  Texas  was  $184,  in  Califor- 
nia it  was  $663.  Children  in  a family 
of  3 who  receive  Medicaid  through 
medically  indigent  qualification  must 
be  in  a family  with  monthly  income, 
after  medical  expenditures,  of  less 
than  $267  in  Texas  and  $934  in  Cali- 
fornia (11). 

Beginning  in  1984,  Congress  be- 
gan to  unlink  Medicaid  from  state- 
level  welfare  criteria,  especially  for 
low-income  pregnant  women  and 
children.  With  the  passage  of  the 
Omnibus  Budget  Reconciliation  Act 
(OBRA)  of  1990,  the  seventh  in  a se- 
ries of  annual  expansions.  Congress 
mandated  that  Medicaid  be  extended 
to  all  pregnant  women  and  children 
under  age  6 years  with  family  in- 
comes below  133%  FPL  and  to  all 
children  who  were  born  after 
September  30,  1983,  with  family  in- 
come below  100%  FPL  (12).  States 
were  given  also  the  option  to  expand 
coverage  of  pregnant  women  and  in- 
fants up  to  185%  FPL.  Texas,  along 
with  30  other  states,  has  exercised 
this  option.  This  means  that  in  Texas 
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Table  2.  Texas  Medicaid  expenditures  by  age  and  type  of  medical  service  for  federal  fiscal  year  1992,  in  dollars  (9).* 


Type  of  Medical 

Care  or  Service 

Total 

Expenditures  t 
(All  Recipients) 

Under  Age 

1 Year 

Ages  1-5 
Years 

Ages  6- 1 4 
Years 

Ages  15-20 
Years 

Total 

Expenditures 
(All  Children) 

No.  of 

Unduplicated 
Recipients 
(All  Children) 

Total  amount 
of  expenditures 

4,406,614,843 

499,601,685 

329,586,379 

266,908,234 

312,168,655 

1,368,264,953 

1,224,733 

Inpatient  hospital 
services 

1.209,383,143 

351,043.159 

116,510,278 

62,167,230 

117,080,122 

646,800,789 

214,693 

Intensive  care  facility 
for  the  mentally 
retarded 

498,655,177 

0 

590,332 

14,864,365 

35,500,088 

50,954,785 

1,576 

Skilled  nursing 
facility  services 

978,773,927 

137,250 

1,588,001 

3,503,234 

2,466,395 

7,694,880 

392 

Physicians’  services 

496,715,410 

67,687,930 

70,263,368 

39,164,405 

59,687,451 

236,803,154 

1,031,655 

Dental  services 

36,737,159 

15,192 

12,054,556 

16,855,890 

7,102,916 

36,028,554 

249,866 

Other  practitioners’ 
services 

30,023,724 

182,916 

1,597,775 

5,668,493 

3,885,817 

11,335,001 

162,053 

Outpatient  hospital 
services 

308,063,854 

21,722,543 

51,524,915 

29,228,810 

31,219,647 

133,695,915 

553,284 

Clinic  services 

8,796,117 

1,139,368 

1,698,531 

890,720 

1,394.223 

5,122,842 

43,236 

Home  health  services 

185,037,81  1 

1,054,501 

2,007,801 

1,21 1,849 

940,697 

5,214,848 

2,152 

Family  planning 
services 

43,646,485 

184,050 

208,082 

460,185 

8,462,882 

9,315,199 

55,577 

Laboratory  and 
radiologic  services 

111,137,756 

6,198,701 

10,548,044 

8,112,613 

14,856,736 

39,716,094 

529,435 

Prescribed  drugs 

348,061,497 

13,829,857 

41,115,281 

28,172,432 

14,872,410 

97,989,980 

979,724 

Early  and  periodic 
screening 

72,147,255 

32,547,901 

15,090,760 

11,929,185 

11,766,352 

71,334,198 

265,185 

Rural  health 
clinic  services 

5,681,299 

843,984 

1,595,021 

804,522 

438,654 

3,682,181 

28,072 

Other  care 

73,754,259 

3,014,333 

3,193,634 

3,874,301 

2,494,265 

12,576,533 

52,906 

‘Income  qualifications:  under  age  1,  up  to  185%  of  federal  poverty  level;  ages  1-5,  up  to  133%  of  federal  poverty  level;  ages  6—9,  up  to  100%  of 
federal  poverry  level  with  phase  in  over  time  (children  born  after  10/1/83  up  to  age  19);  ages  9-20,  eligibility  through  Aid  to  Families  with  Depen- 
dent Children,  approximately  19.1%  of  federal  poverty  level,  and  eligibility  through  Medically  Needy  Program,  approximately  27.7%  of  federal 
poverty  level.  Other  children  may  qualify  through  special  programs  (eg,  Ribicoff  children). 

tExpenditures  do  not  include  disproportionate  share  hospital  funds,  which  amounted  to  $1,431,994,853  in  state  fiscal  year  1992  (10). 


in  the  spring  of  1993,  while  infants 
and  pregnant  women  below  185% 
FPL  are  eligible,  children  from  ages  1 
to  6 years  must  be  below  133%  FPL, 


children  aged  6 to  9 years  must  be 
below  100%  FPL,  and  children  aged 
10  to  19  years  must  be  in  families 
with  incomes  less  than  27.7%  FPL 


(1 1).  As  a result,  many  working  fami- 
lies have  younger  children  covered  by 
Medicaid  and  older  children  who  are 
not.  The  effect  in  Texas  of  all  of  these 
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expansions  has  meant  that  while  in 
1980,  a total  ol  275,140  children  re- 
ceived Medicaid  services  (8),  by  1992 
these  services  reached  1,224,733 
children  (9). 

In  addition,  a number  ol  states 
have  begun  to  implement  the 
1902(r)  option  (2)  that  was  added  to 
the  Medicaid  statute  by  the  Medicare 
Catastrophic  Act  ol  1988.  This  op- 
tion allows  states  to  use  more  liberal 
standards  and  methodologies  than 
those  used  by  AFDC  to  determine 
Medicaid  financial  eligibility  (11). 
One  ol  the  primary  proposals  of  the 
1992  Texas  Health  Policy  Task  Force 
was  to  take  advantage  of  this  option 
to  expand  Medicaid  coverage  to  all 
children  (13).  A state  that  decides  to 
expand  coverage  to  all  children 
would  be  able  to  draw  down  a federal 
match  for  all  children,  creating,  in 
essence,  a universal  children’s  health 
plan  financed  by  both  federal  and 
state  dollars.  In  federal  fiscal  year 
1992,  the  federal  portion  of  Medi- 
caid in  Texas  was  64.18%,  and  the 
state  portion  was  35.82%  (14). 

DEVELOPMENT  OF  NEW 
BENEFITS  AND  SERVICES 

Texas  Medicaid  covers  a variety  of 
services;  some  are  federally  mandated 
and  some  are  optional.  Federally 
mandated  services  covered  in  all 
states  include  inpatient  hospital;  out- 
patient hospital;  physician;  rural 
health  clinics;  federally  qualified 
health  centers;  prenatal  care;  family 
planning;  nurse/midwife;  Early  and 
Periodic  Screening,  Diagnosis,  and 
Treatment  (EPSDT)  for  children; 
laboratory  and  radiology;  nursing  fa- 
cility for  adults  over  age  21  years; 


and  home  health  care  lor  those  eligi- 
ble lor  nursing  lacility  services.  Op- 
tional services  in  Fexas  include  some 
dental,  podiatric,  optometric,  chiro- 
practic, audiologic,  psychologic, 
birthing  center,  physical  therapy, 
pharmaceutical,  occupational  thera- 
py, children’s  dentures,  inpatient  psy- 
chiatric care  lor  those  under  2 1 years, 
hospice,  maternity  clinic,  ambulatory 
surgical  center,  in-home  respiratory 
therapy,  parenteral  hyperalimenta- 
tion, certified  registered  nurse  anes- 
thetist, home-  and  community-based 
waivers,  adult  day  health,  primary 
home  care,  and  others  (8).  These  op- 
tional services  are  often  limited  to 
specific  populations,  such  as  young 
children  covered  under  the  EPSDT 
program,  or  by  service  setting. 

Before  OBRA  1989,  states  only 
had  to  enhance  their  Medicaid  ser- 
vices if  necessary  to  cover  immuniza- 
tions, dental  services,  and  diagnosis 
and  treatment  of  vision  and  hearing 
problems  to  children  receiving  EPS- 
DT services.  Sirtce  OBRA  1989,  any 
service  that  can  be  covered  by  Medi- 
caid anywhere  in  the  country  is 
mandatory  if  indicated  by  an  EPSDT 
screen,  whether  or  not  that  service  is 
included  in  a particular  state’s  Medi- 
caid plan  (15).  In  response  to  these 
mandates,  Texas  added  care  in  psychi- 
atric hospitals  for  those  eligible  lor 
EPSDT,  and  physical,  occupational, 
and  speech  therapy.  In  federal  fiscal 
year  1992,  a total  of  265,185  Texas 
children  received  EPSDT  services  that 
cost  a total  of  $71,334,198  (9). 

The  EPSDT  program  expansion 
includes  the  comprehensive  care  pro- 
gram and  provides  services  that  pro- 
mote prevention,  risk  reduction,  and 
continuity  of  care.  The  EPSDT  com- 
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prehensive  care  program  concept  will 
expand  coverage  to  older  children 
and  adolescents  in  a year-by-year 
lashion  through  age  18  by  the  year 
2002.  Congress  has  also  mandated 
that  more  providers  be  permitted  to 
conduct  EPSDT  screens,  that  more 
extensive  health  services  be  available 
to  treat  conditions  identified  by  an 
EPSDT  screen,  and  that  annual  EPS- 
DT enrollments  must  be  set  for  each 
state  with  all  states  achieving  an  80% 
participation  rate  by  1995  (1  5). 
Some  states  have  begun  to  enroll 
schools  and  school  districts  as  EPS- 
DT providers  (11). 

As  a result  ol  the  substantial  in- 
crease in  eligibility  of  pregnant  women, 
many  states  have  enhanced  their  prena- 
tal services.  In  Texas,  care  coordina- 
tion/case management  and  risk- assess- 
ment programs  have  been  developed 
for  pregnant  women  under  Medicaid. 
The  state  match  for  this  program  has 
largely  come  from  state  funds,  includ- 
ing some  that  were  formerly  in  the  Ma- 
ternal and  Infant  Health  Improvement 
Act  program  (16). 

In  general,  Medicaid  services  must 
be  offered  on  a statewide  basis;  be 
adequate  in  amount,  duration,  and 
scope  to  achieve  their  purposes;  be 
comparable  among  categorically 
needy  beneficiaries;  and  allow 
beneficiaries  freedom -of-provider 
choice.  For  a state  to  offer  a different 
package  of  services  or  to  promote  a 
managed-care  initiative,  it  must  ob- 
tain a waiver  from  the  Health  Care 
Financing  Administration  permitting 
it  to  set  aside  some  of  these  four  re- 
quirements (15). 

Several  Medicaid  waiver  pro- 
grams either  are  targeted  to  or  serve 
large  numbers  of  children.  The 
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Medically  Dependent  Children  Pro- 
gram serves  children  under  age  18 
who  meet  the  medical-necessity  cri- 
teria for  nursing-facility  care.  Ser- 
vices provided  currently  include  in- 
home  skilled  nursing  or  respite  care 
provided  in  a hospital  or  nursing 
home.  Projected  expenditures  for 
1992  were  $1.9  million,  and  an  av- 
erage of  202  clients  were  served  per 
month  (17).  The  Community  Liv- 
ing Assistance  and  Support  Services 
waiver  provides  home  and  commu- 
nity-based services  for  people  with 
severe  disabilities  other  than  mental 
retardation.  Services  include  rehabil- 
itation, nursing  therapies,  minor 
home  modifications,  respite,  and 
case  management.  Program  expendi- 
tures for  1992  were  estimated  at 
$3.2  million,  and  a significant  por- 
tion of  the  172  clients  served  per 
month  were  children  (17).  The 
Home  and  Community-Based  Ser- 
vices waiver  provides  in-home  ser- 
vices to  individuals  including  chil- 
dren with  mental  retardation. 
Program  expenditures  were  estimat- 
ed at  $21.6  million  in  1992,  and  ap- 
proximately 964  clients  were  served 
per  month  (17). 

INNOVATIONS  IN  PAYMENT 

Medicaid  payment  for  pediatric  ser- 
vices has  been  changed  and  enhanced 
in  the  last  5 years.  These  changes  af- 
fect payment  for  services  at  children’s 
hospitals,  physicians’  offices,  federally 
qualified  health  centers  (FQHCs),  ru- 
ral health  clinics,  public  health  depart- 
ments, and  Mental  Health  and  Mental 
Retardation  centers,  and  for  care  at  fa- 
cilities that  serve  a “disproportionate 
share”  of  Medicaid  patients. 
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Childrens  hospitals 

Historically,  children’s  hospitals  were 
folded  into  the  Texas  Medicaid  reim- 
bursement system  based  on  diagnos- 
tic-related groups  with  very  deleteri- 
ous results  because  many  of  their 
patients  were  longer  staying  and  were 
sicker  than  the  norms  for  which  the 
diagnostic-related  groups  were  set  and 
because  the  norms  had  been  limited 
by  duration  of  stay  and  dollar  limits 
per  case.  In  1987,  the  children’s  hos- 
pitals began  to  be  reimbursed  on  a 
cost  basis  under  Medicaid  and  were 
deemed  as  disproportionate-share 
hospitals.  In  1992,  the  five  Texas  chil- 
dren’s hospitals  received  more  than 
$240  million  in  direct  Medicaid  pay- 
ments (18)  and  more  than  an  addi- 
tional $76  million  (net  $48  million) 
under  the  disproportionate-share  pro- 
gram (10). 

Physicians’  offices 

Payment  of  physicians  and  physician 
participation  in  the  Medicaid  program 
is  a continuing  concern.  Not  until 
OBRA  1989  were  states  required  to 
demonstrate  that  pediatric  and  obstet- 
ric services  were  as  available  to  Medi- 
caid patients  as  they  were  to  non- 
Medicaid  patients.  Now  states  must 
provide  annually  to  HCFA  Medicaid 
reimbursement  rates  for  obstetricians 
and  pediatricians  (19).  States  are  re- 
quired also  to  provide  data  verifying 
state  compliance  with  at  least  one  of 
the  following  three  standards: 

• At  least  50%  participation  by  ob- 
stetricians and  pediatricians  on  a 
substate  geographic  basis  (or  the 
same  rate  as  Blue  Cross/Blue 
Shield  participation); 

• Fee-for-service  payments  for  all 
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obstetrical  and  pediatric  services 
that  are  at  least  90%  of  the  aver- 
age payment  by  private  insurers  in 
the  state;  or 

• Other  appropriate  documentation 
of  equal  access  for  Medicaid  pa- 
tients (20). 

Although  the  Health  Care  Fi- 
nancing Administration  issued  draft 
regulations  to  the  states  on  the  mea- 
sure of  access  to  be  used  in  the  de- 
velopment of  their  reports,  as  of 
March  1992,  no  final  regulations 
had  been  issued  (21).  That  many 
states  actually  now  meet  these  re- 
quirements is  unlikely.  Most  states 
use  one  of  two  methods,  reasonable 
charges  or  fee  schedules,  to  deter- 
mine physician  payments  under 
Medicaid.  In  states  that  use  reason- 
able charges,  the  amount  paid  to  the 
physician  is  usually  the  lowest  of  the 
following:  actual  charge  submitted 
by  the  physician,  the  physician’s  cus- 
tomary charge  for  service,  the  pre- 
vailing charge  in  a particular  locality, 
or  the  charge  determined  to  be  rea- 
sonable. Under  a fee-schedule  ar- 
rangement, physician  reimburse- 
ment rates  are  based  on  a previous 
year’s  charge  data,  relative  resource 
value  scales,  or  other  payors’  data. 

Until  April  1992,  the  Texas  Medi- 
caid program  reimbursed  physicians 
using  the  reasonable  and  customary 
charge  methodology.  These  fees  were 
based  on  the  fees  developed  under 
the  Medicare  system  and  the  profiles 
maintained  for  that  purpose  by  Texas 
Blue  Cross/Blue  Shield.  However,  a 
new  reimbursement  methodology, 
modeled  after  the  Medicare  fee 
schedule  system  and  the  resource- 
based  relative  value  scale,  is  now  in 


place.  Three  basic  components  of  the 
Medicare  fee  schedule  are  utilized  in 
determining  the  fee  schedule  for 
Texas:  physician  work  — time  and 
effort  required  to  perform  a service 
or  procedure;  overhead  costs  — 
wages,  fringe  benefits,  rent,  and  utili- 
ties; and  medical  malpractice  premi- 
ums (22).  Geographic  differences  are 
not  considered  in  the  fee  schedule. 
Under  this  new  schedule,  primary 
care,  pediatric,  and  some  obstetrics 
services  receive  higher  fees  than  in 
the  past;  surgeries,  laboratory,  radiol- 
ogy, and  anesthesiology  services  re- 
ceive lower  fees  (22).  The  hope  is 
that  this  new  payment  methodology 
will  attract  an  adequate  number  of 
primary  care  physicians  into  the 
Medicaid  program. 

Federally  qualified  health  clinics 
Community  and  migrant  health  cen- 
ters (C/MHCs)  are  designed  to  pro- 
vide primary  health-care  services  in 
underserved  areas.  These  centers  are 
required  to  provide  the  following: 
physician,  physician  assistant,  and 
nurse  clinician  services;  diagnostic 
laboratory  and  radiologic  services; 
preventive  health  services  (including 
prenatal  care,  family  planning,  and 
EPSDT);  emergency  medical  services; 
transportation  services;  preventive 
dental  services;  and  pharmaceutical 
services  (23).  The  C/MHCs  are  re- 
quired also  to  ensure  that  center  users 
comprise  at  least  51%  of  each  indi- 
vidual center’s  governing  board  (24). 

Provisions  of  OBRA  1989  estab- 
lished federally  qualified  health  cen- 
ters (FQHCs)  as  a new  type  of  ser- 
vice provider  under  Medicaid.  The 
C/MHCs  automatically  qualify  to  be 
FQHCs,  and  other  entities  that  meet 


the  requirements  of  a C/MHC  may 
qualify  also  as  “look-alikes.”  The 
Texas  Medicaid  program  is  required 
to  reimburse  FQHCs  and  “look- 
alikes”  for  services  on  a rate-per-en- 
counter  basis  for  all  core  services. 
Family  planning,  EPSDT,  case  man- 
agement for  high-risk  pregnant  wom- 
en and  infants,  and  vendor  drugs  are 
reimbursed  at  100%  of  the  center’s 
reasonable  cost  for  each  service  (25). 

Texas  has  currently  a total  of  44 
FQHCs  and  “look-alikes.”  During 
state  fiscal  year  1992,  FQHCs  and 
“look-alikes”  received  $7,533,176  in 
Medicaid  funds  (26).  In  that  year,  these 
centers  provided  176,123  services  to 
47,237  Medicaid  clients  with  an  aver- 
age number  of  services  per  client  of 
3.73;  the  average  payment  per  client 
was  $159.48,  and  the  average  payment 
per  service  was  $42.77  (26). 

For  many  rural  and  inner-city  ar- 
eas, the  FQHCs  are  the  principal 
mechanisms  for  recruiting  physi- 
cians. The  FQHCs  have  a significant 
fiscal  advantage  in  their  recruitment 
efforts  because  they  are  able  to  offer 
educational  debt-forgiveness  oppor- 
tunities as  well  as  salary  and  benefits 
packages  that  are  superior  to  those 
offered  by  local  governments  or  poor 
communities  in  need  of  services. 
State  and  federal  debt-forgiveness 
programs  can  amount  to  a combined 
total  of  $18,000  a year  or  more. 
Moreover,  Medicaid  provides  100% 
cost  reimbursement  to  the  center. 
Even  so,  many  centers  continue  to 
experience  difficulties  in  recruiting 
an  adequate  number  of  physicians. 

Rural  health  clinics 

The  Rural  Health  Clinics  Services  Act 
of  1977  created  standards  for  the  cre- 
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ation  of  rural  health  clinics  across  the 
country.  Rural  health  clinics  were  au- 
thorized to  provide  health  services  in 
nonurbanized  medically  underserved 
areas,  medically  underserved  popula- 
tions, or  in  nonurbanized  health  pro- 
fessional shortage  areas.  They  must  be 
staffed  by  at  least  one  physician  and 
one  midlevel  practitioner  (nurse  prac- 
titioner, certified  nurse  midwife,  or 
physician  assistant).  The  physician 
must  be  available  to  provide  medical 
direction  and  supervision  of  clinic  ac- 
tivities and  must  work  with  midlevel 
practitioners  to  review  patient  records 
and  develop  medical  orders  and  pro- 
tocols. Texas  law  requires  that  a physi- 
cian must  be  at  the  clinic  at  least  once 
a week  to  provide  consultation  and 
health-care  services  and  must  be  avail- 
able at  all  times  through  direct 
telecommunication  (27).  A midlevel 
practitioner  must  provide  services  at 
least  50%  of  the  time  the  clinic  is 
open  (27).  Rural  health  clinics  must 
provide  outpatient  health-care  ser- 
vices, basic  laboratory  tests,  first-re- 
sponse emergency  medical  care,  and 
referrals  for  services  not  available  at 
the  clinic  (eg,  inpatient  hospital  ser- 
vices). Statutory  restraints  posed  by 
the  Texas  Nurse  Practice  Act,  Medical 
Practice  Act,  and  several  pharmacy 
laws  postponed  the  implementation 
of  the  Rural  Health  Clinic  Services 
Act  in  Texas  until  passage  of  the  Om- 
nibus Health  Rescue  Act  of  1989. 

Independent/freestanding  rural 
clinics  are  reimbursed  on  an  all-in- 
clusive (salaries,  costs  of  services  and 
supplies,  and  administrative  supplies) 
per-visit  payment  rate  basis.  All  ser- 
vices provided  that  pertain  to  the  en- 
counter must  be  included  in  the  total 
charge  for  the  encounter  (25).  The 
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Table  3.  State  health  department  initiatives. 


Number 

Served 

(Year) 

Budget,  Dollars  in 

Millions 

Program 

Description 

Fiscal  Year 

State 

Federal 

Total 

Early  Childhood 
Intervention 

Serves  children  of  all  income  levels  in  first 

3 years  of  life  who  exhibit  developmental 
delay  or  with  established  condition  known 
to  lead  to  developmental  delay 

12,691 
(FY  1991) 

1992 

19 

6 

25 

Title  V Maternity 

Preventive  services  and  clinical  health  services 
to  women  and  children  below  185%  FPL 

75,911 
(FY  1991) 

1991 

28.8 

24.5 

53.3 

Child  Health 

137,338 
(FY 1991) 

Chronically  III 
and  Disabled 
Children’s  Services 

Available  to  clinically  and  financially  eligible 
persons  below  age  2 1 

19,691 
(FY  1991) 

1991 

40.5 

Women,  Infants, 
and  Children 

Food  and  nutrition  program  for  low-income, 
pregnant,  breast-Ieeding  women,  infants, 
and  children  to  age  5 who  are  at  risk  for 
nutrition-related  health  problems 

521,595 
(Feb  93) 

1993 

3.3 

310.2 

313.5 

Immunizations 

Provides  vaccine  lor  childhood  immunization 
as  well  as  rabies,  influenza,  and  pneumococcal 
vaccines  and  outbreak  control 

1,262,245 
(FY 1992) 
3,963,420 
doses 

1992 

16.2 

9.4 

25.6 

Primary  Health 

Care  Services 

Funds  primary  health  care  to  needy  populations 

1 50%  FPL  with  no  other  payment  source 

105,710 

41%  children 

1992 

8.3 

8.3 

Title  X 

Family  Planning 

250%  FPL 

1991 

7.8 

7.8 

School  Health 

Initiatives 

1992 

1.5 

1.5 

FPL  = Federal  poverty  level 


per-visit  payment  cap  for  1992  was 
$51.77.  Medicaid  reimbursed  rural 
health  clinics  100%  of  their  per-visit 
rate  for  each  Medicaid  patient  treat- 
ed up  to  the  cap  and  will  pay  also  lor 
other  ambulatory  services  (excluding 
rural  health  clinic  services)  that  are 
covered  under  the  Medicaid  state 
plan  at  the  statewide  fee-for-service 
rate  (25). 

Hospital-based  rural  health  clinics 
are  reimbursed  according  to  the  par- 
ent hospital’s  Medicaid  outpatient  in- 
terim reimbursement  rate,  which  is 
based  on  a percentage  of  the  hospital’s 
most  recent  tentative  or  final  Medi- 
caid cost-report  settlement  (25).  Re- 
imbursable costs  include  salaries,  the 
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costs  ol  services  and  supplies,  adminis- 
trative costs,  and  the  costs  of  contract- 
ing with  a supervising  physician  (27). 

As  of  November  1992,  Texas  had 
99  active  rural  health  clinics  (28).  In 
state  fiscal  year  1992,  rural  health 
clinics  served  42,384  Medicaid 
clients,  provided  163,460  services, 
and  were  reimbursed  $5,356,767  in 
Medicaid  funds  (26).  The  average 
services  per  client  were  3.86,  average 
payment  per  client  was  $126.39,  and 
average  payment  per  service  was 
$32.77  (26).  Children  accounted  for 
59%  of  Medicaid  recipients  who  re- 
ceived rural  health  clinic  service  in 
Texas  in  1992.  They  accounted  also 
for  44%  of  the  visits. 
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Public  health  departments 
Texas  has  currently  eight  public 
health  regions  and  70  state  partici- 
pating local  health  departments  (29). 
Public  health  regions  are  supported 
by  a mix  of  federal  funds,  state  gener- 
al revenue,  fees  collected,  interagency 
contracts,  and  other  sources  (29). 
They  are  responsible  for  providing 
direct  clinical  and  regulatory  services 
in  counties  of  the  region  that  do  not 
have  local  health  departments  (29). 
Public  health  regions  serve  also  as  ref- 
erence and  resource  centers  for  local 
health  departments. 

Public  health  regions  are  obligated 
to  apply  for  Medicaid  and  EPSDT 
provider  status  (29).  Public  health  re- 


gions  receive  Hat  reimbursement 
rates  for  routine  prenatal  care,  high- 
risk  prenatal  care  (29),  EPSDT  visits, 
and  targeted  case-management  ser- 
vices on  a cost-related  basis  (29).  Lo- 
cal health  departments  that  provide 
Medicaid  services  are  reimbursed  us- 
ing the  same  fee  schedule  as  the  pub- 
lic health  regions. 

Disproportionate-share  hospitals 
Disproportionate-share  hospitals  re- 
ceived more  than  $1  billion  in  1992 
from  Medicaid.  Eligibility  for  these 
funds  and  the  level  of  reimbursement 
were  tied  in  part  to  the  number  of 
Medicaid  patient  days  at  the  facility. 
Children  and  newborns  accounted 
for  a significant  proportion  of  Medi- 
caid days,  especially  at  the  large  ur- 
ban public  hospitals,  which  received 
the  majority  of  these  funds  (30). 

State  level  health  and  mental 
health  programs 

Various  programs  administered  by 
the  state  health  and  mental  health 
departments  finance  health  and  men- 
tal health  services  for  children.  Most 
of  these  programs  are  categorical 
with  regard  to  services  and  have  dif- 
ferences in  income  and  age  eligibility. 
They  have  not  been  coordinated  ade- 
quately with  each  other,  with  Medi- 
caid, and  with  other  programs.  Table 
3 summarizes  8 of  these  programs. 

PROGRAMS  ADMINISTERED 
BY  THE  TEXAS  DEPARTMENT 
OF  HEALTH 

The  Texas  Department  of  Health  ad- 
ministers a number  of  programs  that 
have  as  their  objective  the  improve- 
ment of  the  health  of  mothers,  in- 


fants, and  children.  "Eheir  services 
may  be  delivered  by  the  "Eexas  De- 
partment of  Health  itself  through  the 
public  health  regions,  by  local  health 
departments,  or  by  contractors  that 
serve  counties  or  cities  across  Texas. 

Title  V — Maternal  and 
Child  Health 

Fhe  oldest  funding  of  the  programs 
described  in  this  section  is  Title  V of 
the  Public  Health  Services  Act,  also 
referred  to  as  the  Maternal  and  Child 
Health  Block  Grant.  Clinical  services 
covered  under  this  program,  which 
has  a $4  federal/$3  state  match,  are 
available  to  women  and  children  be- 
low 185%  FPL. 

This  program  focuses  on  preven- 
tive health  services  including  prena- 
tal, well  child,  and  adolescent  clinics 
and  immunizations.  In  fiscal  year 
1992,  the  budget  for  Title  V was  $78 
million.  At  present,  sufficient  flexibil- 
ity exists  within  the  Maternal  and 
Child  Health  Block  Grant  to  begin 
to  build  the  capacity  for  primary  care 
in  public  clinics  and  private  offices. 
Bridge  grants  direct  Title  V resources 
to  communities  with  disproportion- 
ately high  indigent  populations  and 
expand  services  such  as  health  educa- 
tion, nutrition,  and  outreach.  Funds 
are  also  targeted  to  nontraditional 
community-based  delivery  sites  in 
schools  and  day-care  centers.  Finally, 
Title  V grants  to  private  practitioners 
enable  them  to  provide  a broader  ar- 
ray of  preventive  and  public  health 
services  to  indigent  patients  who  do 
not  traditionally  receive  care  in  pri- 
vate office  settings. 
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Chro)iically  III  and  Disabled 
Children's  Services 

Fhe  Chronically  111  and  Disabled 
Children’s  Services  (Cl DC)  program 
is  available  to  applicants  younger  than 
21  years  who  are  Texas  residents, 
whose  family’s  assets  do  not  exceed 
$6000  in  addition  to  a home  and  2 
cars,  and  whose  family  income  is  less 
than  200%  FPL  (31).  To  be  medically 
eligible,  a child  up  to  21  years  of  age 
must  have  a coverable  condition 
defined  by  the  CIDC  Bureau  (32). 
The  CIDC  has  historically  covered  a 
number  of  poor  children  not  finan- 
cially eligible  for  Medicaid,  and  it  has 
been  able  to  provide  some  services 
that  Medicaid  has  not  covered. 

In  1991,  CIDC  spent  $40.47  mil- 
lion on  19,691  cases,  of  which  ap- 
proximately four  fifths  were  new  cas- 
es. Of  this  total,  physician  payments 
were  $4.6  million,  hospital  costs  were 
approximately  $20.5  million,  drug 
costs  were  $7.5  million,  and  appliance 
costs  were  $6.5  million  (33).  The 
Texas  Department  of  Health  and  the 
CIDC  program  have  made  an  in- 
creasingly concerted  effort  to  coordi- 
nate CIDC  with  Medicaid  so  as  to 
maximize  federal  reimbursement. 

Immunizations 

Immunizations  are  a priority  of  the 
Texas  Department  of  Health.  Al- 
though state  regulations  specify  that 
children  must  be  adequately  immu- 
nized when  they  enter  school,  less 
than  50%  of  pteschool  children  are 
up-to-date  with  their  recommended 
vaccines.  Currently,  the  Texas  De- 
partment of  Health  distributes  vac- 
cines to  public  health  clinics  and 
physicians  who  provide  EPSDT.  In 
1991,  there  were  3,963,420  doses  of 

87 


vaccine  administered  at  a cost  of 
$25,648,256.  In  addition  to  these  ac- 
tivities, the  local  health  departments 
in  Dallas,  Houston,  El  Paso,  and  San 
Antonio  receive  direct  federal  funds 
for  immunization  activities. 

Women,  Infants,  and  Children 
The  largest  program,  in  terms  of  dol- 
lars, administered  by  the  Texas  De- 
partment of  Health  is  the  Women, 
Infants,  and  Children  (WIC)  pro- 
gram. This  program  is  almost  100% 
federally  funded,  with  only  minor 
state  support.  In  federal  fiscal  year 
1993,  the  budget  was  $313.5  mil- 
lion, of  which  $3.7  million  was  the 
state  grant  and  $0.65  million  was  for 
a state-funded  farmers’  market  pro- 
gram. In  1993,  the  Texas  WIC  pro- 
gram estimated  1,342,468  potential 
eligible  pregnant  women  and  chil- 
dren up  to  age  5 were  at  risk  of  a nu- 
trition-related health  problem.  In 
March  1993,  only  39%  of  those  eli- 
gible for  WIC  services  were  estimat- 
ed to  have  obtained  them  (34). 

Currently  proposed  expansions  of 
the  WIC  program  could  augment  the 
Title  V awards  and  further  expand  pe- 
diatric care  by  broadening  the  scope 
of  nutrition  and  immunization  ser- 
vices. This  interim  change  in  policy 
could  expand  coverage  in  both  the 
public  and  private  sector.  Recipients 
of  the  awards  would  be  required  to  be 
participants  in  Medicaid  and  the 
EPSDT  program. 

Early  Childhood  Intervention 
The  Early  Childhood  Intervention 
program  provides  services  to  children 
of  all  income  levels  from  birth  to 
their  third  birthday.  Eligibility  is  es- 
tablished by  an  interdisciplinary 
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team  that  determines  that  the  child 
exhibits  significant  delay  in  one  or 
more  areas  or  has  established  condi- 
tions that  are  known  to  lead  to  devel- 
opmental delay  such  as  Down’s  syn- 
drome, cerebral  palsy,  or  spina  bifida. 
Services  are  provided  to  children  di- 
rectly and  support  is  provided  to 
families  through  case  management, 
counseling,  training,  and  parent  sup- 
port groups.  Both  public  and  private 
nonprofit  agencies  offer  Early  Child- 
hood Intervention  services.  The  Ear- 
ly Childhood  Intervention  programs 
serve  about  35%  of  the  36,000  in- 
fants and  young  children  in  Texas 
who  need  these  services.  Texas  will  be 
required  to  extend  these  services  to 
all  eligible  children  in  order  to  par- 
ticipate in  this  federal  program  for 
federal  fiscal  year  1994  (35). 

Indigent  Health  Care  Act  of  1985 
The  Indigent  Health  Care  Act  of 
1985  created  several  programs  to 
meet  the  health-care  needs  of  the  un- 
derserved through  the  direct  delivery 
of  high-risk  perinatal  care,  case  man- 
agement, and  the  establishment  of 
community  clinics.  One  of  those 
programs,  the  Maternal  and  Infant 
Health  Improvement  Act,  has  been 
folded  into  Medicaid,  providing 
some  of  the  state  match  for  high-risk 
pregnancies. 

The  Primary  Care  program  was 
developed  also  under  the  Indigent 
Health  Care  Act  and  provides  direct 
grant  support  to  communities  for  the 
establishment  of  comprehensive  sys- 
tems of  primary  care.  The  Primary 
Care  program  targets  areas  in  the 
state  that  are  underserved  and  is 
available  for  persons  who  fall  below 
150%  FPL.  The  program  funds  a 
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number  of  rural  and  urban  demon- 
stration sites  that  in  1992  served 
more  than  43,000  children  across  the 
state  at  a cost  of  $8.3  million. 

Community-oriented  primary  care 
Given  the  success  of  comprehensive 
community-based  systems  of  care  for 
the  delivery  of  child  health,  the  Texas 
Department  of  Health  is  establishing  a 
new  programmatic  thrust  that  will  bet- 
ter meet  the  needs  of  at-risk  children: 
the  Bureau  of  Community  Oriented 
Primary  Care  will  coalesce  many  of  the 
programs  established  by  the  Indigent 
Health  Care  Act,  Title  V,  and  Primary 
Care,  and  will  link  them  to  existing 
programs  such  as  Medicaid/EPSDT. 
The  purpose  will  be  to  provide  support 
for  the  development  of  community- 
based  primary  care  health  centers  that 
will  target  the  needs  of  the  community 
and  provide  a broad  array  of  compre- 
hensive, preventive,  and  primary  acute 
health  services. 

Programs  established  through  this 
initiative  will  try  to  reduce  the  cur- 
rent fragmentation  of  services.  Pre- 
vention will  be  a major  focus,  and 
the  centers  are  expected  to  track 
health  outcomes  over  time  so  as  to 
measure  the  effectiveness  of  the  ser- 
vices provided.  This  program  is  ex- 
pected to  support  the  development 
of  both  private  and  public  models  of 
health-care  delivery  and  to  begin  to 
address  the  many  areas  and  popula- 
tions of  underservice  in  the  state.  As 
a part  of  this  effort,  the  bureau  will 
focus  resources  on  the  expansion  of 
school-based  health  services  that  can 
target  the  needs  of  school-age  chil- 
dren and  surrounding  community 
populations.  The  state  already  has 
several  such  models,  which  have 


demonstrated  their  effectiveness  at 
reducing  vaccine-preventable  disease, 
emergency  room  utilization,  and 
hospital  admissions. 

Rural  and  urban  centers  will  be 
funded  and  will  be  designed  to  en- 
courage public,  private,  and  academic 
physicians  to  participate  in  the  deliv- 
ery of  comprehensive  primary  care. 
Many  communities  hope  that  such 
grants  may  assist  them  in  recruiting 
physicians  because  of  the  opportunity 
to  have  an  expanded  practice  focus 
and  to  hire  nontraditional  staff  such 
as  health  educators,  social  workers, 
and  school  counselors. 

MENTAL  HEALTH  PROGRAMS 

Children’s  mental  health  services  and 
other  expenditures  on-behalf  of 
severely  emotionally  disturbed  chil- 
dren have  been  targeted  historically 
at  children  and  youths  late  in  the  de- 
velopment of  problems.  In  fact, 
school  systems,  foster  care  through 
the  Department  of  Human  Services, 
the  Texas  Youth  Commission,  the 
Texas  Juvenile  Probation  Commis- 
sion, the  Texas  Department  of  Men- 
tal Health  and  Mental  Retardation, 
the  Texas  Department  of  Alcohol 
and  Drug  Abuse,  and  the  Texas  De- 
partment of  Health  all  have  provided 
resources  to  these  children  on  an 
episodic  basis  in  the  past.  These 
agencies  in  aggregate  spend  more 
than  $100  million  annually  on  insti- 
tutionalization and  incarceration  of 
seriously  emotionally  disturbed 
youth  (36).  That  earlier  and  more 
coordinated  services  would  be  more 
appropriate  and  could  prevent  subse- 
quent complications  is  generally  be- 
lieved (36). 


The  Texas  Children’s  Mental 
Health  Plan  was  funded  by  the  legisla- 
ture at  $22,186  million  for  the  1992- 
1993  biennium.  The  approach  is  to 
develop  a system  at  the  local  level  to 
provide  family-focused  and  child-cen- 
tered services  necessary  for  the  child 
to  remain  safely  in  his  or  her  home 
and  school  and  to  participate  in  the 
community.  The  plan  targets  children 
and  adolescents  under  18  years  with 
severe  emotional  or  mental  disorders 
and  at  least  one  of  the  following:  se- 
vere functional  impairment,  at  risk  of 
removal  from  the  home  as  a preferred 
living  situation,  or  identified  as  emo- 
tionally disturbed  and  enrolled  in  spe- 
cial education. 

In  the  1994-1995  biennium,  the 
plan  has  led  to  the  establishment  of 
16  model  programs  around  the  state 
in  which  various  services  are  provid- 
ed. Community  teams  are  starting  to 
plan  and  implement  these  services  in 
29  other  sites  (37). 

LOCAL  FUNDING  OF  SERVICES 

Besides  all  of  the  state  and  federal 
programs  detailed  above,  hospital 
districts,  public  hospitals,  county  in- 
digent care  programs,  and  medical 
schools  provide  hundreds  of  millions 
of  dollars  of  care  each  year  to  poor 
and  uninsured  persons,  many  of 
whom  are  children.  In  1990,  for  in- 
stance, the  eight  largest  hospital  dis- 
tricts were  supported  by  levies  of 
$527.7  million  in  property  taxes. 
This  represented  nearly  85%  of  all 
hospital  district  taxes  that  year  in 
Texas  (38). 

The  County  Indigent  Health  Care 
program  offers  limited  services  for 
children  because  the  income  eligibili- 
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ty  standards  are  those  of  AFDCi, 
which  means  that  children  who  qual- 
ify would  be  eligible  for  Medicaid.  In 
1989,  County  Indigent  Health  Care 
program  expenditures  for  the  139 
counties  reporting  amounted  to 

$26,857,245  (38). 

According  to  the  state  auditor,  the 
eight  medical  schools  and  three  Uni- 
versity of  Texas-associated  hospitals 
provided  measurable  medical  care  to 
indigents  in  Texas  — worth  $315 
million  in  1989  (39).  Since  that  time, 
with  an  expansion  of  the  Medicaid 
program,  a special  Medicaid  rate  un- 
der disproportionate  share,  and  the 
further  development  of  relationships 
with  local  hospital  districts  to  provide 
primary  care,  the  medical  schools 
have  played  a major  role  in  caring  for 
indigent  children  in  Texas  (40). 

CONCLUSION 

The  number  of  children  without  pri- 
vate health  insurance  is  increasing. 
Most  live  in  households  where  the 
head  of  the  household  is  employed 
and  may  be  covered  through  an  em- 
ployer-based health  insurance  pack- 
age (3).  These  demographic  factors 
often  place  these  children  outside  of 
the  traditional  target  populations  of 
many  public  payors  of  care  such  as 
Medicaid  and  Title  V.  Even  when 
children  are  provided  private  cover- 
age, it  is  frequently  limited  to  illness 
care  and  is  further  eroded  by  large 
copayments  and  deductibles.  Preven- 
tive services  for  child  health  remain 
largely  uncovered. 

Health  care  for  children  in  Texas  is 
complicated  further  by  a diverse  and 
often  fragmented  array  of  public  pro- 
grams that  frequently  target  only 
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parts  of  the  at-risk  population  and 
create  significant  gaps  in  care.  Conti- 
nuity of  care  is  often  difficult  because 
many  federal  and  state  programs  only 
fund  specific  diseases  or  categorical 
services  and  they  are  not  well  integrat- 
ed. Texas  has  more  than  170  counties 
that  have  been  designated  as  health 
professional  shortage  areas  by  the  fed- 
eral government.  Even  with  a mecha- 
nism of  payment,  many  areas  of  the 
state  have  no  health  infrastructure  to 
provide  health  care  for  children. 

A review  of  the  financing  ol  chil- 
drens health  care  in  Texas  underscores 
the  need  for  a national  and  state  health 
reform  plan.  Ideally,  financing  lor  child 
health  should  address  the  child  alone 
and  not  be  tied  to  the  employment  sta- 
tus of  the  parent(s)  or  geographic  loca- 
tion. Preventive  health  services  must  be 
a part  of  any  benefits  package.  Further- 
more, changes  to  improve  the  delivery 
system  will  require  continual  assess- 
ment of  measurable  health  status  out- 
comes. Comprehensive  community- 
based  care  should  be  promoted 
through  the  use  of  public,  private,  and 
local  business  leadetship  and  funds 
with  the  goal  of  expanding  the  role  ol 
all  types  of  providers.  Incentives  should 
be  put  in  place  lor  providers  and  recipi- 
ents to  promote  preventive  health  ser- 
vices, which  can  best  be  delivered  at  the 
community  level. 
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THE  DOCTORS  OFFICENTER 

MEDICAL  GROUP 

A well-established,  quality-driven,  physician  group  practice,  that  has  successfully 
merged  the  practice  of  fee-for-service  with  managed  care,  has  several  FUJI,  and 

PART-TIME  opportunities  for  Board  Certified  & Board  Eligible 
Physicians  in  General  Medicine /Primary  Care  and 

various  Subspecialties.  We  have  19  comprehensive  primary  care  centers  in 
and  throughout  Houston  and  Dallas.  LOOK  for  your  specialty  and  area  of  interest 
below  and  give  us  a call  for  an  immediate  interview. 

1-800-633-2373,  ext.283,  JONI  TAYLOR 


HOUSTON  Baytown  ClearLake  Conroe  DeerBrook  Huntsville  DALLAS  Arlington  Bedford  Denton  Ft.  Worth(2)  Irving  NE  Dallas  RedBird 

MedCenter  I960  SugarLand  TexasCity  Town&Country  Willowbrook 


SUBSPECIALTY 

Hematology /Oncology  Endocrinology 
Infectious  Diseases  Dermatology 

Pulmonary  Disease  Cardiology 

Gastroenterology  Geriatrics 

PRIMARY  CARE 

PEDIATRICS 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 


PRIMARY  CARE 


Pediatrics 
Family  Practice 
Internal  Medicine 


c DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


She  s never  been  the  same 
since  she  went  off  the  deep  end. 


© 1993  National  Easter  Seal  Society 


When  Colleen  Flanagan  discovered 
swimming,  a wonderful  thing  happened. 
Because  Colleen  was  born  with  a rare 
condition  that  affects  her  growth  and 
makes  her  bones  brittle,  exercise  is 
critical  to  her  strength  and  development. 
Thanks  to  an  Easter  Seal  swimming 
program,  she  found  something  that  not 
only  benefits  her  physically;  she 
found  a place  where  she  can 
use  her  abilities  and  really 
excel. 

Now,  she  makes  a splash 
wherever  she  goes. 

Give  Ability  A Chance. 
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Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinologj’-Allcrgy-Nutrition-Strcss) 

Established  in  1984  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-Rhino-iaryngologisc-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class.  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frw)'.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  H #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.  TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ.  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential.  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation.  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922,  Houston,  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the  treatment  of 
patients  with  chronic  pain.  The  therapeutical  modalities  include  noninvasive  techniques 
(such  as  psychological  counseling,  biofeedback,  relaxation,  physical  therapy,  etc.)  and 
invasive  techniques  (such  as  nerve  blocks,  neurolytic  procedures,  cryoneurolysis,  radio- 
frequency lesioning,  implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal 
opioid  delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Scraja,  MD 
Medical  Director 

Michael  T McCann,  MD  Ronald  DeMeo,  MD 

Kevin  G.  Smith,  PhD  l^rrv  H.  Brown,  PhD 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240. 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 

organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may  occur  in  all  spe- 

cidty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofecd- 
back,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surger)' 

3600  Gaston  Ave.,  Suite  450.  Dallas.  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELIA  HAND  SURGERY  ASSN. 
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PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  E Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  (817)  336-0551 


Ophthalmology 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281  1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1330  N.  Beckley,  Suite  103,  Dallas,  Texas  75203 
Office:  214-942-2007  Fax:  214-942-8742 


Orthopedic  Surgery 

WB.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 

Richard  D.  Schubert,  MD 

Robert  D.  Vandermeer,  MD 

John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD 

James  R.  Sackett,  MD 

William  A.  Bruck,  MD 

Daniel  E.  Cooper,  MD 

WZ.  Burkhead,  Jr.,  MD 

A Professional  Association 

Paul  C.  Peters,  Jr,  MD 

2909  Lemmon  Ave..  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 

FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas.  TX  75235.  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
LT.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery.  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scort  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540.  Irving.  TX  75061,  214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook.  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suitc  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhari,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl.  MD 

9 Medical  Parkway,  Plaza  IV-Suiie  308.  Farmers  Branch,  TX  75234.  214-241-5446 

Craig  W Goodhart,  MD  Glenn  S.  Wheeless.  MD 

Phillip  M.  Graehl.  MD 

3500  130,  Bldg  C #101,  Mesquite,  TX  75150.  214-682-1307 

Charles  Mitchell,  MD  L.  T Johnson.  MD 


1010  N Belt  Line  Road,  Suite  101 , Mesquite,  TX  75149.  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,  817-545-2596 
R.  Craig  Saunders.  MD 
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Pediatric  Ophthalmology 


Texas  Physicr  ' lectory 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Cihildren 

ELye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio.  I'exas  78205;  lelephone  512  226-2424 


Urology 

MICROSURGICAL  VASECTOMY  REVERSAL 
WITH  MONEYBACK  GUARANTEE 

Donald  R.  Pohl,  MD 
Diplomate  American  Board  of  Urology 
11811  N.  Freeway,  Suite  610 
Houston,  TTC  77060 
Telephone:  (713)  REVERSE 


DIRECTTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  albwed  for 
six  months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot- 
son,  TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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Texas  Medicine 


Classified  Directory 


Opportunities  Available 

Anesthesiology 

Board  Certified  Anesthesiologist  and  2 C.R.N.A.'s  with 
10  years  experience  in  outpatient  surgery  and  pain  manage- 
ment seeking  busy  practice  in  Texas.  Call  (409)  756-0300. 


POSITION  WANTED 
ANESTHESIOLOGIST 

Ivy  League  Trained,  17  years  experi- 
ence in  one  hospital,  without  lawsuits. 
Needs  full-time,  stable  position.  Fee  for 
Service  or  Salaried  is  OK. 

Telephone  (713)  627-3497 


Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Pax  (210)  822-1885 


If  you’re  drawn  to  the  adventure  of  the  wild  west,  we  can 
help  you  get  there.  Emergency  Medicine  practice  opportuni- 
ties available  in  the  Panhandle  of  Texas.  Volumes  range  from 
2,000  to  45,000  with  remuneration  competitively  set.  For 
more  information,  contact  Cheryl  Grimm  at  1-800-745-5402 
or  send/fax  CV  to  Coastal  Emergency  Services  of  Dallas,  Inc., 
3010  LBJ  Freeway,  Suite  1300,  Dept.  SJE,  Dallas,  TX  75234. 
FAX;  214-484-4395. 

Needed:  Emergency  physicians  — North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Merri- 
mac  Circle,  Suite  107,  Fon  Worth,  TX  76107. 


TEXAS 

Immediate  full-time  career  opportumties  are 
available  at  this  low  volume/low  acuity  level 
in  facility.  Utilize  any  current  state  license. 
Must  be  BP/BC  in  Emergency  Medicine  or 
BEVBC  in  a Primary  Care  Specialty  with  one 
out  of  the  last  three  years  full-time  Emergency 
Medicine  experience.  For  further  information, 
contact  Maria  Hurtado,  (800)  422-3672,  Ext. 
7466,  or  mail/fax  C.V.  to:  ACS,  1200  South  Pine 
Island  Road,  Suite  600,  Fort  Lauderdale,  FL 
33324-4460.  Fax  (305)  424-3270. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr  days,  50  weeks/year.  Profit  sharing  above  guaran- 
tee. Contact  Wayne  Williams,  MD,  915-942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  TX  76904. 

Fort  Worth  area:  Immediate  opportunity  for  a Medical 
Director  at  an  impressive  five-story,  112-bed  hospital  just 
south  of  the  DFW  area.  Qualified  candidates  will  be 
BP/BC  primary  care  and  have  a strong  desire  to  lead  an 
efficient  team.  Competitive  remuneration,  benefits,  and 
support  from  a nearby  subsidiary  office.  For  further  infor- 
mation, please  contact  Cheryl  Grimm  at  1-800-745-5402 
or  fax/send  CV  to  Coastal  Emergency  Services,  P.A.,  3010 
LBJ  Freeway,  Suite  1300,  Dept.  SJE,  Dallas,  TX  75234. 
FAX:  214-484-4395. 

Texas,  Dallas/Ft  Worth  AND  East  Texas:  We  are  a 
multi-hospital  group  committed  to  providing  extraordi- 
nary medical  care  and  leadership  in  the  field  of  emergency 
medicine.  FT  and  PT  positions  available.  Management 
development  training  and  ownership  options  available. 
Contact  Carl  Hunt  or  Ronald  A.  Hellstern,  MD,  FACEP, 
Metroplcx  Emergency  Physicians,  PA,  14651  Dallas  Pkwy, 
Ste  700.  LB34.  Dallas.  TX  75225;  800/346-6687  or 
214/233-5333. 

San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work 
in  the  emergency  departments  of  a prestigious  four  hospi- 
tal system.  This  system  consists  of  four  l..evel  II  full-service 
community  hospitals  with  an  excellent  medical  and  nurs- 
ing staff,  double  and  triple  coverage,  and  dictation  system. 
Total  ED  volume  of  95,000  annually.  Fee-for-service 
remuneration  of  $155,000-5205,000  per  year.  Physicians 
must  be  Board  Certified  or  residency  trained  in  Emergency 
Medicine  or  a primary  care  specialty.  Please  send  CV  to 
Tom  Tidwell.  Emergency  Physicians  Affiliates,  8700 
Crownhill,  Suite  #600-A,  San  Antonio,  Texas  78209-1 130 
or  call  (210)  822-9860  for  more  information. 


Family/General  Practice 

SAN  ANTONIO  suburban  area,  population  25-30,000 
needs  Family  Practice/Pediatrics.  No  physician  in  area.  Will 
build  to  suit  for  long  term  needs  in  established  professional 
complex.  Contact  Clark  Antone,  DDS.  (210)  658-8838. 

BE/FP  pursuing  certification  interested  in 
partnership/buy-in  to  practice  in  Austin  or  Round  Rock 
area  north.  Locums  considered.  Please  respond  to  Ad  Box 
823,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


MEDICAL  DIRECTOR 

Seeking  Medical  Director/Physician  for 
newly  established  federally  funded 
healthcare  center  in  Wichita  Falls.  Full 
time  work  week  to  include  five  days  and 
one  evening.  Medical  Director  to  assume 
clinical  and  administrative  responsibili- 
ties. Salary  plus  fringe  benefits.  Staff 
physicians  also  needed  for  facility.  Send 
resume  to: 

Phyllis  Hiraki,  Executive  Director 
P.O.  Box  720 
Wichita  Falls,  TX  76307 


£1  Paso,  Texas 

BC/BE  Family  Physician  needed  for  ambu- 
latory care  clinic. 

Guarantee  generous  salary  plus  incentives. 
Excellent  comprehensive  benefit  package. 
No  night  or  hospital  call.  Must  have  Texas 
license.  Contact  Ted  E.  Zegarra,  M.D. 
at  (915)  594-7787  or  (915)  569-2578. 
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CORRECTIONAL 

HEALTHCARE 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 

Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville,  TX  77342 


Austin,  TX — Needed:  F/P  or  G/P  Physician 
for  full  or  part-time  to  staff  a free  standing 
primary/urgent  care/occupational  medicine 
facility.  Remuneration  commensurate  with 
experience.  Send  CV  to  Austin  MediCenter, 
c/o  Matthew  Vail,  MD,  Medical  Director, 
6343  Cameron  Road,  Austin,  TX  78723 
or  call  467-2052. 


FAMILY  PRACTITIONER  — BC/BE  to  join  multispe- 
cialry  independent  group  with  2 locations  SW  Houston. 
Share  calls  with  5 FPs.  Fee  for  service  without  capitated 
HMOs.  Salary  with  incentive  bonus  and  partnership  in 
two  years.  This  type  of  career  opportunity  is  becoming 
increasingly  scarce.  Send  CV  to  George  Hancock,  MD. 
Hillcroft  Medical  Clinic,  2500  Fondren,  Houston,  Texas 
77063. 


DOMESTIC  & OVERSEAS 
OPPORTUNITIES 


PHYSICIAN  RESOURCES,  INC.  is  an  inter- 
national physician  placement  and  locum 
tenens  company  serving  clients  with  primary 
care  needs  in  Saudi  Arabia,  Indonesia  and  the 
Gulf  Coast  states.  We  are  currently  experienc- 
ing increasing  demands  in  these  markets  for 
temporary  or  annual  coverage.  Please  contact 
CYNTHIA  DAWSON  at  713/522-5355  or 
send  your  CV  to  3730  Kirby,  Suite  900, 
Houston,  Texas  77098. 


DALLAS/FORT  WORTH,  TEXAS 

KAISER  PERMANENTE  seeks  BE/BC 
Physicians  to  practice  in  a highly  professional 
prepaid  setting.  Competitive  salary  advancement 
plan,  comprehensive  benefit  package,  office/staff 
provided  and  partnership  possibility.  Contact: 

B.  Moore 

12720  ffiUcrest,  #600 
DaUas,  TX  75230 
(800)  324-9913,  (214)  458-5012 
or  fax  (214)  233-5281.  EOE 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


FAMILY  PRACTICE  OPPORTUNITY 

N.E.  Texas  - Red  River  County 
Clarksville,  Texas 

Family  Practice  opportunity  in  a Rural 
Health  Clinic  with  hospital  privileges. 
Salary  guarantee,  possible  debt  forgiveness, 
as  well  as  other  employment  benefits. 

Contact  Jim  Luft,  Executive  Director,  Red 
River  General  Hospital,  1-903-427-3851, 
for  more  information. 
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Family/General  Practice 

NORTHEAST  TEXAS:  FAMILY  PRACTICE 

Live  in  beautiful  Northeast  Texas  located  just  2-3  hours  from  3 major 
cities:  Dallas/Ft.  Worth,  Little  Rock,  and  Shreveport.  This  family- 
oriented  college  city  has  approximately  60,000  people  and  is  sur- 
rounded by  many  lakes.  A caring  associate  would  share  with 
income,  work,  vacation,  and  fringe  benefits  in  this  growing  practice. 
If  interested,  contact  Marie  Hensley  at:  3517  Summerhill  Road, 
Texarkana,  Texas  75503  or  call  1-903-793-7851. 


Busy,  BC  Family  Physician  in  NE  San  Antonio  seeking  a 
BC  or  residency  trained  associate  for  established,  thriving 
practice.  Office  designed  for  two  physicians,  benefits.  Oppor- 
tunity immediately  available.  Please  call  (210)  650-3933. 

Become  the  newest  member  of  a well-established  and 
progressive  four-physician  family  practice  group  in 
Austin,  Texas.  The  BE/BC  incoming  physician  will  join 
one  of  the  group’s  members  at  a new  satellite  office  in 
Northwest  Austin.  The  group  has  an  affiliation  with  a 
503-bed  tertiary  medical  center.  The  family  physician  will 
have  an  immediate  patient  base.  A certain  portion  of  the 
practice  will  provide  services  under  a capitation  arrange- 
ment in  addition  to  fee  for  service.  Call  coverage  will  be 
one  in  six.  As  an  employee  of  the  group,  you  will  be 
offered  a competitive  salary  plus  productivity  incentives 
and  a comprehensive  benefit  package.  Partnership  avail- 
ability with  no  buy-in  after  two  years.  For  further  infor- 
mation regarding  this  outstanding  opportunity,  send  cur- 
riculum vitae  to  Andrew  Johns,  Physician  Services  of 
America,  Suite  250,  2000  Warrington  Way,  Louisville, 
KY  40222  or  call  1 -800-626- 1 857.  extension  237. 


Immediate  openings,  statewide,  for  BC/BE 

E rimary  care  physicians.  Locations  include 
allas/Ft.  Worth,  Houston,  Hill  Country 
and  rural  areas.  SSG,  MSG,  clinic,  acade- 
mic and  hospital  supported  positions. 
Excellent  compensation  packages  ranging 
from  $90-1 50K  plus  incentives  and  bene- 
fits. For  details,  contact:  Professional 
Healthcare  Insource,  1200  Binz,  Suite 
107,  Houston,  TX  77004;  1-800-289-5902 
or  fax  evto  (713)  522-5902. 


EAST  TEXAS  — Outpatient  clinic.  No  call.  No  holi- 
days. $100K  salary.  4 day  week.  For  more  information, 
contact  Patience  Schock,  800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  Fax  314-726-3009. 


Internal  Medicine 


DVTERIVIST  OR  FAMIIY  PRACTinONER 


BC/BE  internist  or  family  practitioner  to  join 
VAMC,  Kerrville,  Texas,  a 252-bed  GM&S 
with  a 6-bed  Intensive  Care,  4-bed  step  down 
unit  and  154-bed  Nursing  Home  Care  Unit.  VA 
offers  excellent  benefits  package  with  health/life 
insurance  plans.  Thrift  Savings  Plan  (401K),  and 
retirement  benefits.  Kerrville  is  located  in  the 
Heart  of  the  Texas  Hill  Country,  and  offers  all 
the  amenities  of  country  living  with  easy  access 
to  metropolitan  San  Antonio  via  I- 10. 

Contact  Dan  W.  Bacon,  M.D.,  Chief  of  Staff 
at  (210)  896-2020  ext  2112. 

The  VA  is  an  Equai  Opportunity  Employer. 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal! 
Medicine,  Gynecology,  or  Family  | 
Medicine.  To  assist  Houston  internist  in  [ 
office-based  diagnosis  and  treatment  of  | 
auto-immune  disorders  in  women.  Texas  [ 
licensed.  Available  immediately.  Excellent  j 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220,  j 
Houston,  TX  77054. 


INTERNIST  — Multispecialty  group  practice  SW 
Houston  seeks  dynamic  independent  general  internist. 
Share  calls  with  six  internists.  Fee  for  service;  no  capi- 
tated HMOs  (yet).  Salary  and  incentive  bonus  with 
EQUAL  partnership  after  two  years.  Would  consider 
endocrinologist,  pulmonologist  or  oncologist.  Send  CV 
to  John  R.  Ott,  MD,  Hillcroft  Medical  Clinic,  2500 
Fondren,  Houston,  Texas  77063. 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE, 
BOARD  CERTIFIED.  Attractive  opportunity  with  Baylor 
affiliated  group.  Attractive  compensation  package  includ- 
ing professional  liability  insurance  coverage,  and  attractive 
benefit  package  for  full-time  physicians.  Opportunities  for 
both  inpatient  and  outpatient  clinic;  full-time  or  part- 
time;  8-  and  12-hour  shifts,  AM  or  PM;  no  on-call 
responsibilities.  Please  contact  Brenda  Lancaster,  TPCA, 
c/o  EmCare,  1717  Main  Street,  Suite  5200,  Dallas,  TX 
75201;  214/712-2018  or  1/800/527-2145. 

Locum  Tenens 

Experienced,  Board  Certified  General  Surgeon  seeking 
long  weekend  relief  work  monthly.  Preferable  Austin  area 
or  small  town  in  Texas  with  nearby  airport.  Wife  R.N., 
Ph.D.,  counselor  willing  to  work  also.  Please  respond  to 
Ad  Box  822,  Texas  Medicine,  401  W.  1 5th  St.,  Austin,  TX 
78701. 


Physicians® 

"In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QVn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRN) 
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FAMILY  PRACTICE 


i)RTH  CENTRAL  TEXAS 

Bditional  Family  Physicians  needed  for 
immunity  of  14,000.  Great  location  within  one 
|ur  of  Dallas/Fort  Worth  metroplex.  Horse 
|untry  with  lakes  and  outdoor  recreational 
iportunities  abound!  Modern  88-bed  hospital. 
|oup  environment  or  solo,  with  4-way  call 
|aring.  Generous  incentive  package, 
bntact:  Vicki  Truitt. 

ENTRAL  TEXAS 

Vo  Board  Certified  Family  Practitioners  seek 
|rd  associate  for  group  setting.  OB  optional,  but 
|)lus  if  desired.  Hill  Country  community  of  6,500. 
[le  hour  from  Austin.  Paradise  for  outdoor 
(thusiast.  Excellent  benefits  package  and 
rmendous  income  potential, 
intact:  Jim  Truitt. 

ORTH  CENTRAL  TEXAS 

(ditional  Family  Practitioner  needed  to  offer 
|l  range  of  Family  Medicine  (OB  optional) 

I town  of  21,000.  Referral  area  of  95,000-1-. 
tra-modern,  200-bed  hospital,  with  excellent 
.pport  staff.  Call  sharing  with  other  board 
irtified  Family  Practitioners.  Fee  for  service 
actice  and  existing  provider  network.  Beautiful 
ea;  recreational  paradise  in  popular  location, 
<h  easy  access  to  Dallas/Fort  Worth  metroplex. 
enerous  incentive  package, 
intact:  Vicki  Truitt. 

AST  TEXAS 

VO  board  certified  Family  Physicians  are 
^taking  associate.  No  OB.  Small  university  town 
'thin  one  hour  of  Dallas/Fort  Worth  metroplex. 
,ieat  life  style  among  professionals.  Enjoy  easy 
licess  to  the  big  city  life  while  maintaining  a 
nailer  community  life  style.  Many  recreational 
id  social  amenities.  Generous  incentive  package 
om  community  hospital, 
ibntact:  Barry  Strittmatter. 

I 

i\N  ANTONIO 

lell-established  Family  Practitioner  seeking 
llditional  associate.  Must  be  board  certified  or 
itard  eligible  (actively  pursing  certification). 
Ikll  sharing  with  three  other  physicians.  Attractive 
ell-equipped  offices  with  great  support  staff. 
Iijoy  many  amenities  the  historic  and  multi- 
lltural  city  of  San  Antonio  has  to  offer.  Excellent 
(lary  and  benefits  package, 
bntact:  Barry  Strittmatter. 

^ST  TEXAS 

i358-bed  health  care  facility  seeks  additional 
lard  certified  physician  to  practice  traditional 
^dicine  in  a rural  health  clinic  setting.  Three- 
by  call  sharing.  OB  services  desirable  but  not 
tindatory.  Annual  temperature  67°.  Lakes  and 
ltdoor  activities  abound.  Full  benefits  package 
bs  a sign  on  bonus, 
bntact:  Jim  Truitt. 

fORTH  CENTRAL  TEXAS 

5mily  physicians  needed.  Practice  with 
itablished  primary  care  group  or  independently, 
Ith  shared  call.  No  OB.  Interest  in  pediatrics  a 
Vs.  Attractive,  well-equipped,  56-bed  hospital. 
)mpetitive  incentive  package, 
intact:  Jim  Truitt. 


Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 

(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


INTERNAL  MEDICINE 


MAJOR  TEXAS  MEDICAL  SCHOOL 

Seeks  General  Medicine  physician  with  special 
interest  in  caring  for  HIV/AIDS  patients.  Clinical 
practice  with  research  opportunities.  Join  existing 
specialty  care  team  committed  to  providing  quality 
care.  Generous  income  with  full  benefits  package. 
Location  filled  with  all  the  amenities  available 
in  a major  metropolitan  area. 

Contact:  Jim  Truitt. 

CLINICAL  FACULTY  APPOINTMENT 

Tired  of  the  hassles  of  private  practice?  Four 
board  certified  Internists  needed  for  full  time 
positions.  Manage  medicine  service  of  major 
teaching  hospital;  medical  school  affiliation. 
Excellent  salary  and  benefits;  very  limited  call 
responsibility. 

Contact;  Jim  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunities 
available.  Work  with  specialized  health  care 
team  (including  two  full  time  physicians  and 
a host  of  other  professionals)  in  new,  fully- 
equipped  comprehensive  medical  unit.  High 
incidence  of  diabetes  and  hypertension.  Regular 
hours,  limited  call;  excellent  income  and  benefits. 
Contact;  Vicki  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area  of 
20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space. 

Contact;  Jim  Truitt. 


“ 1 

• PHYSICIAN  SEAR 

• PHYSICIAN  PLAC  1 

] 

• MEDICAL  PRACTICE 

APPRAISAL  AND  BROK  , 


CARDIOLOGY 


NORTH  CENTRAL  TEXAS 

Opportunity  for  independent  Cardiologist.  Call 
sharing  with  other  board  certified  Cardiologists 
or,  group  option  available.  Ultra-modern,  200- 
bed,  full-service  hospital  (including  cath  lab  and 
Cardiothoracic  surgeons).  Recreational  paradise 
in  popular  location  within  one  hour  of  Dallas/Fort 
Worth  metroplex.  Generous  incentive  package. 
Contact:  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  Medical  Oncologists 
seeks  fifth  associate  for  group  practice.  Salary 
plus  bonus,  and  excellent  benefits.  Great 
opportunity  to  practice  with  a top  notch  group  and 
enjoy  a life  style  in  a city  offering  an  abundance 
of  outstanding  amenities. 

Contact:  Jim  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTH  CENTRAL 

Unique  opportunity  forzfhy^pfan  to  enjoy  rural 
life  style.  Call  coverag^)i^#ided.  Well-equipped 
hospital  with  greal^i^port  staff.  Excellent 
location  within  4£  muWes  of  Dallas/Fort  Worth 
metroplex.  H^tf^^country;  lakes  and  outdoor 
recreationa^^tMties  abound. 

Contact:  Vi^  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice.  4-way  call  sharing.  Ultra-modern 
hospital  with  new.  Level  II  nursery  and  designated 
Pediatric  unit.  Generous  income  and  benefits; 
provider  network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 


UROLOGY 


MAJOR  TEXAS  TEACHINfi^OSPITAL 

Seeks  board  certified  or  b^rc^ligible  (actively 
pursing  certification)  yf^ySk^lan  for  full-time 
clinical  faculty  positial^/lncome  guarantee; 
generous  salary  Ita^competitive  benefits; 
relocation  allow^ce^ Join  a top  notch  multi- 
specialty gnaJ^^^^ocation  filled  with  many 
amenities  f^j^ided  by  this  metropolitan  area 
Contact:  Bar^  Strittmatter 


PLEASE  CALL  FOR  SPECIFIC  DETAILS 
REGARDING  THESE  AND  ADDITIONAL 
POSITIONS  A VAILABLE. 
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Locum  Tenens 


Practice  medicine  where  and 
when  you  want. 

CompHealth/Kron  locum 
tenens  brings  options  to  the 
practice  of  medicine.  Options 
like  working  close  to  home. 

Working  full-time,  part  of  the 
year.  Working  across  the  ' 
nation  while  you  decide 
where  youd  like  to  settle 
permanently.  Or  working 
enough  to  stay  involved  in 
medicine  while  you  slow  down, 
and  live  it  up.  Practicing  medicine 
where  it’s  needed,  without  the 
administrative  burden  of  practicing 
on  your  own.  Explore  your  options. 
Call  us  today! 


Locum  Tenens 


1-800-453-3030 

Atlanta  ■ Chapel  Hill  ■ Grand  Rapids  ■ Salt  Lake  Cit\' 


Ob/Gyn 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


SAN  ANTONIO 

BC/BE  OB/GYN  needed  for  NEW 
BIRTHING  CENTER.  Hospital-sponsored 
practice,  complete  practice  development/man- 
agement services.  Competitive  guarantee,  com- 
prehensive benefits.  Call  or  send  C.V.  to  Jane 
Vogt,  800-765-3055,  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105,  FAX  314-726-3009. 


CIANS 

njUniited 


• Texas  Locum 
Tenens  Staffing. 


• Highly  qualified,  dedicated 
physicians. 


• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 


• Fair  client  rates  & excellent 
physician  compensation. 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
7|3-297'9023  • 1-800427^3316 


Pediatrics 


SAN  ANTONIO 

Progressive,  expanding  primary  care  group  seeks 
additional  BC/BE  pediatricians  to  expand  devel- 
opment of  top-notch  pediatric  department.  40  hour 
week,  call  1:4,  ancillary  services  on-site,  conge- 
nial colleagues.  SIX  FIGURE  guarantee  plus 
bonuses  and  benefits  package.  Call  or  send  C.V.  to 
Jane  Vogt,  800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 

Searching  for  the  Cure. 

1-800-877-5833  for  information 
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Radiology 


1-800-523-9955 


Surgery 


AHENTION  GENERAL  SURGERY  DOGORS 

The  Lewis  Group  is  a physician  recruiting  firm 
working  with  hospitals,  clinics,  and  groups  through- 
out the  United  States.  We  are  currently  working 
with  a small  multi-specialty  group  in  central  Texas 
that  has  an  immediate  need  for  a general  surgeon. 

For  further  information  regarding  this  position  and 
others  throughout  the  United  States,  please  call 
Sean  McCann  or  Jerry  Lewis  with  the  Lewis  Group 
at  1-800-666-1377.  You  may  fax  your  C.V.  to  our 
office  at  601-234-1060 


DALLAS/FORT  WORTH  — Immediate  opportunities 
for  BE/BC  physicians  including  a Director  to  join  our  low 
trauma  Urgent  Care  Centers.  We  offer  an  attractive  com- 
pensation package,  excellent  benefits,  pleasant  working  con- 
ditions, support  staff,  and  subspecialty  back-up.  Send  CV  or 
contaa;  KAISER  PERMANENTE,  Brenda  Moore,  12730 
Hillcrest,  Suite  600,  Dallas,  Texas  75230,  800/324-9913, 
214/458-5012,  FAX  214/233-5281.  EOE. 


RADIOLOGY 


COMPREHENSIVE  MANAGEMENT  AND  STAFFING  SERVICES 

RIO  GRANDE  VALLEY 

Radiology  Resources  is  seeking  a Board  Certified  Radiologist  for 
growing  practice.  This  One  Hundred  Bed  Facility,  with  updated 
equipment,  does  approximately  29,000  general  diagnostic  studies  per 
year.  Flexible  schedule  to  er\joy  sun  and  surf. 

DALLAS/FORT  WORTH  METROPLEX 

Radiology  Resources  is  currently  seeking  Board  Certified 
Radiologists  interested  in  supplementing  their  income  in  a stress- 
free  environment.  Availability  1-5  hours  per  day  or  week.  Must  be 
ACR  accredited  in  Mammography. 

For  more  information  on  these  and  other  available  opportunities, 
please  contact  Elizabeth  Ice  at  l-(800)-523-9955  or  (214)  443-9955. 
You  may  fax  your  Curriculum  Vitae  to  us  at  (214)  443-9960  or  mail  it 
to  3466  Gillespie  Street,  Dallas,  Texas  75219. 


800  523-9955 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno. 

Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Anesthesiology 

internal  Medicine 

Otolaryngology 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Pathology 

Office  Space 

Dermatology 

Neonatology 

Pediatrics 

Practices 

Emergency  Medicine 

Neurology 

Phys.  Med./Rehab 

Property 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Radiology 

Cont.  Education 

Geriatrics 

Oncology 

Rheumatology 

Business  & Financial 

Ophthalmology 

Urology 

Services 
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Other  Opportunities 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties; 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


ODELL  & ASSOCIATES,  INC. 

NATIONAL 

Permanent  Physician  Placement  Services 

We  represent  HMO’s,  Hospital  Based 
Practices,  Group,  and  Solo  Opportunities 
for  ALL  specialties. 

Inquiries  Welcome. 
Contact  any  of  our  Physician 
Recruiters  at:  214/458-7900  or 
800/880-7900  or  fax  your  C.V.  to 
214/233-1215.  We  will  contact  you  at 
your  earliest  convenience. 


National  clearinghouse  for  health  care  job  information. 

For  free,  comprehensive  information 
about  health  care  job  openings 
in  the  U.S.  and  Canada  call: 

1-800-JOBS-12 


DIRECTOR,  UNIVERSITY  HEALTH  SERVICES 

Stephen  F.  Austin  State  University,  Beautiful  East 
Texas  college  campus  serving  12,000  students. 
Daytime,  weekday  only  outpatient  clinic.  Prefer 
experience  in  college  health  care  and  manage- 
ment, sports  medicine  and  health  education.  MD 
or  DO  degree,  approved  medical  college,  current 
Texas  license  and  3 years  primary  care  experience. 
Available  June  1,  1994.  Salary  commensurate  with 
position.  Send  letter  of  intent,  curriculum  vitae 
and  three  references  to:  Ms.  Martha  Gose,  P.O. 
Box  13058,  SFA  Station,  Nacogdoches,  TX 
75962.  For  more  information,  call  (409)  568-2134, 
(409)  568-1058  TDD/V.  EO/AAE 


1-800-877-5833  for  information 


SX  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 
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Clav  d Director/ 


Office  Space 


SAN  ANTONIO,  TEXAS  ! 

Custom  designed  medical  office  | 
space  available  for  immediate  occu- 
pancy. Contiguous  suites  of  1,698,  848 
and  1,450  SF  in  Building  2 of  Southcross 
Medical  Professional  Building  at  4025 
East  Southcross  Boulevard.,  one  block 
west  of  Southeast  Baptist  Hospital  in 
San  Antonio. 

Call  Robert  Turner  (210)  525-1614. 


Practices  For  Sale 


PRACTICE/EQUIPMENT  FOR  SALE 
ADOLESCENT  MEDICINE 

AUSTIN:  Immediately  available  to  physician 
interested  in  young  adults  and  teens.  No  lease 
commitment-attractvely  renovated  space. 
Centrally  located  near  University/Hospitals. 
Excellent  potential  for  expansion  into  Family 
Practice  or  Internal  Medicine.  Fully  equipped— 
computer,  fax,  exam  tables,  colposcope,  etc. 
Contact  (512)  477-3385  or  beep  1-800-913-3708. 


Business  and  Financial  Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  courte- 
ous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  Free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Vacation  Homes 


Waterfront  Townhome  on  Lake  Travis,  for  vacation 
rentals.  Nice  3/2,  private  dock.  Great  vacation  getaway. 
Watersports,  pool,  tennis,  golf,  fishing.  Great  rates. 
512-288-1037,  512-440-1113. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


CLASSIFIED  AD  FORM 

TEXAS  MEDICINE  Classified  ads  cost  $2  per  word,  minimum  25  words,  per  issue.  We  do  not  count 
articles  (a,  an,  the).  All  ads  are  subject  to  approval.  TMA  members  receive  a 10%  discount  for  advertis- 
ing with  Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  We  require  prepayment  of  initial  ads.  Copy  deadline  is  the  1st  of  the  month  (or  the  closest 
business  day)  preceding  publication.  For  a free  quote,  fax  your  ad  to  Classifieds  at  (512)  370-1632. 

Insert  this  ad  (indicate  one):  # of  times  until  further  notice 

Type  or  print  clearly  (use  one  space  for  each  word).  Use  a separate  sheet  for  additional  lines. 
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Companv  name: 

Contact: 

Address: 

Citv: 

State: 

VISA  MC  Card# 

Expiration  date: 

Sisnature: 

Mail  to:  Texas  Medicine  Classified  Advertising,  401  West  15th  Street,  Austin,  Texas  78701-1680. 

Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50. 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE  DEADLINE 

August  1994 July  1, 1994 

September  1994 August  1, 1994 
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Back  talk 


That’s  an  easy  question.  What 
we  didn’t  learn  in  medical  school 
was  how  to  handle  the  huge  gov- 
ernment-regulated bureaucracy 
that  is  required  to  take  care  of  pa- 
tients: Medicare,  Medicaid,  insur- 
ance companies.  The  big  limita- 
tion to  going  into  practice  is  not 
even  setting  up  the  business  as- 
pects of  your  practice  — it’s  deal- 
ing with  Medicare.” 

Brian  Eades,  MD,  56 

obstetrics  and  gynecology,  Amarillo 
Baylor  College  of  Medicine 

First,  let  me  say  I was  very  pleased  with  my  medi- 
cal education  because  it  gave  me  a great  background 
for  being  a doc  — how  to  evaluate  patients,  how  to 
listen,  how  to  be  compassionate.  The  only  thing  that 
it  didn’t  do  — and  I don’t  expect  this  from  medical 
school  — was  give  me  any  background  for  the  busi- 
ness of  medicine,  how  to  run  an  office.  When  I was 
done  with  my  training,  I joined  a multispecialty  group 
for  the  first  couple  of  years  in  order  to  learn  the  busi- 
ness of  medicine.  Then,  when  I had  confidence,  I 
went  out  on  my  own.” 


The  things  I think  they  didn’t 
teach  us  in  medical  school  were 
mostly  about  business,  not  just  run- 
ning an  office  but  hiring  employees 
and  also  the  business  arrangements 
between  doctors  and  new  partners.” 

Carolyn  Evans,  MD,  40 

pediatrics,  Dallas 

The  University  of  Texas  Health  Science  Center 
at  San  Antonio 

How  to  be  compassionate.  I 
don’t  think  it’s  addressed  enough  in 
medical  school.  Unfortunately,  I think  that  so  many 
times  medical  students  learn  medicine  from  patients  who 
are  treated  like  second-class  citizens  because  they’re  poor 
or  indigent.  Medical  students  don’t  respect  their  patients 
and  they  don’t  learn  compassion  for  their  patients.  There 
will  be  some  people  who  enter  medical  school  who  are  al- 
ready real  compassionate.  Some  people  are  just  like  that. 
But  it’s  a learned  skill  to  be  real  compassionate  when 
you’re  dealing  with  people  as  patients.” 

Stephen  Barnett,  MD,  52 

pediatrics,  Galveston 

The  University  of  Texas  Southwestern  Medical  Center  at  Dallas 


Question: 


What 
didn’t  you 
learn  in 
medical 
school? 


Gerald  J.  Frankel,  MD,  51 

urology,  McKinney 

Hahtiemann  University  Medical  School,  Philadelphia 

We  really  didn’t  learn  how  to  communicate  to  our 
patients  in  their  language.  One  area  that  is  incredibly  im- 
portant to  primary  care  physicians  is  the  basics  of  wound 
healing  and  care.  Clinically  relevant  nutrition  is  another 
area,  although  it  has  gotten  better.” 

Earl  Matthew,  MD,  52 

infectious  diseases,  Austin 

The  University  of  Texas  Southwestern  Medical  Center  at  Dallas 


You’re  never  really  taught  how  to  deal  with  death.  The 
fitst  time  you’re  exposed  to  it  is  when  a patient  dies,  and 
the  family  comes  in  and  you  have  to  tell  them.  The  first 
few  times,  you  stumble  through  it.  There  are  plenty  of  arti- 
cles that  tell  you  how  to  ptesent  information  like  a diagno- 
sis of  cancer  or  terminal  illness.  But  you  just  learn  by  expe- 
rience. I don’t  think  it  can  be  taught  in  medical  school.” 

Frank  Madia,  MD,  28 

second-year  resident  in  internal  medicine,  San  Antonio 
The  University  of  Texas  Health  Science  Center  at  San  Antonio 


Back  Talk  is  a nomcie?itific  samplin  ^ 'ians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and po  ^-v  ^ 'for future  topics. 

Send  them  to  Texas  Medicine,  Bat  if  5 SIR  4 or  fax  them  to 
(512)370-1632.  I 
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The  cautious  path  to  IPAs 


Texas  physicians  are  moving  to  independent  practice  associations 

to  gain  control  of  health-care  delivery 


For 


T E 
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Years 


All 


We’ve 


Done  Is 


Lease 


Cars. 


After  10  years  in  practice,  you’re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Dental  Association. 

So,  contact  one  of  these  leasing  specialists  today: 

John  Welch,  Pat  Joiner,  or  Tom  Kight. 


'IbosMedlcal 

Association 


Autoflex 
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Call  C800^634C234 
or2l4C34'1234 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  Insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association  Insurance  Trust 
401  W.  15th  Street,  Austin,  TX  78701 
PO.  Box  1707,  Austin,  TX  78767-1707 

1-800-880-8181 

Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 

Underwritten  by  The  Prudential  for 
25  years  (1969 -1994) 


William  G.  Garnel,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


What’s  the  Fuss? 

Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  we’re  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 

We’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
and  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 
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Can  we  do  it  better? 


Independent  practice  associations  (IPAs)  are  a way  for  physicians  to 
find  out  if  they  can,  ijideed,  run  managed  care  plans  better  than 
insurance  companies,  hospitals,  or  others.  IPAs  are  spreading  like  wild 
fire  in  Texas,  and  some  consider  them  the  best  chatwe  for  physicians 
to  control  their  fates  in  the  reform  era. 

BY  MARK  RICHARDSON 


{ '.over  tUustration  iy  D A V I n I h s H 


Medical  Economics 

Connected  to  the  future 

Wouldn’t  it  be  convenient  to  write  a prescription  and  fix  it  to 
the  pharmacy  across  town  with  the  stroke  of  a computer  pen? 

Or,  by  pressing  a few  keys,  to  transmit  CT  scans  across  the  country 
or  consult  with  colleagues  around  the  world?  The  next  generation 
of  office  computer  technology  is  here. 

BY  MARK  RICHARDSON 


Legislative  Affairs 

The  Texas  way  in  Washington 

Picture  the  long,  tall  Texan  striding  into  town,  cash  flowing  faster 
than  a West  Texas  gusher.  Forget  that  picture,  and  take  an  inside 
look  at  how  TMA  lobbyists  are  quietly  and  persistently  making  the 
voices  of  Texas  physicians  heard  in  the  health-system  reform  debate. 
BY  KEN  ORTOLON 


L ' 


LEFT:  Sarah  Smiley.  DO,  a l)ospitat-based 
internist  in  Austin,  jumps  for  a block  during  a 
game  of  sandcourt  volleyball  at  Pease  Park. 
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The  Physician’s  Life 

Violence  against  physicians 

Whether  the  targets  of  terrorist  organizations  promoting 
political  causes  or  the  victims  of  disturbed  patients, 
physicians  face  an  unsettling  reality:  threat  of  violence  has  become  an 
occupational  hazard  to  the  practice  of  medicine. 
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BY  BETH  GRADDY 


Law 


Trouble  at  the  gate 

Gatekeeper  physicians  for  managed  care 
organizations  are  finding  that  the  rides  of  the 
game  aren't  just  unreasonable,  they're  downright 
impossible.  When  the  HMOs  et  al  interfere  in  medical  necessity 
determinations,  physicians  may  bear  sole  liability  for  poor  outcomes. 


BY  BETH  GRADDY 


Q&A:  Creation  of  the  physician-patient  relationship 


Commentary 

Insurance  company  discrimination 
affects  patient  care 


.49 


A physician  shares  the  pain  and  frustration  he  and  his  patients 
have  endured  when  the  major  insurers  in  his  community 
arbitrarily  refused  to  even  let  him  apply  for  their  managed  care  plans. 
BY  DON  SHUWARGER,  MD 
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BY  ADESUA  E.  ILEGBODU,  DRPH;  MARGARET  L.  FRANK,  PHD; 
DAVID  JOHNSON;  AND  ALFRED  N.  POINDEXTER,  MD 

The  epidemiology  of  AIDS  in  Tarrant  County  from  1982  through  1992 

BY  CHARLES  A.  OKE,  DVM,  MPH;  SANDRA  K.  MANNING,  MS; 
AND  ALECIA  A.  HATHAWAY,  MD,  MPH 
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WARNING! 


Due  to  the  skyrocketing  price  of  automobiles, 
conventional  auto  financing  is  becoming  obsolete 

If  you  can't  seU  it  for  more  than  you  paid  for  it  new  — you  should 
be  leasing.  Simply  put  — Buy  What  Appreciates! 

Lease  What  Depreciates! 


APPLE 

Medical  Leasing 


Call  us  today. 




AutoLease  Card  "' 

Texas  Medical 

APPLE 

^ Assocuition 

Mrdi- 

10001  -A 

SCOTT  K ROSS.  M D 

1-800-8- APPLE-8 

Proud  to  be  endorsed  by 
the  Texas  Medical  Association 


1-800-827-7538 


2000  Madison  Drive  • Arlington,  TX  76011 


. Fall 
Leadership 

COIMFEREIMCE 


September  17,  1394 

Stauffer  Austin  Hate! 


Uniting  far  Exceiience 

As  the  wheels  of  health-system  reform  keep  turning,  physieians  must 
pull  together  in  the  face  of  change.  Join  your  colleagues  at 
TMA’s  Fall  Leadership  Conference. 

Featiured  speakers 

AMA  President  Robert  E.  McAfee,  MD 

U.S.  Sen.  Kay  Bailey  Hutchison  (R-Texas) 
Commissioner  of  Health  David  R.  Smith,  MD 

U.S.  Rep.  J.  Roy  Rowland  (D-Ga.,  invited) 

Plus  an  informatiive  panel  session 


TMA  members  receive  free  registration,  plus  complimentary 
luncheon  from  Texas  Medical  Liability  Trust. 

For  more  information,  call  (800)  880-1300,  Ext.  1346. 


Tex 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Texas  Medicine 

Editor’s  Note 


PHYSICIANS  ARE  MORE 
accustomed  to  repairing  the  effects 
of  violence  than  to  finding  them- 
selves the  target  ol  it.  But  as  the  article 
on  p 25  attests,  violence  against  physi- 
cians is  no  longer  rare. 

Whether  the  increase  is  because  of 
societal  breakdown,  spiraling  political 
terrorism,  or  angrier  patients,  the 
mayhem  is  further  proof  of  how  read- 
ily today’s  physicians  draw  fire. 

Though  few  doctors  have  been  on 
the  deadly  end  of  guns  and  knives,  most 
hai>e  been  the  victims  of  society’s  verbal 
slings  and  arrows.  And  an  increasing 
number  find  themselves  battling  insur- 
ance companies  for  their  professional 
livelihood  and  their  patients’  well-being. 

Dr  Don  Shuwarger’s  poignant  com- 
mentary on  p 49  documents  the  newest 
form  of  bureaucratic  violence  against 
physicians:  denying  them  access  to 
managed  care  plans.  His  story  of  poten- 
tially losing  thousands  of  patients 
because  insurance  companies  would 
not  even  send  him  applications  for  their 
plans  points  out  just  how  rapidly  and 
viciously  the  business  aspect  of  medi- 
cine is  changing. 

The  American  Medical  Association’s 
Patient  Protection  Act,  discussed  on 
p 20,  aims  to  combat  the  harm  those 
changes  can  mean  for  physicians  and 
their  patients.  Texas  physicians  would 
do  well  to  become  familiar  with  this  act 
and  to  ask  their  senators  and  representa- 
tives to  support  it.  Call  (800)  354-9292 
to  send  Western  Union  messages  to 
them  for  $8.25  billed  to  your  VISA, 
Mastercard,  or  phone  line. 
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KATHRYN  TROMBATORE 
Executive  Editor 


Physicians  need  guidance 
on  use  of  narcotics  for 
treating  cancer  pain 

The  article  “Conquering 
cancer  pain;  new  guidelines  try 
to  overcome  old  myths  about  the 
use  ol  narcotics”  by  Mark 
Richardson  [May  1994,  pp  28-31] 
was  timely  and  really  well  wrirten.  It 
is  something  we  need  very  badly. 

The  references  that  you  list  are  ex- 
cellent. 1 would  hope  that  somehow 
these  could  be  made  available  to  the 
physicians  throughout  the  state. 

The  major  problem  I still  see  is 
that  the  Texas  State  Board  ol  Medical 
Examiners  has  “inspectors”  rather 
than  “consultants.”  This  is  some- 
thing that  I think  we  all  need  to 
work  on.  I think  we  need  to  get  help 
to  local  physicians  in  the  appropriate 
use  ol  narcotics  through  an  educa- 
tional system  rather  than  through  a 
police  mechanism. 

Thank  you  lor  your  article. 

John  D.  Bonnet,  MD 

Medical  Director 

Temple  Community  Free  Clinic,  Inc 
Box  92 

Temple,  TX  76503 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  ftix  it  to  Texas  Medicine.  TMA. 
401  W 15th  St,  Austin,  TX  78701:  fax  (512)  370^1362. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  fine.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


Treatment  of  gender 
dysphoria  as  medical 
condition  ‘sickening’ 

The  recent  article  on 
treatment  ol  gender  dysphoria 
and  transsexualism  [May  1994, 
pp  68—72]  was  highly  offensive 
to  me.  1 have  considered  Te.xas  Medi- 
cine a competent  leader  of  all  physi- 
cians, but  for  the  editors  to  allow 
such  a distasteful  paper  to  appear  in 
this  journal  sickens  me. 

Once  again,  some  members  of  the 
psychiatric  community  have  pressed 
forward  their  liberal,  God-vacant 
agenda  to  gain  social  and  legal  accep- 
tance and  medical  recognition  of 
willful  activity  that  they  know  is 
wrong  and  abnormal,  trying  to  justi- 
fy it  by  placing  a medical  terminolo- 
gy to  represent  it. 

The  diagnostic  criteria  are  bogus, 
and  the  very  idea  of  stating  that  the 
search  continues  for  the  biological  eti- 
ology is  highly  offensive  to  any  Chris- 
tian physician.  The  search  will  contin- 
ue indefinitely  because  no  biological 
etiology  exists  for  such  a profane  belief 
that  God  created  you  wrong  and  that 
these  feelings  of  being  trapped  in  the 
wrong  body  are  justifiable. 

I am  not  an  ostrich  with  my  head 
buried  in  the  sand,  for  1 know  that 
individuals  with  this  problem  exist. 
However,  to  handle  it  in  a condoning 
“I’m  OK,  you’re  OK”  manner  is 
adding  insult  to  injury.  The  real-life 
test  of  developing  a wardrobe,  voice 
coaching,  name  changes,  and  dealing 
with  spouse  and  children  is  an  exam- 


ple of  how  corrupt  these  notions  are 
that  this  editorial  staff  has  allowed  to 
be  published. 

In  medical  articles,  please  stick  to 
the  facts.  Show  me  the  facts  that  this 
so-called  “condition”  is  anything  other 
than  willful  rebellion  from  what  God 
has  told  us  is  appropriate  action.  It  is 
high  time  that  we  as  physicians  take 
the  high  moral  ground  in  our  diagno- 
sis, our  treatment,  and  our  support  of 
what  is  right  and  what  is  wrong. 

There  are  those  who  say  we  should 
keep  our  convictions  to  ourselves,  yet, 
this  article  presses  a liberal  agenda  of 
searching  for  biological  etiology,  social 
acceptance,  legal  rights,  and  finding  a 
treatment.  1 believe  that  it  is  time  we 
stand  up  for  our  convictions. 

Rusty  West,  MD 

TO  Box  30 
Nocona,  TX  76255 

The  authors  respond 

Those  of  us  working  in  the 

field  of  gender  dysphoria  are  fa- 
miliar with  the  emotional,  nonsci- 
entific  reactions  of  individuals  to 
this  well-accepted  medical  problem.  It 
is  always  sad  to  see  such  an  attitude 
perpetuated  by  a health-care  profes- 
sional who  is  committed  to  helping 
improve  the  human  condition. 

This  syndrome  has  been  known 
since  biblical  times  and  has  been  de- 
scribed extensively  in  the  modern  psy- 
chiatric literature  since  the  early 
1950s.  With  the  American  Psychiatric 
Association’s  Diagnostic  and  Statistical 
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Manual  of  Mental  Disorders  (third 
edition,  revised)  (DSM-III,  1980),  cri- 
teria were  established  to  more  clearly 
delineate  the  problem.  And  for  nearly 
15  years,  an  international  professional 
society  composed  of  psychiatrists,  psy- 
chologists, surgeons,  gynecologists, 
endocrinologists,  and  family  practi- 
tioners has  refined  these  criteria  and 
established  well-defined  treatment 
guidelines  to  deal  with  this  disorder. 
Our  experience  at  The  University  of 
Texas  Medical  Branch  for  more  than 
20  years  suggests  that  individuals 
treated  for  this  condition  live  happier, 
more  functional  lives.  Why  is  it  when 
sexuality  is  involved,  people  cannot 
seem  to  deal  with  an  issue  in  an  ob- 
jective, nonjudgmental  fashion? 

Collier  M.  Cole,  PhD 
Lee  E.  Emory,  MD 
Ted  Huang,  MD 
Walter  J.  Meyer  III,  MD 

I'he  University  of  Texas  Medical  Branch 
301  University  Blvd 
Galveston,  TX  77555-0133 

Take  third-party  payors 
out  of  medicine 

IN  RESPONSE  TO  THE  LETTER 
by  Gerald  Frankel,  MD,  compar- 
ing organized  baseball  to  organized 
medicine  [April  1994,  pp  7-8],  I 
feel  that  Dr  Frankel  should  take  up 
baseball,  as  he  obviously  is  not  in  tune 
to  the  Canadian  system  or  its  effects. 
It  is  obvious  that  Canadian  physicians 
and  Canadian  patients  are  coming  to 
the  United  States,  therefore  the  Cana- 


dian system  is  not  an  overwhelming 
success.  Also,  if  Dr  Frankel  had  been 
reading  the  newspapers  recently,  he 
would  be  seeing  increasing  problems 
with  the  financial  aspects  of  the  Cana- 
dian system. 

I think  the  appropriate  change  for 
the  United  States  would  be  to  take 
the  third-party  payor  system  out  of 
medicine.  The  way  to  do  this  is  to  al- 
low individuals  the  right  for  deduc- 
tions from  their  income  taxes  the 
same  way  that  business  is  given  de- 


ductions from  taxes. 

This  would  allow  business  to  turn 
over  medical  care  back  to  the  em- 
ployees and  get  out  of  the  medical 
business.  This  would  make  business- 
men happy  and  would  give  free  en- 
terprise a chance  to  work  in  our  med- 
ical system,  as  it  works  so  well  in 
every  other  aspect  of  our  country 
where  it  is  given  a chance. 

L.  David  Hubler,  MD 

4041  W Wheatland  Rd,  Suite  156-474 
Dallas,  TX  75237 


Medical  Malpractice  Insurance 


“Whatever  Your  Needs  Demand” 


Part  Time 

Individual 

Group 

Corporate 

Slot 

Per  Patient 

D&O 

Locum 

Excess 

Declined 

Clinic 

Hospital 

M.S.O. 

Discounts 

H.B. 18 

LLP. 

H.P.A. 

I.RA. 

“We  Can 

Provide 

Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Health  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634-9513 
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The  Eli  Lilly  and  Company  Hispanic  Health  Initiative 

Our  Commitment: 

To  Enhance  the  Delivery  of  Optimal 
Health  Care  to  the  Hispanic  Community 


Ihrough  our  Hispanic  Health  Initiative,  Eli  Lilly  and 
Company  joins  with  you  in  committing  the  time,  the  tal- 
ent, and  the  resources  necessary  to  help  enhance  the  quality 
of  health  care  in  the  Hispanic  community.  As  part  of  that 
commitment,  Lilly  makes  available  an  array  ol  programs 
and  materials  designed  to  benefit  Hispanic  health  care. 

• Student  Programs 

Support  programs  tor  Hispanic  high  school  and 
medical  school  students  to  increase  the  number  of 
Hispanics  entering  the  health  care  professions 

• Patient  Education  Materials  and  Programs 

Culturally  sensitive  materials  in  Spanish  to  enhance 
quality  ot  care 

• Physician  Information  Programs 

Continuing  medical  education  and  clinical  practice 
materials  in  a variety  of  formats,  including  symposia 


1994  Symposia  Program: 

Focus  on  Hispanic  Health 

Join  Hispanic  opinion  leaders  taking  a critical  look  at  the 
diagnosis  and  treatment  ot  three  diseases  of  special  signifi- 
cance in  Hispanic  communities:  diabetes,  depression  and 
gastrointestinal  disorders 


Eli  Lilly 
and  Company 

Hispanic 

Health 

Initiative 


Ask  your  Eli  Lilly  and  Company  sales  representative  or 
call  1-800-233-2049  regarding  symposia  registration  or 
additional  information  on  the  Hispanic  Health  Initiative. 


MG-0001-T-632762100FKK 
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TMLT.  Your  performance  Trust  for  Fifteen  years. 


1*)'M.  A \ear  to  Celel»rato!  Creat(‘(l  iti  197‘)  l)y  Texas  Medical  Association  and  head(|nai1ercd 
in  Austin,  IVxas  Medical  LiaMlitv  Trust  is  jiiowijig  into  its  filteenth  year  oi  protecting  dVxas 
[jlivsicians  \Nith  protessional  medical  liahilitv  insurance.  Our  policyholders  place  a high  value 
on  PMId  ’s  medical  liahilitv  coverage  hacked  hy  strong  financials,  innovative  {)roactive  risk 
manag(‘mcnt  programs,  and  outstandiTig  claim  management  and  delense.  I MId  values  the  concerns 
ol  kexas  physiciairs,  so  we  k('e|)  abreast  ol  thos(‘  state  and  national  legislative  issues  allecting  them. 

It  is  easy  to  see  why  so  many  lexas  physicians  choose  TMld  value!  We  re  proud  ol  our 
performance  these  past  fifteen  years  and,  in  some  way.s,  we  re  right  where  we  started— here  in  dVxas 
|)rotcc  ting  o/i/y  IVxas  |)hysicians.  (ihoose  lAILI'.  Your  IVrformance  d rust! 

For  a coverage  proposal  or  liirther  iidormation,  |)lease  call  l-8()t)-.S80-86.58  or  I -5 1 2-4.54-678 1. 


(’reated  and  Ftidonscd  hy  dV'xas  Medical  Association 
Kndorsed  hv  llie  dVxas  \cadeinv  of  hamilv  Fliysicians 
(i2IO  ili»h\\av  2*)(l  Hast.  Suite  400  • Austin,  IVxas  7872.d-IO.37 
F.O.  liox  14746  • Austin,  Texas  78761-4746 


People 


NEWSMAKERS 


George  Brown,  MD,  Austin,  re- 
ceived the  Gold  Medal  Award,  the 
highest  honor  oE  the  Texas  Radiolog- 
ical Society. 

Psychiatrist  William  Fann,  MD,  re- 
ceived the  Houston/Harris  County 
Mental  Health  Association  Research 
Award. 

Houston  pediatric  hematologist/on- 
cologist Donald  J.  Fernbach,  MD,  re- 
ceived the  St  George  Medal  Eor 
Distinguished  Service  from  the 
American  Cancer  Society. 

The  Federation  of  State  Medical 
Boards  elected  neurologist  William 

H.  Fleming  III,  MD,  Houston,  to  a 3- 
year  term  on  its  board  of  directors. 

Family  physician  Edwin  Goodall, 
MD,  was  named  the  1993  Brecken- 
ridge  Citizen  of  the  Year. 

Cardiologists  Robert  J.  Hall,  MD, 
and  Robert  D.  Leachman,  MD,  were 
recognized  as  Distinguished  Physi- 
cians by  the  Texas  Heart  Institute 
in  Houston. 

Child  psychiatrist  Andrew  Harper, 
MD,  Houston,  received  the  Fourth 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  News?7iakers  section  are  TMA 
7ne?nbership;  election  or  appointment  to  an  office  of  or  honors 
from,  a natiotial  or  state  organization;  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine.  401  W 15th  St,  Austin,  TX 
78701;  fax  (512)  370-1632. 


George  Brown,  MD 


Major  Richard  B. 
Meeker,  DO 


•mm 

Iris  Polinger,  MD 


Laurance  N.  Mickey,  MD 


Annual  Nancy  C.A.  Roeske,  MD, 
Certificate  ol  Recognition  lor  Excel- 
lence in  Medical  Student  Education 
Irom  the  American  Psychiatric 
Association. 

Major  Richard  B.  Hecker,  DO,  re- 
ceived the  US  Army  Meritorious  Ser- 
vice Medal  lor  his  achievements  as  di- 
rector ol  the  advanced  cardiac  lile 
support  program  at  Brooke  Army 
Medical  Center  at  Fort  Sam  Houston. 

John  P.  Howe  III,  MD,  president  ol 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  repre- 
sented the  United  States  at  a trilateral 
conference  with  leading  health  olfi- 
cials  from  Canada  and  Mexico. 

In  recognition  of  her  contributions 
to  medical  education,  clinical  re- 
search, and  treatment  involving  lung 


John  P.  Howe  III,  MD  Katharine  Han-Kuang 


Hsu,  MD 

disease,  the  American  Thoracic  Soci- 
ety presented  the  1994  Distinguished 
Achievement  Award  to  Houston  pe- 
diatrician Katharine  Han-Kuang 
Hsu,  MD. 

Family  practitioner  Tom  Kennerly, 
MD,  Ho  uston,  and  El  Paso  public 
health  specialist  Laurance  N.  Mick- 
ey, MD,  each  received  the  Distin- 
guished Alumnus  Award  Irom  Baylor 
College  of  Medicine  in  Houston. 

The  Texas  Urological  Society  elected 

Roberto  L.  Olivares,  MD,  Sherman, 
president  of  the  organization.  Other 
olficers  include  William  L.  Sheehan, 
MD,  Houston,  president-elect;  and 
T.  Harrop  Miller,  MD,  Abilene,  sec- 
retary-treasurer. 

Dermatologist  Iris  Polinger,  MD, 

Stallord,  received  the  Woman  ol  Ex- 
cellence Award  Irom  the  Fort  Bend 
Chapter  ol  the  American  Business 
Women’s  Association. 

Dallas  surgeon  Michael  J.  Torma, 

MD,  won  the  Rodney  T.  West  Liter- 
ary Achievement  Award  ol  the  Amer- 
ican College  ol  Physician  Executives. 
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Cardiologist  Bernardo  Treistman, 

MD,  Houston,  was  honored  as  The 
Most  Distinguished  Peruvian  in  a 
Foreign  Country  by  the  Peruvian 
publication  Gente. 

DEATHS 


James  R.  Hofmann,  MD,  57; 

Brownsville;  National  University  of 
Mexico,  1968;  died  March  25,  1994. 

Harold  M.  Jesurun,  MD,  78;  El  Paso; 
University  of  Michigan  Medical 
School,  1940;  died  March  18,  1994. 

Leo  J.  Peters,  Jr,  MD,  79;  Dallas; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1939;  died 
April  17,  1994. 

Howard  M.  Siegler,  MD,  66;  Hous- 
ton; New  York  Medical  College, 
1965;  died  April  22,  1994. 

Joseph  J.  Tritico,  MD,  80;  Port 
Arthur;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1939; 
died  April  17,  1994. 

Ha  Young  Yoon,  MD,  63;  Houston; 
Seoul  National  University,  1957; 
died  March  19,  1994. 


YOCON* 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  Is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors.  Its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ' is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’''^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. T3 
Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 

How  Supplied;  Oral  tablets  of  YOCON®  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30’s 
NDC  53159-001-30 
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1 . A.  Morales  et  al..  New  England  Journal  of  Medicine:  1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
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A LOW-mSK  APPROACH 
TO  TAltFREE  INCOME 


YIELDS 

7.257. 

Tax-equivalent 
36%  tax  rate 

4.647o 

Current  yield  as 
of  5/22/94 


T.  ROWE  PRICE  TAX-FREE  INSURED 
INTERMEDIATE  ROND  FUND.  This  is  the  only  no-load 
intermediate-term  fund  that  offers  high  tax-free  income, 
extra  credit  protection,  and  moderate  market  risk  from  a 
portfolio  of  insured  municipal  securities. 

Extra  credit  protection  with  high  tax-free  income. 

As  a tax-free  investment,  this  Fund  offers  the  highly  taxed 
investor  one  of  the  few  remaining  ways  to  shelter  income  and  earn 
high  yields.  In  today's  uncertain  economic  environment,  this  Fund  can 
provide  added  security  in  two  ways; 

• The  medium-term,  5-10  year  average  weighted  maturity  of  the 
Fund  lets  you  earn  higher  yields  than  short-term  bonds  with  lower 
volatility  than  long-term  bonds. 


• Insured  AAA-rated  bonds  have  minimal  credit  risk  and  carry  the 
highest  bond  rating,  insuring  timely  payment  of  principal  and  interest.* 

Put  our  tax-free  expertise  to  work  for  you.  The  Fund's  managers 
adhere  to  a proven  strategy  of  active  portfolio  management  to 
enhance  returns  and  manage  risk.  We  currently  have  18  tax-free 
funds  with  more  than  $5  billion  in  municipal  assets  for  investors 
nationwide. 


Call  for  our  free  report.  The  Basics  Of  Tax-Free  Investing  can 
help  you  learn  more  about  the  benefits  of  tax-free  investing.  $2,500 
minimum.  Free  checkwriting.  No  sales  charges. 


High 

Tax-Free  Income 

Free  from  federal 
taxes. 

♦ 

Credit  Protection 

Fund  only  invests  in 
municipal  securities 
that  are  insured. 

♦ 

Experienced 

Management 

Over  $5  billion  in 
municipal  assets. 

♦ 

No  Sales  Charges 

No  fees  to  invest  or 
withdraw, 
no  12b-l  fees. 


Call  24  hours  for  a froe  report 
The  Basics  Oi  Tax-Free  investing 

1-800-541-8312 


Invest  With  Confidence 

TRoweftice 


4.57.  and  740/0  are  the  l-year  and  since  inception  ( 11/30/92)  average  annual  total  returns,  respectively  for  the  period  ending  3/31/94  *Securities  in  the  Fund  are  Biiannteed  is 

to  die  titnely  payment  of  principal  and  interest,  but  the  insurance  does  not  guarantee  the  market  value  of  the  bonds  in  the  portfoho.  A Lcurit/s  ra£SLed  on  the  insureris  “tint 
md  no  representation  is  made  a.s  to  any  msurer  s ability  to  meet  its  commitments.  The  Fund  itself  is  not  insured  nor  is  the  value  of  the  shares  guaranteed  Fund's  share  nrice  and  yield  will 
ary  as  interest  rates  change.  Figures  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Total  returns  repre^t  p^t  pctforl^^^^^ 
mtee  future  results.  Investment  return  and  pnncipal  value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  Sonie^income  may’ be  subject  to^slate 
mfnrmrn  mninium  tax.  Past  and  present  expense  limitations  have  increased  the  Fund's  yield  and  total  return.  Request  a prospectus  li\h  more  complete 

information,  mduding  management  fees  and  other  charges  and  expenses.  Read  it  carefuUy  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Service  £c  Distributor.  i 
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Connected  to  the  future 

The  latest  eomputer  teehnology  can  ease  paperwork  burdens 
and  expand  your  horizons 

By  Mark  Richardson,  Associate  editor 


The  art  of  medicine  and  the  science  of  comput- 
ing have  become  irrevocably  intertwined  in 
the  past  few  years,  as  advances  in  technology 
have  made  completing  the  most  tedious  and 
time-consuming  tasks  a snap.  Current  technology  gives  a 
physician  the  ability  to  gather  and  exchange  information 
at  the  touch  of  a button  from  an  ever-growing  network  of 
resources  around  the  world. 


But  if  your  computer  equipment  or  software  is  more 
than  2 years  old,  you  may  be  missing  out  on  even  more 
powerful  and  versatile  opportunities  to  run  your  practice 
and  expand  your  horizons. 

In  the  past  few  months,  com- 
puter makers  have  introduced 
major  advances  in  processing 
chips,  telecommunications  de- 
vices, and  hand-held  personal 
digital  assistant  (PDA)  devices, 
all  of  which  are  revolutionizing 
how  physicians  obtain,  file,  and 
use  medical  information. 

And  just  in  time,  it  appears. 

With  the  requirements  of  govern- 
ment, third-party  payors,  and 
hospitals,  and  countless  other  de- 
mands on  physicians  for  facts 
and  figures,  physicians  must  deal 
with  an  explosion  of  informa- 
tion. For  many,  finding  it,  digest- 
ing it,  and  filing  it  quickly  and 
efficiently  are  musts  these  days  to  avoid  being  inundated 
with  data. 

Faster,  farther,  higher 

Microprocessor  technology  has  come  a long  way  since 
personal  computers  began  showing  up  on  desktops  in  the 
late  1970s.  IBM’s  first  generation  of  personal  computers 
and  their  subsequent  clones  used  the  Intel  8086  micro- 


processor chip. 

Fast  forward  to  early  1994;  The  In- 
tel 8086  has  evolved  to  the  Pentium  P- 
6,  becoming  faster  and  more  powerful 
with  each  version,  running  as  fast  as 
100  megahertz  and  higher. 

Computing  speed  and  power  can 
be  critical  to  operations  in  a physi- 
cian’s office  or  clinic,  particularly  in 
the  future,  when  patient  records 
could  contain  CT  scans  or  videos  as 
part  of  a multimedia  format. 
Pentium-based  computers  are  able  to  run  current 
MS-DOS/Windows  software  at  higher  speeds,  and  allow 
multimedia  and  video  programs  to  run  much  more 

smoothly.  Pentium-based  ma- 
chines are  available  from  a variety 
of  companies,  including  IBM, 
Compaq,  Dell,  and  others,  start- 
ing at  around  $1,500  and  ranging 
up  to  $5,000  or  more,  depending 
on  features  and  memory. 

Now  comes  a new  chip,  the  Pow- 
erPC 601,  designed  jointly  by  Ap- 
ple, IBM,  and  Motorola.  The  Pow- 
erPC is  designed  to  be  a direct 
competitor  to  the  Pentium,  and  it 
offers  a level  of  performance  that 
matches  most  of  the  Intel  chip’s  ca- 
pabilities, as  well  as  those  of  higher 
level  “workstation”  computers,  called 
Reduced  Instruction  Set  Computing 
(RISC)  chips.  The  major  advantage 
of  the  PowerPC  is  its  ability  to  oper- 
ate a variety  of  operating  systems,  including  MS-DOS/Win- 
dows, Macintosh’s  System  7,  UNIX,  and  others. 

The  first  PowerPC-based  machines  were  introduced  by 
Apple  earlier  this  year.  There  are  three  models  of  the  Pow- 
er Macintosh  available,  ranging  in  price  from  about 
$2,000  to  around  $5,000,  depending  on  features.  IBM 
plans  to  unveil  the  PPC  430A,  a PowerPC-based  ma- 
chine, sometime  in  late  1994. 


Compaq’s  Centura  Aero  is  one  of  the  new  generation 
of  ultralight,  ultrafast  laptop  computers. 
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Apple’s  Newton  MessagePad  is  one  of  the  new  pen- 
based  personal  digital  assistant  computers. 


Both  Pentium  and  PowerPC  com- 
puters can  operate  as  stand-alone 
PCs  or  can  function  as  Hie  servers  for 
offices  with  several  computers. 

Talking  to  the  world 

Perhaps  the  most  rapidly  developing 
area  of  computing  is  telecommunica- 
tions, where  the  use  of  fax  and  mo- 
dem capabilities  are  becoming  more 
commonplace. 

To  communicate  with  another 
computer,  your  computer  must  be 
fitted  with  a modulation-demodula- 
tion device,  or  modem.  Many  of  the 
more  popular  models  allow  you  to 
send  both  fax  transmissions  and  digi- 
tal information.  A modem  can  be  ei- 
ther internal,  which  fits  inside  an  ex- 
pansion slot  in  your  computer,  or 
external,  which  stands  alone  as  a desk- 
top unit  connected  to  your  comput- 
er’s serial  port. 

Modems  come  in  different  speeds. 


and  generally,  the  faster,  the 
better.  Several  years  ago,  the 
standard  speed  was  300 
baud  per  second  (bps).  More 
recently,  speeds  of  2400  bps 
and  9600  bps  are  becoming 
common,  and  speeds  of 
14400  and  higher  are  possi- 
ble. 

The  big  attraction  of  a 
modem  is  that  it  is  basically 
your  on-ramp  to  the  infor- 
mation superhighway.  With 
a modem-equipped  comput- 
er and  a telephone  line,  you 
can  literally  communicate 
with  almost  every 
part  of  the  world. 

For  physicians,  telecom- 
municating can  open  up  a 
world  of  information  and 
opportunity  that  did  not  ex- 
ist a mere  decade  ago.  Fhe 
ability  to  send  reports,  im- 
ages, records,  and  lab  data 
back  and  forth  electronically 
cuts  paper  and  delivery  time 
out  of  the  loop.  It  can  make 
filing  insurance  forms  and 
getting  reimbursed  some- 
thing that  happens  in  a few 
seconds,  not  a few  weeks. 

Making  a connection 

But  perhaps  the  biggest  op- 
portunity of  telecommunicating  is 
the  ability  to  confer  with  colleagues, 
not  just  across  town  or  across  the 
state  but  around  the  world. 

Several  commercial  computer  ser- 
vices, such  as  CompuServe,  America 
On  Line,  GEnie,  Prodigy,  and  Delphi, 


offer  professional  communication  fo- 
rums containing  bulletin  boards,  li- 
braries, software,  and  other  medical 
information  that  can  be  shared  among 
the  physician  community. 

Such  services  are  generally  avail- 
able for  a small  flat  fee,  plus  an 
hourly  fee  for  online  time.  Some  of- 
fer roundtable  discussion  of  medical 
matters  and  health-system  reform,  in 
which  physicians  can  talk  about  is- 
sues online  with  experts  in  the  field. 
Gateways  to  MEDLINE  and  other 
services  also  are  available. 

The  commercial  services  are  not 
the  only  game  in  town.  There  are 


hundreds  of  small,  private  medical 
bulletin  board  systems,  many  operat- 
ed by  physicians,  medical  societies, 
or  specialty  societies.  A listing  of 
more  than  100  such  services  is  avail- 
able in  the  “MedSlG”  library  file  of 
GompuServe. 


A high-speed  modem  can  connect  you  to  the  world  via 
information  services  like  America  On  Line  or  Internet. 
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But  the  most  promising  lane  of  the 
information  highway  is  the  Internet. 
Available  for  years  only  to  scientists, 
engineers,  and  academics,  the  Internet 
now  has  expanded  to  take  in  virtually 
every  interest  and  topic  imaginable, 
including  a wide  variety  of  medical 
and  health-care  subjects.  (Much  of 
the  research  for  this  article  was  done 
on  CompuServe  and  the  Internet.) 

In  The  Internet  Yellow  Pages,  a 
450-page  guide  to  Internet  services, 
there  are  some  35  mailing  addresses 
for  medical  topics,  ranging  from  a 
genetics  databank  to  a forum  on  pol- 
itics and  medicine.  Virtually  every 
specialty  and  subspecialty  is  covered. 

And,  if  you  tire  of  talking  shop, 
the  Internet  has  other  interest  areas 
ranging  from  art  to  zoology. 

The  Internet  can  be  accessed 
through  most  universities,  colleges, 
and  research  stations.  Gateways  to 
the  Internet  also  can  be  found  in 
CompuServe,  America  On  Line,  and 
Delphi  services.  And  commercial 
gateways  are  available  in  most  major 
cities.  Prices  vary  widely,  but  online 
time  is  generally  about  $15  an  hour 
to  access  the  Internet. 

From  desktop  to  briefcase 

As  computers  get  faster,  they  are  also 
getting  smaller  — much  smaller.  In 
fact,  the  hottest  trend  in  computers 
these  days  seems  to  be  the  laptop  mod- 
els, small  computers  about  the  size  of  a 
notebook  (7”  x 10”  x 1”)  and  weighing 
less  than  5 pounds,  and  pen-based 
computers,  which  are  small  enough  to 
carry  in  a coat  pocket  but  can  link  you 
with  the  rest  of  the  world. 

i6 


The  laptop  computer  revolution 
began  3 or  4 years  ago,  as  computer 
manufacturers  developed  portable 
models  with  liquid  crystal  diode 
(LCD)  screens  and  very  little  com- 
puting power. 

But  in  recent  months,  brands  such 
as  IBM,  Apple,  Compaq,  and  Toshiba 
have  debuted  laptop  machines  weigh- 
ing as  little  as  2 pounds  that  have  all 
the  computing  power  of  their  desktop 
cousins,  with  back-lit  color  monitors, 
high-capacity  disk  drives,  built-in 
trackballs  or  mice,  and  other  ameni- 
ties. With  everything  fitting  in  a small 
briefcase,  laptops  can  easily  be  used  by 
physicians  on  rounds. 

Most  laptop  computers  offer  either 
Intel  80386  or  80486  chips,  with  be- 
tween 4 megabytes  and  16  megabytes 
of  random  access  memory  (RAM),  and 
80  megabytes  to  200  megabytes  of 
hard-disk  storage.  Most  are  configured 
to  run  Microsoft’s  Windows  interface, 
except  Apple’s  Power  Book  series, 
which  runs  Macintosh’s  System  7 on  a 
Motorola  68040  chip. 

The  Macintosh  Power  Book  Duo 
230  has  a unique  feature.  It  is  de- 
signed either  as  a portable  laptop  or 
as  a desktop  computer.  It  comes  with 
a desktop  “dock”  that  includes  a full- 
size  monitor  and  keyboard.  In  the 
office,  it  slides  into  its  dock  to  oper- 
ate as  a full  -size,  full-function  Macin- 
tosh, while  becoming  completely 
portable  when  it  is  taken  out  of  the 
dock  and  on  the  road. 

Laptop  computer  prices  begin 
just  below  $1,000  and  range  to 
about  $5,000,  depending  on  memo- 
ry and  features. 
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Pocket-size  computing  power 

i Much  easier  to  take  on  the  road, 
though  not  quite  as  powerful,  are  the 
latest  generation  of  pen-based  com- 
puters, including  personal  digital  as- 
I sistants  (PDAs)  and  digital  tablets. 

The  best  known  of  the  PDA  ma- 
chines is  the  Apple  Newton,  a palm- 
j size  computer  that  can  keep  track  of 
appointments;  maintain  an  address 
book;  take,  store,  and  transmit  notes 
] and  records;  and  perform  other  per- 
sonal information  tasks.  A physician, 
with  the  stroke  of  a computer  “pen,” 
could  write  a prescription  or  make  a 
referral  for  a patient  and  fax  it  direct- 
j ly  from  the  PDA  — before  the  pa- 
tient has  even  left  the  office. 

The  key  feature  of  the  Newton 
and  other  PDAs  is  a handwriting 
recognition  program,  which  can  turn 
handwritten  notes  into  printed  text. 
You  use  a penlike  device  to  “write” 
directly  on  the  screen.  The  computer 
then  interprets  the  handwriting  and 
turns  it  into  plain  text. 

Though  early  models  received 
some  negative  reviews  because  of  ini- 
tial problems  with  handwriting 
recognition,  companies  now  say  they 
have  worked  most  of  the  bugs  out  of 
the  system. 

A PDA  can  be  fitted  with  any  of 
several  optional  features,  including  a 
cellular  telephone  with  a wireless 
fax/modem,  which  would  allow  a 
user  to  fax  or  receive  notes,  messages, 
or  data  from  virtually  any  location. 
Other  optional  features  include  ex- 
panded memory  modules,  interfaces 
with  larger  computer  systems,  and 
networking  software. 
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Other  companies  offering  PDAs 
are  AP&T,  Casio,  landy,  GRiD,  and 
Sharp.  Prices  start  at  about  $700  for 
the  basic  models  and  can  go  much 
higher  depending  on  what  acces- 
sories are  purchased. 

Tablet  computers  are  similar  to 
PDAs,  but  are  more  like  large  writing 
tablets  and  are  often  linked  directly 
to  larger  computers. 

The  IBM  ThinkPad,  which  mea- 
sures 9.6”  X 1 1.6”  X 1.4”,  operates  as 
a stand-alone  computer  and  costs 
about  $3,600.  On  the  other  end  of 
the  scale  is  the  Data  Entry  Systems 
Mini-writer,  an  1 1 ” x 1 1 ” x 1 ” pad 
for  $1,300,  which  is  designed  to 
work  with  a larger  computer. 

A household  utility 

Most  physicians’  offices  use  a com- 
puter system  to  keep  the  books,  track 
scheduled  appointments,  and  file  in- 
surance claims. 

But  in  the  new  world  of  high- 
speed processors,  hand-held  comput- 
ers, and  worldwide  connections,  all 
that  may  be  changing.  Radiology 
networks  already  are  in  place  in  sev- 
eral areas  of  Texas,  allowing  CT  scan 
images  to  be  transmitted  from  the  ra- 
diologist to  the  primary  care  physi- 
cian in  seconds. 

Other  networks  are  forming,  and 
with  them,  the  practice  patterns  of 
many  physicians  may  begin  to  in- 
clude time  spent  on  the  computer 
each  day,  conferring  with  colleagues, 
researching  medical  literature,  con- 
sulting over  a shared  CT  scan,  or 
simply  conversing  with  a friend  a 
short  5,000  miles  away.  ★ 


Aberdeen  Medical  Insurance  Services,  Inc.  will  provide  you  with 
the  solutions  to  your  medical  malpractice  insurance  problems. 

V.  are  a dedicated  group  of  professionals  that  have  built  a reputation 
for  obtaining  reasonably  priced  malpractice  insurance  regardless 
of  a physicians  claim  history,  specialty  or  previous  problems. 

For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 
(800)  622-9296  or  in  Houston  (713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Medical 


FREEMANBCOCKERELL 


DERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAYJ.  COCKERELL,  M.D. 

2330  BUTLER  STREE  I ■ SUITE  115  ■ DALLAS,  TEXAS  75235 
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COMMITTED  TO 


ROCHE  LABORATORIES 

presents  the  winners  of  the  1993  President's  Achievement  Award 


Please  join  us  in  honoring  these  outstanding  Roche  representatives  who  have  distinguished  them- 
selves by  a truly  exceptional  level  of  professionalism,  performance  and  dedication  to  quality 
health  care.  Throughout  the  year,  each  of  these  award-winning  individuals  has  consistently 
exempilified  the  Roche  Commitment  to  Excellence  and  we're  proud  to  invite  you  to  share  in 
congratulating  them  on  their  achievement. 


jami  McCool 
Corpus  Christi,  Texas 


Martha  McQueen 
Austin,  Texas 


I 

Sandra  Millman 
Corpus  Christi,  Texas 


Catherine  Niemann 
Midland/Odessa,  Texas 


EXCELLENCE 


Sheila  Sutherland 
Dallas,  Texas 


Elizabeth  Syniank 
Tent  pile,  Texas 


Jerry  Alexander 
Longview,  Texas 


Catherine  Antiporda 
El  Paso,  Texas 


Susan  Erskine  Bailey 
Dallas,  Texas 


Cynthia  Frieinel 
Victoria,  Texas 


Rowland  Harris 
San  Antonio,  Texas 


Geoff  Heppes 
Fort  Worth,  Texas 


Cathy  Kent 
Nacodoches,  Texas 


Legislative  Affairs 

The  Texas  way  in  Washington 

TMA  lobbyists  work  parochial  concerns  in  health-system  reform 
while  ‘big picture  issues  sort  themselves  out 

By  Ken  Ortolon,  Associate  editor 


exas  Medical  Association  lobbyists  have  been 
spending  nearly  2 weeks  each  month  in 
Washington,  DC,  lobbying  the  Texas  congres- 
sional delegation  on  health-system  reform. 


But  when  those  lobbyists  make  their  rounds  in  the 
H ouse  and  Senate  office  buildings,  they’re 
spending  less  time  and  political 
influence  on  the  issues  that  have  been 
grabbing  headlines,  such  as  universal  cov- 
erage, employer  mandates,  or  health  pur- 
chasing alliances.  Instead,  they  have 
narrowed  their  focus  to  a core 
group  of  issues  that  ultimately 
may  have  greater  impact  on 
the  physicians  and  patients 
back  home  in  Texas. 

One  of  those  core  issues 
insurance  reform,  says  Hous- 
ton dermatologist  Fred  F. 

Castrow  II,  MD,  immediate 
past  chairman  of  the  TMA 
Council  on  Legislation. 


TMA  lobbyists  are  “work 
ing  the  so-called  global 
issues,”  Dr  Castrow 
said,  “but  their  em- 
phasis is  primarily 
on  trying  to  get  the 
insurance  company 
lobbyists  to  the  table 
to  work  on  legisla- 
tion that  would  im 
prove  the  access  of  pa- 
tients and  physicians  to  the 
managed  care  entities.” 

Dr  Castrow  says  that  approach  is  a strategic  decision 
based  on  how  the  health-system  reform  debate  seems  to 
be  shaping  up  in  Congress.  So  far,  there  appears  to  be 
little  support  for  some  of  the  more  threatening  elements 
contained  in  the  original  Clinton  health-system  reform 


plan,  he  says. 

“It  is  the  reading  of  the  political 
insiders  and  the  lobby,  to  use  an  over- 
worked phrase,  that  there  is  no  need 
to  fall  on  our  swords  over  things  that 
are  already  dead,”  Dr  Castrow  said. 
TMA  Legislative  Affairs  Director  Alfred  Gilchrist 
agrees.  “Some  physicians  may  not  understand 
this,  but  many  of  the  issues  in  this  debate 
that  are  rightfully  viewed  as  critical  to 
Texas  physicians  are  considered  side  is- 
sues by  virtually  every  member  of  Con- 
gress,” he  said. 

“Issues  like  the  employer  man- 
date, mandatory  alliances,  and 
global  budgets  are  the  ‘big  pic- 
ture’ issues,  and  are  over  the 
heads  of  almost  any  single  inter- 
est group.  What  we’re  seeing  is  a na- 
tional debate  on  those  issues,  and 
many  of  them  are  shaking  out  in  a 
way  that  frees  us  up  to  point  a rifle 
at  certain  delivery  system  issues,” 
Mr  Gilchrist  said.  “You  don’t 
want  to  go  out  and  use  up  your 
political  ammunition  on  is- 
sues that  are  currently  be- 
ing resolved.” 


Three-pronged  attack 

Instead,  Mr  Gilchrist  says, 
TMA’s  health-system  reform 
lobby  efforts  now  are  focus- 
ing on  three  main  fronts.  First  is  an 
effort  to  secure  additional  cospon- 
sors among  the  Texas  congressional 
delegation  for  the  antitrust  legislation  being 
sponsored  by  US  Rep  Bill  Archer  (R-Houston).  That  leg- 
islation would  empower  physicians  with  antitrust  “safety 
zones”  so  they  can  deal  with  insurance  entities  who  cur-  E 
rently  enjoy  total  exemption  from  federal  antitrust  laws.  2 
The  second  front  is  an  effort  to  bring  the  nation’s  five  S 
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‘‘There  is  no  secret  formula  to  our  approach 
It’s  straightforward.  We  want  to  openly 
share  our  point  of  view  with  the  insurers 
and  hear  their  concerns 


largest  insurance  companies  to  the 
bargaining  table  to  hammer  out  leg- 
islation to  require  fair  market  prac- 
tices in  the  managed  care  industry. 

The  third  front,  tied  closely  to  the  [ 
second,  is  promoting  cosponsorship 
by  Texas  congressmen  of  the  Ameri- 
can Medical  Association’s  recently  an- 
nounced Patient  Protection  Act.  That 
act  includes  almost  all  of  the  provi- 
sions of  the  Fair  Market  Practices  Bill 
earlier  drafted  by  TMA  (see  “Deselec- 
tion, round  two,”  Texas  Medicine, 
April  1994,  pp  20-22). 

Other  issues,  such  as  border 
health,  problems  with  Medicare’s  re- 
source-based  relative  value  scale,  rur- 
al health,  and  liability  reforms,  also 
are  being  pursued,  Mr  Gilchrist  says.  | 
For  example,  the  bill  to  create  a US-  j 
Mexico  border  health  commission 
has  been  tied  to  a package  of  rural 
health  reforms,  giving  it  broad  na- 
tional support  in  Congress. 

However,  the  emphasis  for  now  is 
centering  on  insurance  reform  issues. 

In  fact,  significant  progress  already 
has  been  made,  particularly  in  terms  j 
of  the  managed  care  legislation.  The 
provisions  now  embodied  in  AMA’s 
Patient  Protection  Act  started  out  as  a 
solo  effort  by  TMA  to  garner  congres- 
sional interest  in  the  managed  care 
abuses  seen  in  Houston  and  elsewhere 
in  Texas,  where  physicians  have  been 
dropped  wholesale  from  managed 
care  plans  with  no  explanation  and 
patients  have  been  left  wondering 
why  they  could  no  longer  see  the  doc- 
tors with  whom  they  had  developed  j 
long-standing  relationships.  1 

After  filing  suit  against  two  Hous- 


ton managed  care  firms,  TMA  devel- 
oped legislation  to  address  these  and 
other  problems  and  began  shopping  it 
to  the  Texas  congressional  delegation. 
While  TMA  lobbyists  worked  the  is- 
sue in  the  halls  of  Congress,  physi- 
cians back  home  used  relationships 
developed  through  TMA’s  “key  con- 
tact” system  to  personally  lobby  the 
issue  with  their  local  congressmen 
during  the  Easter  recess  this  year. 

Dr  Castrow  says  Harris  County 
physicians  met  with  Houston  congress- 
men at  that  time,  including  US  Reps 
Craig  Washington  and  Mike  Andrews, 
both  Democrats,  and  Reps  Jack  Fields 
and  Bill  Archer,  both  Republicans. 

They  not  only  found  interest  in 
the  bill,  but  ready  help  as  well. 

Sheleen  Johnson,  legislative  aide 
on  health  issues  for  US  Rep  John 
Bryant  (D-Dallas),  helped  bring  the 
legislation  to  the  attention  of  key 
staffers  for  the  health  subcommittee 
of  the  House  Energy  and  Commerce 
Committee.  And  staff  of  Congress- 
man Andrews  helped  bring  lobbyists 
for  the  so-called  “C-5,”  the  five 
largest  insurance  companies,  to  the 
negotiating  table. 

“They’re  the  ones  who  made  it 
happen,”  said  TMA  lobbyist  Connie 
Barron,  who,  with  Mr  Gilchrist,  has  ! 
been  heavily  involved  in  that  lobby- 
ing effort.  “Without  their  help,  we 
wouldn’t  be  able  to  work  our  issues 
on  such  a broad  front.” 


Managing  managed  care 

While  TMA  lobbyists  had  been 
working  the  fair  market  issues  for 
several  weeks,  AMA  did  not  unveil 
its  Patient  Protection  Act  until  the 
morning  of  May  23.  That  afternoon, 
Mr  Gilchrist  and  Ms  Barron  were 
among  those  huddled  around  the 
bargaining  table  with  the  insurance 
company  representatives. 

“The  national  attention  brought 
to  this  issue  by  AMA  involvement  is 
extremely  meaningful  and  helpful, 
not  to  mention  the  message  to  the 
insurers  that  every  state  medical  asso- 
ciation in  the  country  is  on  the 
hunt,”  Mr  Gilchrist  said.  “1  believe 
AMA,  state  medical  association,  and 
individual  physician  pursuit  of  this 
bill  will  be  relentless. 

“Even  so,”  he  added,  “there  is  no 
secret  formula  to  our  approach.  It’s 
straightforward.  We  want  to  openly 
share  our  point  of  view  with  the  in- 
surers and  hear  their  concerns.  It’s 
the  best  way  to  determine  areas  of 
agreement  and  disagreement.” 

Mr  Gilchrist  says  the  committee 
stage  is  crucial  to  the  eventual  success 
of  TMA’s  fair  market  proposals. 

“The  first  deadline  in  the  process 
is  the  reports  of  the  key  committees,” 
he  said.  “You  want  to  try  to  accom- 
plish as  much  as  you  possibly  can 
through  each  decision  point,”  he 
noted.  “It’s  usually  preferable  to  get 
all  you  can  in  a negotiated  process 
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‘‘No  matter  what  comes  out  of  health  reform, 
there  likely  will  be  ongoing  increases  in 
managed  care  entities.  It  makes  sense  that  we 


get  some  protections  in 

worked  out  beforehand  so  that  once 
you  get  to  the  floor  it’s  hands  off,  or 
you  run  the  risk  of  having  the  oppos- 
ing side  whack  at  your  product.  We 
wouldn’t  want  a floor  flght  on  this, 
but  in  many  respects  that  will  be  up 
to  the  insurers.” 

Developing  consensus 

Ms  Barron  says  the  fair  market  prac- 
tices proposals,  or  Patient  Protection 
Act,  appear  at  this  point  to  have  a 
good  chance  of  being  passed. 

“We’re  trying  to  develop  it  as  a 
consensus  amendment,”  she  said. 
“No  matter  what  comes  out  of  health 
reform,  there  likely  will  be  ongoing 
increases  in  managed  care  entities. 
They’re  going  to  continue  to  form 
and  continue  to  move  into  the  mar- 
ket. It  makes  sense  that  we  get  some 
protections  in  there  for  patients.” 

The  antitrust  legislation  may  not 
have  as  bright  a future  because  of 
heavier  opposition,  she  says.  The 
Wall  Street  Journal  recently  called  the 
antitrust  fight  one  of  the  “most  in- 
tense lobbying”  struggles  in  the  re- 
form debate.  Insurers,  consumer 
groups,  and  allied  health  organiza- 
tions such  as  the  American  Nurses 
Association  and  American  Optomet- 
ric  Association  have  lined  up  to  op- 
pose the  bill. 

For  both  issues,  a lot  depends  on 
how  the  insurance  industry  perceives 
it  is  doing  in  the  reform  debate. 


there  for  patients.” 

“They’re  on  the  defensive  on  a 
number  of  fronts,”  Mr  Gilchrist  said. 
Insurers  are  trying  to  kill  a premium 
tax  and  fighting  medicine’s  antitrust 
bill.  They  have  expressed  grave  con- 
cerns about  the  Patient  Protection 
Act,  and  face  other  issues  such  as  pre- 
mium caps  and  creation  of  purchas- 
ing alliances. 

“If  they  perceive  that  their  defen- 
sive front  is  penetrated  and  that 
they’re  being  flanked  and  overrun, 
then  there  may  be  a retreat  in  some  of 
their  positions,  but  pressure  is  going 
to  have  to  build  to  make  it  happen,” 
Mr  Gilchrist  said. 

So  far,  the  insurance  companies 
have  shown  no  evidence  of  cracking. 

“Right  now,  they’re  pushing  hard 
on  everything,”  Ms  Barron  said. 
“They  don’t  show  any  signs  of  fighting 
any  issue  less  vehemently  than  any 
other.  I'hey’ll  continue  to  do  that  un- 
less they  feel  they  can’t  win  the  whole 
flght,  then  they  will  have  to  pick  their 
battles.  That  will  strengthen  our  abili- 
ty to  win  others.”  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association 's  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  " according  to  Texas  Govt  Code  Ann  §305  027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin.  TX  78701. 


f Rx  for  Psychiatric 
and  Substance  Abuse 
Referrals 

Call  with  Confidence  for 
your  Patients 

Patients  with  tough  behavioral  health 
problems  often  need  a comprehensive 
psychiatric  evaluation  with  access  to  a 
broad  range  of  cost-effective  services. 

With  a call  to  Timberlawn,  you 
can  make  this  possible.  Dallas 
physicians  have  been  calling  us  to 
help  for  over  75  years,  and  continue 
to  depend  on  Timberlawn’s  integrated 
system  of  evaluation,  outpatient,  day, 
residential,  and  inpatient  services  to 
provide  your  patients  with  just  the 
programs  they  need. 

• 5 Outpatiant  Clinicf 

North  Dallas 
East  Dallas 
Las  Colinas 
DeSoto/Duncanville 
Grape%ane 

• Inpatient 

Short-term  Crisis  Stabilization 
Neuro-behavioral  Services 
ACCELerted  Executive  Proram 
Substance  Abuse  Program 
Child  & Adolescent  Programs 

• Ratidantinl 

Substance  Abuse  Program 
Adolescent  Program 
Children’s  Program 
TDPRS  Level  VI  Program 
Apartment  Living  Programs 

• Day  and  Evening  Programs 

Mental  & Substance  Abuse 
Programs 

Day  or  night,  Timberlawn’s  physi- 
cians and  nurses  are  available  to  help 
you  manage  your  patients’  psychi- 
atric and  substance  abuse  illnesses 
and  disorders,  with  the  excellent  care 
you  trust.  And  Timberlawn’s  full 
array  of  available  services  are  attrac- 
tive to  insurers,  managed  care 
reviewers  and  other  payors  as  we 
tailor  care  to  an  individual’s  need, 
easing  the  financial  burden  on 
patients  and  families. 

Call  us  to  help  you  help  them. 
Timberlawn  is  the  solution  for  your 
psychiatric  and  substance  abuse 
referral  needs. 

Call  (214)  381-7181 

timberlawn 

t MENTAL  HEALTH  SYSTEM 

Dedicated  to  patient  care,  education  and  research  since  1917. 

4600  Samuell  Blvd. 

P.O.  Box  151489  Dallas,  Texas  75228 
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PLEASE  ORDER  YOUR  KIT  TODAY! 


FREE  for  TMA  Members 

Health  System  Reform 
Patient  Choice  Information  Kits 

YES... 

I want  to  let  my  patients 
know  what  Texas  physicians 
think  about  the  proposals  to 
change  the  health  care 
system.  Please  send  me  one 
of  TMA's  Patient  Choice 
Information  Kits  and  put  me 
on  the  mailing  list  for 
updated  materials. 


Included  in  TMA’s  Patient 
Choice  Communications  Kit: 

• Patient  Brochures 

• Table  Top  Display 

• Buttons 

• Bumper  Stickers 

• Patient  Choice  Fact  Cards 


I 


I 

I 


HOW  TO  ORDER: 

By  Telephone:  Call  (800)  880-1300 
By  FAX:  FAX  to  (512)  370-1633 

By  Mail:  Send  to:  TMA  Patient  Choice  Campaign 

401  West  15th  Street 
Austin,  Texas  78701-1680 

DELIVER  TO: 

Physician  Name 

Address: 

City: 

State: Zip: 

Office  Phone:  ( ) 


MY  DOCTOR. 


MY  CHOICE. 

Please  Help  Fund  TMA’s 
Patient  Cfwice  Campaign 

All  TMA  members  are  being 
asked  to  consider  making  a 
voluntary  contribution  of  up  to 
$200.  Please  consider  helping 
fund  this  critical  effort. 

A U']) . 

Q YES!  I want  to  help  with  a 
voluntary  contribution  of: 

□ $200  □ $ 

Please  make  checks  payable  to: 
‘'TMA  Patient  Choice  Campaign" 


FAX  BACK/MAIL  BACK  ORDER  FORM 


Contributions  to  the  TMA  Patient  Choice  Campaign  arc  lobbying  expenses  & are  not  deductible  as  business  expenses  or  as  charitable  contributions  for  income  lax  purposes. 


We  offer  the  best  medical  insurance  of  all. 

Excellent  care. 


Medically  effective^  cost- 
ejfective:  Out  Circle  of 
Healing  model  delivers  the 
right  patient  care  at  the 
right  time. 


OUTPATIENT 

REHABILITATIO 


INPATIENT 
REHABILITATION 


ACUTE  CARE 


SUBACUTE  CARE 


At  the  new  St.  Michael  Rehabilitation  Hospital,  we 
believe  nothing  insures  excellent  results  like  excellent 
care.  And  fi'om  the  quality  of  oui*  clinical  teams  to  our 
unique  six-clay-a-week  rehabilitation  regimens,  excellence  is  the  one  and  only  medical 
standard  we  aspii’e  to. 

Our  facility  is  a key  link  in  an  advanced  therapeutic  model  we  call  the  St.  Michael 
Circle  of  Healing,  which  promotes  medically  effective,  cost-effective  care  by  delivering 
the  right  patient  service  at  the  right  time.  As  such,  we’re  not  just  a new  hospital.  But 
I a whole  new  approach  to  rehabilitation  medicine. 

, So  to  insure  that  your  rehabilitation  patients  are  getting  the  best,  remember 

the  new  St.  Michael  Rehabilitation  Hospital.  For  an  informational  brochure,  call 


ilui  hospital  administrator  at  (903)  614-4286  or  1-800-293-1333. 


St.  Michael 

Rehabilitation 

Hospital 


2400  St.  Michael  Drive  / Texarkana,  TX  7550 


THE  NEW  ST.  MICHAEL  REHABILITATION  HOSPITAL 


The  Physician’s  Life 


Violence  against  physicians 

Societal  aggressiofi  worsens  an  occupational  hazard 

Bv  Bl'  Dl  CiRAlMiV,  Associate  editor 


eacilines  and  news  reports 
raise  the  alarm: 

“Last  month’s  shooting  of 
three  emergency  physicians 
in  Los  Angeles  has  triggered  renewed 
physician  concern.” 

“Physician  David  Gunn,  47,  of  Eufala, 
Ala,  was  shot  three  times  in  the  back  on 
March  10,  1993,  when  he  arrived  for  work 
at  the  rear  of  a Pensacola  abortion  clinic.” 

“A  man  who  police  say  confessed  to 
killing  a plastic  surgeon  and  a hairdresser 
told  a judge  he  was  angry  about  people 
‘diluting  the  Aryan  beauty.’” 

“Yale  professor  is  injured  by  blast;  mail 
bomb  tied  to  terror  in  ’70s.” 

Although  research  into  violence  against  physicians  re- 
mains spotty  and  anecdotal,  experts  agree  the  problem  is 
growing.  Most  acts  of  violence  so  far  documented  appear 
to  fall  into  two  categories,  depending  on  who  instigates 
the  aggression  and  why:  patients  and  their  relations  vent- 
ing anger  and  frustration;  and  members  of  terrorist  orga- 
nizations promoting  political  causes. 

Regardless  ol  how  or  why  the  violence  takes  place,  or 
by  whom  it  is  promulgated,  the  results  are  the  same. 
From  mere  disruption  to  shocking  tragedy,  the  phenome- 
non of  violence  against  physicians  has  added  another  oc- 
cupational hazard  to  the  practice  of  medicine. 

The  roots  of  a growing  problem 

Several  forces  have  combined  to  make  workplace  violence 
an  issue  for  physicians  and  other  health-care  professionals, 
explains  Ellen  Taliaferro,  MD,  director  of  health  policy 
and  violence  prevention  in  the  Division  of  Emergency 
Medicine  at  The  University  of  Texas  Southwestern  Med- 
ical Center  in  Dallas. 


First,  she  says,  is  the  backdrop  against  which  these 
events  are  taking  place:  a country  that  seems  to  grow  more 
turbulent  each  day.  Dr  Taliaferro,  who  a year  and  a hall  ago 
colounded  Physicians  for  a Violence-free  Society,  mentions 
three  of  the  factors  responsible  lor  this  trend:  the  instruc- 
tive example  of  violence  in  the  home;  the  breakdown  ol  the 
community;  and  the  availability  ol  handguns,  which  make 
it  possible  to  act  on  aggressive  impulses. 

“There  are  already  221  million  handguns  in  this  nation,” 
said  Dr  Tiliaferro.  “That’s  almost  one  handgun  per  person.” 

A national  study  conducted  by  the  Bureau  ol  Labor 
Statistics  revealed  that  homicide  accounted  lor  17%  ol  the 
6,083  work-related  fatalities  in  1992,  demonstrating  that 
physicians  aren’t  the  only  targets  of  on-the-job  aggression. 
But  when  they  are,  why  are  they? 

To  the  tableau  of  social  breakdown.  Dr  Taliaferro  and 
other  experts  say  patients’  frustration  with  the  health-care 
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system  may  be  to  blame  for  violence 
specifically  directed  against  health- 
care professionals. 

“While  the  Clinton  folks  just 
keep  talking  and  talking  and  talking, 
the  practice  of  medicine  is  getting 
harder,”  Dr  Taliaferro  said.  “Physi- 
cians and  nurses  are  being  asked  to 
do  more  with  less.  This  increases  pa- 
tient waiting  times,  and  patient  frus- 
tration goes  sky  high.” 

In  fact,  the  chairman  of  the  Los 
Angeles  hospital  emergency  depart- 
ment where  three  physicians  were 
shot  last  year  remarked  soon  after  the 
shootings  on  the  growing  hostility 
toward  the  health-care  system. 

When  patients  and  their  families 
aren’t  the  aggressors,  however,  violent 
acts  often  have  an  entirely  different 
origin,  one  that  would  seem  to  fit 
more  readily  into  Northern  Ireland 
than  North  America. 

Political  terrorism  and  the 
medical  profession 

Few  images  of  1993  were  more  dis- 
turbing than  that  of  David  Gunn, 
MD,  lying  dead  on  the  ground  be- 
hind a Florida  abortion  clinic,  a bul- 
let wound  in  his  back. 

In  retrospect,  it  seems  the  death 
of  someone  like  him  was  inevitable, 
for  threats  and  assaults  on  abortion 
facilities  and  providers  had  become 
almost  commonplace.  For  example, 
between  1985  and  1987,  89  in- 
stances of  arson  or  bombing  of  clin- 
ics were  documented  (1).  Dr  Gunn 
himself  had  received  numerous  death 
threats  and  carried  three  guns  in  his 
car  for  protection. 
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Another  physician  who  performed 
abortions  was  shot  and  wounded  in 
Wichita,  Kan,  in  August  1993.  A 
month  later,  Ghicago  abortionist 
Bernard  Smith,  MD,  told  The  New 
York  Times  he’d  been  wearing  a bul- 
let-proof vest  since  the  murder  of  Dr 
Gunn.  And  closer  to  home,  a Dallas 
obstetrician  recently  announced  plans 
to  move  his  office  after  withstanding 
more  than  a year  of  harassment, 
death  threats,  picketing,  and  stalking 
by  anti-abortion  protesters. 

Medical  researchers,  more  than 
anyone,  can  empathize  with  the  plight 
of  these  physicians.  The  violent  ac- 
tions of  anti-abortion  groups  have 
been  matched  in  this  country  only  by 
those  of  animal  rights  organizations. 

James  Todd,  MD,  executive  vice 
president  of  the  American  Medical 
Association,  wrote  US  Attorney  Gen- 
eral Janet  Reno  in  April  1993  deplor- 
ing such  activities. 

“Animal  advocacy  groups  are 
threatening  and  destroying  biomed- 
ical research  and  research  careers, 
some  before  they  begin,  with  vio- 
lence,” Dr  Todd  wrote.  “It  is  a prob- 
lem that  is  national  (and  even  inter- 
national) in  scope,  and  your  help  is 
sorely  needed.  Some  of  these  people 
are  clearly  terrorists.” 

The  National  Society  for  Biomed- 
ical Research,  based  in  Washington, 
DG,  won’t  even  attempt  to  estimate 
the  cost  of  this  violence  given  the  im- 
possibility of  tallying  the  potential  of 
destroyed  research. 

“Any  violent  threat  to  the  creation 
of  new  medical  knowledge  is  a big  is- 
sue,” said  John  R fdowe  III,  MD, 
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president  of  The  University  of  Texas 
Health  Science  Genter  at  San  Anto- 
nio. “As  long  as  our  physician  re- 
searchers have  to  fear  this  societal  ele- 
ment, it’s  an  issue.” 

Dr  Howe,  who  has  received  bomb 
and  death  threats  from  animal  rights 
activists,  said  the  solution  lies  in  im- 
proving our  nation’s  scientific  literacy. 
“As  we  increase  the  populace’s  under- 
standing of  biomedical  research,”  Dr 
Howe  said,  “we  will  see  less  and  less  in 
the  way  of  this  kind  of  violence.” 

The  battle  grounds: 

ERs  and  psychiatric  wards 

In  addition  to  physicians  who  perform 
abortions  and  those  who  conduct  re- 
search, two  other  fields  — emergency 
medicine  and  psychiatry  — appear  to 
draw  the  most  fire,  but  from  patients 
rather  than  political  activists. 

“Those  of  us  who  work  in  emer- 
gency medicine  noticed  about  3 or  4 
years  ago  that  our  emergency  depart- 
ments had  suddenly  become  much 
more  frightening,”  Dr  Taliaferro  said. 

At  least  one  national  survey  lends 
substance  to  that  impression:  Of 
emergency  departments  in  teaching 
hospitals,  the  study  found  that  more 
than  80%  had  seen  a staff  member 
injured  by  a patient  (2). 

“We  felt  this  showed  up  in  the 
emergency  department  before  it  real- 
ly showed  up  in  society  at  large,”  Dr 
Taliaferro  said.  “In  fact,  emergency 
medicine  is  sometimes  referred  to  as 
the  ‘front  line’  of  medicine  since  we 
tend  to  see  things  first.” 

Emergency  physicians  seem  to 
share  that  dubious  distinction  with 
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another  specialty:  psychiatry.  Among 
anecdotal  reports  of  violence  in  jour- 
nals and  the  media,  physicians  in 
emergency  medicine  and  psychiatry 
emerge  again  and  again  as  victims  of, 
witnesses  to,  and,  not  surprisingly, 
experts  on  the  topic. 

Allan  T.  Hanretta,  MD,  PhD,  an 
assistant  professor  in  the  Department 
of  Psychiatry  at  Texas  Tech  Universi- 
ty Health  Sciences  Center  in  Lub- 
bock, has  found  himself  playing  a 
dual  role  in  confronting  the  problem. 
Not  only  is  he  a target  — “A  patient 
today  told  me  he  wanted  to  punch 
me  out”  — his  specialty  makes  him  a 
resource  for  finding  solutions. 

“Other  physicians  see  the  problem 
and  are  basically  asking  psychiatrists 
to  address  the  issue,”  Dr  Hanretta 
said.  “That’s  how  1 was  drawn  into  it.” 

Dr  Hanretta  now  conducts  semi- 
nars on  how  to  deal  with  violent  pa- 
tients. While  his  recommendations 
are  too  detailed  to  include  here,  psy- 
chiatrists may  wish  to  contact  the 
American  Psychiatric  Association, 
whose  Task  Force  on  Clinician  Safety 
has  developed  information  for  men- 
tal health  professionals.  For  a copy  of 
the  APA’s  36-page  report,  call  (800) 
368-5777. 

The  American  College  of  Emer- 
gency Physicians  likewise  has  pub- 
lished a 50-page  monograph  on  how 
to  prevent  and  manage  emergency 
department  violence.  For  a copy,  call 
(800)  798-1822. 

Getting  at  the  cause 

Bullet-proof  vests,  metal  detectors  in 
ERs,  security  guards  — many  meth- 


ods of  defense  are  being  tried  by  the 
medical  community.  But  they  are 
treating  the  symptoms,  not  finding  a 
cure.  E)r  Taliaferro  suggests  we  must 
look  further  for  long-term  solutions. 

“Violence  in  our  society  is  a very 
complex  and  deeply  interconnected 
problem,  and  in  spite  of  the  fact  that 
we  have  a lot  of  opinions  about  why 
we  have  violence,”  Dr  Taliaferro  said, 
“there’s  probably  more  that’s  un- 
known than  known  about  it.” 

That’s  why  researchers  must  com- 
mit resources  to  understanding  it,  she 
says.  And  in  the  meantime,  common 
sense  says  some  programs  would  be- 
gin to  alleviate  the  problem. 

“Getting  a handle  on  domestic  vi- 
olence is  the  first  step,”  she  said,  de- 
scribing children  who  grow  up  as 
silent  witnesses  or  targets  of  abuse. 
“Not  all  of  these  people  grow  up  to 
become  abusers,  but  if  you  go  into 
the  prisons  and  look  at  who’s  there, 
most  of  them  have  been  abused  as 
children.” 

In  addition,  she  says,  the  number 
of  available  handguns  must  be  re- 
duced so  that  it  isn’t  so  easy  to  esca- 
late an  argument  into  a fatality. 

The  United  States  must  also  take 
a look  at  the  loss  of  community  and 
its  effect  on  the  country’s  youth, 
rather  than  simply  blaming  the 
breakdown  of  rhe  family. 

“A  lot  of  people  feel  the  erosion  of 
the  American  family  is  responsible,” 
Dr  Taliaferro  said.  “That  is  not  true. 
1 know  many  people  my  age  who 
were  raised  by  a single  parenr.  Bill 
Clinton  essentially  was  raised  by  a 
single  parent.” 
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I’he  critical  difference  between 
then  and  now  lies  not  so  much  in  the 
nuclear  family  but  in  the  extended 
family,  the  community  that  used  to 
provide  adult  guidance  and  supervi- 
sion for  children. 

“If  children  can’t  look  to  adults,” 
she  said,  “we’ll  continue  to  have  a phe- 
nomenon like  the  Lord  of  the  Flies." 
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ENTION  MANAGED  CARE  TO  MOST  PHYSICIANS, 


and  the  first  thing  they  think  of  is  loss  of  inde- 
pendence. Specifically^  they  associate  managed 
care  with  having  to  answer  to  someone  they  may  not  agree  with  over 
how  to  treat  their  patients  and  run  their  practices. 

As  managed  care  plans  penetrate  ever  deeper  into  TexaSy  more 
and  more  physicians  are  looking  for  ways  to  minimize  that  loss  of 
autonomy.  And  in  many  cases,  they  are  finding  it  in  the  form  of 
physician-driven  independent  practice  associations  (IPAs). 

Such  associations  are  growing  rapidly  in  virtually  every  corner  of 
the  state.  Texas  physicians,  fearful  of  what  health-system  reform  may 
bring  to  them  and  their  patients  and  determined  to  control  their 
fates,  are  becoming  allies  in  IPAs. 

Texas,  in  fact,  is  quickly  catching  up  with  many  urban  states  in  the 
formation  of  IPAs.  However,  to  meet  specific  local  needs,  several  groups 
are  introducing  some  unique  forms  of  practice  associations  to  the  mix. 


‘Tive  years  ago, 
we  had  almost  no 
managed  care  in 
Wichita  Falls.  Now, 
it  seems  like  we  are 
hearing  about  new 
plans  coming  to  town 
at  the  rate  of  about 
one  a week.  ” 


Walking  a fine  legal  line 

SN  IPA  TYPICALLY  IS  A 
limited  partnership  or 
professional  association  and 
includes  both  primary  care  physicians 
and  specialists,  though  variations  exist 
across  the  board.  (See  “New  option  in 
forming  group  practices,”  Texas  Medi- 
cine, October  1993,  p 49.)  But  unlike 
a group  practice,  participating  physi- 
cians maintain  their  separate  practices. 
The  concept  is  sometimes  referred  to 
as  “group  practice  without  walls.” 

Physicians  use  the  association  pri- 
marily as  a negotiating  tool  to  pursue 
managed  care  contract  terms  they 
likely  could  not  obtain  on  tbeir  own 
with  insurance  companies,  employ- 
ers, and  hospitals  forming  integrated 
delivery  systems. 

IPAs  must  walk  a fine  legal  line  to 
avoid  running  afoul  of  antitrust  regula- 
tions. Several  measures  are  pending  in 
Congress  to  ease  current  restrictions  on 
physicians’  ability  to  collectively  negoti- 
ate fees,  but  they  face  stiff  opposition 
from  the  insurance  industry  and  others. 

“The  independent  practice  associa- 
tion is  one  of  the  most  powerful  ways 
in  which  physicians  can  organize  and 
form  an  effective  response  to  managed 
care,”  said  Louis  J.  Goodman,  PhD, 
TMAs  director  of  medical  economics. 
“A  well-structured  IPA  can  incorporate 
fee-for-service  alongside  managed  care 
plans,  maintain  patient  choice  of  physi- 
cians, assure  high-quality  service,  and 
deliver  cost-effective  care.” 

When  set  up  properly,  IPAs  can  give 
their  members  a great  deal  of  negotiating 
clout  and  flexibility.  Many  consultants 
recommend  working  closely  with  a 
qualified  health-care  attorney  in  setting 
up  an  association  to  avoid  legal  pitfalls. 


Moving  in  on  the  middle  tier 

s THE  Texas  health- 
's care  system  scrambles  to 
reinvent  itself  in  prepara- 
tion for  reform,  the  option  of  physi- 
cians going  it  alone,  or  at  least  in 


small  groups,  is  becoming  more  and 
more  difficult  to  sustain. 

Particularly  in  the  small  cities  and 
large  towns  around  the  state  — seen 
not  that  long  ago  as  perhaps  the  last 
strongholds  of  solo  practice  — the 
influx  of  managed  care  has  begun  to 
force  physicians  to  seek  coalitions  to 
protect  the  future  of  their  practices. 

As  of  June,  there  were  more  than 
30  physician  networks  either  operat- 
ing or  being  formed  in  Texas,  accord- 
ing to  TMAs  Special  Committee  on 
Health  System  Reform.  Almost  all  of 
them  were  formed  in  midsize  cities 
(those  in  the  100,000  to  500,000 
population  range). 


Bridging  a gap  in  a 
two-hospital  town 


IVE  YEARS  AGO,  WE  HAD 
almost  no  managed  care  in 
Wichita  Falls,”  said  Wendell 
Wyatt,  ME),  an  internist  who  is  presi- 
dent of  the  Wichita  County  Medical 
Society.  “Now,  it  seems  like  we  are 
hearing  about  new  plans  coming  to 
town  at  the  rate  of  about  one  a week.” 

In  Wicbita  Falls,  a northwest 
Texas  city  of  about  100,000,  physi- 
cians are  looking  at  forming  an  IPA 
to  help  bridge  a gap  in  the  medical 
community  created  when  each  of  the 
two  local  hospitals  associated  itself 
with  a single  managed  care  plan. 

“A  couple  of  years  ago,  the  market 
here  was  primarily  indemnity  and 
PPO-type  plans,”  Dr  Wendell  said. 
“Almost  all  the  doctors  had  privileges 
at  both  of  the  hospitals  and  things 
seemed  to  work  pretty  much  OK.” 

But  when  one  of  the  hospitals 
signed  on  with  a managed  care  plan 
and  signed  about  half  the  city’s  doc- 
tors to  exclusive  contracts,  many  of 
the  established  practice  patterns  in 
the  area  were  disrupted. 

“Part  of  the  problem  was  that 
General  Hospital  had  the  obstetrics 
facilities  while  Bethune  Memorial 
Hospital  had  the  cardiology  catheter 
lab  and  other  facilities,”  he  said.  “So 
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it  turned  out  to  he  a had  thintr  to 
have  a plan  come  into  a two-hospital 
town  and  split  the  medical  commu- 
nity right  down  the  middle.  ” 

A little  more  than  a year  atio,  aher 
an  attempt  hy  a local  industrial  coali- 
tion to  form  a local  physician  net- 
work failed,  the  county  medical  soci- 
ety began  looking  at  forming  its  own 
IPA,  with  an  eye  on  reuniting  the 
medical  community. 

“The  primary  care  network  is  set 
up  as  a foundation  that  could  help 
avoid  a duplication  of  services  he- 
tween  the  two  hospitals,”  Dr  Wen- 
dell said.  “It  would  serve  to  operate 
both  facilities  in  a more  efficient 
manner.” 

The  network  would  start  out  as  a 
preferred  provider  organization 
(PPO)  with  primary  care  physicians 
acting  as  gatekeepers,  he  says,  cover- 
ing some  8,000  to  10,000  lives. 
Eventually,  when  the  plan  grows  to 
about  25,000  lives,  it  would  be  con- 
verted to  a health  maintenance  orga- 
nization (HMO). 

Fee-for-service  model 

According  to  Fred 

Merian,  MD,  a family 
practice  physician  in  Victo- 
ria, the  need  for  a physician  network 
became  obvious  when  major  employ- 
ers in  the  region  began  switching 
to  managed  care  health  plans  a year 
or  so  ago. 

“We  worked  with  one  of  the  local 
hospitals  to  set  up  a primary  care 
IPA,”  said  Dr  Merian,  who  is  a mem- 
ber of  the  TMA  Board  of  trustees. 
“We  have  a contract  with  one  insurer 
and  about  40  primary  care  physicians 
signed  up  at  the  moment.” 

The  group,  known  as  the  Patient 
Care  IPA,  operates  on  a discount  fee- 
for-service  basis.  Dr  Merian  says  it 
will  grow  as  managed  care  plans  such 
as  SANUS,  Humana,  and  Private 
Healthcare  Systems,  Inc  (PHCS) 
move  into  the  area,  and  large  em- 
ployers such  as  DuPont  and  Union 


C^arbide  seek  more  efficient  health 
care  for  their  workers. 

“Were  planning  on  huilding  our 
base  of  primary  care  doctors  in  the  re- 
gion, then  we  ll  gradually  begin  to  add 
specialists,”  he  said.  Victoria  serves  as  a 
regional  medical  center  to  1 1 counties. 
Another  IPA,  Victoria  Medical  Foun- 
dation, is  being  formed  in  the  area  in 
conjunction  with  Detar  Hospital. 

Avoiding  capitation, 
countering  clout 

IN  South  Texas,  market 
forces  are  driving  physicians  to 
band  together,  as  area  hospitals 
have  formed  two  major  alliances  to 
bid  for  patients. 

According  to  pm  Corrigan,  director 
of  the  Medical  Alliance  Physician  Plan 
(MAPP)  of  Corpus  Christi,  physicians 
throughout  the  area  are  being  presented 
with  the  choice  of  either  joining  with 
Columbia/Hospital  Corporation  of 
America  (HCA),  the  largest  hospital 
corporation  in  the  area,  and  feeling  like 
salaried  employees,  or  joining  an  inde- 
pendent association. 

Several  other  hospitals  have  re- 
cently formed  the  South  Texas 
Health  Care  Alliance  to  counter  the 
clout  of  Columbia/HCA. 

MAPP  will  be  a fairly  small  asso- 
ciation, with  50  to  60  physicians  op- 
erating under  a relative  value  scale 
payment  system.  That  number  of 
physicians  is  an  optimum  size  group 
for  an  HMO  or  hospital  to  contract 
with,  Mr  Corrigan  says. 

“We  will  have  about  35  primary 
care  doctors  and  the  rest  will  be  spe- 
cialists,” said  Mr  Corrigan,  a consul- 
tant with  the  association. 

MAPP,  like  many  physician-run 
alliances,  is  intent  on  avoiding  con- 
tracts that  involve  capitation  in  a 
medical  marketplace  that  has  a glut 
of  hospital  beds.  At  press  time,  it  was 
negotiating  with  several  entities  for 
patient  contracts. 

“Two  new  hospitals  have  opened 
up  here  in  the  last  4 months,”  he  said. 


“Were planning  on 
building  our  base  of 
primary  care  doctors  in 
the  region,  then  we’ll 
gradually  begin  to 
add  specialists.  ” 
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“Were  losing 
patients  to  the 
big  hospital 
corporations,  and 
we  need  the  ability 
to  negotiate  on  a 
level  where  we 
can  compete.  ” 


“The  average  occupancy  rate  here  was 
about  60%,  and  now  we  have  300 
more  beds  in  town.  The  competition 
is  going  to  get  very  keen,  and  a group 
like  MAPP  is  going  to  be  well-posi- 
tioned to  take  advantage  of  it.” 

There  are  two  other  IPAs  in  the 
Corpus  Christi  area:  the  Coastal 
Bend  HMO,  a physician-sponsored 
group  of  the  Nueces  County  Medical 
Society,  and  Premiere  Accountable 
Health  Plan,  a fee-for-service  IPA. 

To  the  west,  a group  of  El  Paso 
physicians  is  forming  an  IPA  to  lend 
off  vhat  its  founder  calls  the  “erosion 
of  our  patient  base.” 

“We’re  losing  patients  to  the  big 
hospital  corporations  (Columbia/ 
HCA  and  others),  and  we  need  the 
ability  to  negotiate  on  a level  where 
we  can  compete,”  said  Hector  Fran- 
co, MD,  who  heads  the  El  Paso  IPA. 

Alliances  also  exist  or  are  being 
formed  in  Bryan-CoIIege  Station, 
Brownsville,  Beaumont,  Laredo, 
Midland-Odessa,  Nacogdoches,  Paris, 
Temple,  Tyler,  and  Waco.  Many  more 
are  expected  in  the  coming  months. 

Solving  local  problems 

IN  KEEPING  WITH  TeXANS’ 
history  of  independence  and  in- 
novation, no  two  areas  are  ap- 
proaching the  problem  with  the 
same  solution.  Using  the  IPA  struc- 
ture, local  physicians  are  solving  lo- 
cal problems. 

“This  just  shows  one  of  the  faults 
of  the  push  for  broad,  national  solu- 
tions to  health-system  reform,”  said 
Paul  Handel,  MD,  chairman  of  the 
County  Medical  Society  Partnerships 
Subcommittee  of  the  TMA  Special 
Committee  on  Health  System  Re- 
form. “The  problems  are  much  better 
solved  at  the  local  level  by  the  people 
who  must  implement  the  solutions.” 

According  to  Dr  Handel,  that  was 
part  of  the  reasoning  behind  why 
TMA  has  chosen  not  to  form  a 
statewide  IPA,  despite  requests  from 
some  members. 


“Texas  is  just  too  big  and  too  di- 
verse for  there  to  be  a single  solution 
to  the  problem,”  he  said.  “TMA 
made  the  decision  that  the  best  way 
to  go,  as  a state  medical  society,  was 
to  provide  as  much  support  to  these 
local  efforts  as  we  can.” 

The  national  perspective 

A t a recent  round 
table  discussion  held  in 
. Chicago  on  physician-dri- 
ven health-care  networks,  sponsored 
by  the  American  Medical  Associa- 
tion, representatives  from  several 
states  other  than  Texas  said  they  had 
formed  or  were  studying  the  forma- 
tion of  statewide  networks. 

Though  national  figures  are  hard  to 
come  by,  the  trend  appears  to  be  that 
less  populous  states,  such  as  Mississip- 
pi, Utah,  and  Nevada,  are  moving  to- 
ward statewide  or  at  least  regional  net- 
works as  the  way  to  give  their 
physicians  negotiating  clout  and  secu- 
rity. Other  states,  like  Michigan  and 
Illinois,  which  share  Texas’  mix  of  ur- 
ban and  rural  areas,  are  helping  physi- 
cians form  local  and  regional  IPAs. 

Peter  A.  Duhamel,  MD,  who  is  on 
the  board  of  directors  of  the  Michigan 
State  Medical  Society,  said  physicians 
have  a variety  of  options  for  respond- 
ing to  the  fundamental  changes,  but 
to  ignore  them  is  dangerous. 

“Physicians  are  likely  to  lose  in- 
creasing numbers  of  patients  to  large, 
integrated  delivery  systems,”  he  said. 
“The  only  physicians  who  can  afford 
to  adopt  a ‘head-in-the-sand’  ap- 
proach are  those  who  are  a few  years 
from  retirement.” 

He  adds  that  physician  organiza- 
tions such  as  IPAs  are  a much  more 
palatable  alternative  for  most  doctors 
than  becoming  salaried  staff  at  an 
HMO  or  hospital. 

Many  of  the  conference  attendees 
say  their  states  have  adopted  a wait- 
and-see  attitude  toward  IPAs,  hoping 
to  gain  from  the  experiences  of  others 
that  have  forged  ahead. 
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A formula  for  success 

M physician  organization  will 
succeed.  As  in  any  endeav- 
or that  is  relatively  new,  some  IPAs 
will  fly  and  others  will  come  crashing 
down,  and  others  may  face  protract- 
ed court  battles  or  regulatory 
challenges. 

According  to  the  physicians, 
economists,  and  consultants  inter- 
viewed for  this  article,  here  are  some 
of  the  key  components  an  IPA  or 
other  network  must  have  to  succeed: 

• A set  of  goals  and  a strategy  to 
achieve  them; 

• A careful  analysis  and  understand- 
ing of  the  health-care  marketplace 
it  intends  to  serve; 

• A large  network  of  high-quality 
primary  care  physicians  to  com- 
pete with  other  managed  care  or- 
ganizations; 

• High-quality,  cost-effective  care 
and  a complete  array  of  health 
services,  including  hospital,  nurs- 
ing home,  and  home  health; 


• A broad  distribution  of  physi- 
cians, particularly  primary  care, 
throughout  its  market  area; 

• Effective  utilization  review  and 
quality  assurance  programs; 

• Pdfective  data-gathering  ability  to 
demonstrate  quality  and  cost-ef- 
fectiveness; and 

• Adequate  capital  to  pay  for  con- 
sulting, legal  costs,  and  a state-of- 
the-art  computer  system. 

Everyone  interviewed  agrees  that 
one  element  essential  to  an  IPA’s  suc- 
cess is  a spirit  of  cooperation  and 
trust  among  the  association’s  mem- 
bers. Because  many  physicians  are 
not  used  to  working  within  large  or- 
ganizations, achieving  that  coopera- 
tion can  prove  a difficult  task. 

“We  doctors  have  been  saying  all 
along  that  these  things  (HMOs  and 
other  managed  care  plans)  would 
work  a lot  better  if  we  ran  them,” 
said  one  physician  who  recently 
signed  on  with  a new  IPA.  “Well, 
here’s  our  chance  to  find  out  if  we 
can  do  this  better  than  the  insurance 
companies  and  the  hospitals.”  ★ 


Need  help  forming  an  IPA? 

MA  HAS  ESTABLISHED  SEVERAL  PROGRAMS  to  help  lo- 
cal groups  of  physicians  who  wish  to  form  networks.  A series  of 
workshops  on  forming  IPAs  was  presented  around  the  state  in 
May  1994  and  will  be  repeated  soon.  A speaker’s  bureau  also  is  avail- 
able, as  well  as  a list  of  qualified  consultants. 

Louis  J.  Goodman,  PhD,  TMA’s  director  of  medical  economics,  ad- 
vises caution  to  physicians  who  are  thinking  about  forming  an  IPA. 

“A  good  business  decision  based  on  careful  evaluation  is  the  only  way 
to  approach  any  new  type  of  organization,”  Dr  Goodman  said.  “The 
short  history  of  IPAs  is  that  five  fail  for  every  one  that  survives.” 

This  summer,  TMA  is  sponsoring  a series  of  regional  forums  on  how  to 
form  successful  physician  organizations.  A manual  developed  especially  for 
these  forums  will  be  distributed  to  participants. 

Eor  more  information  or  for  a list  of  known  physician  networks 
around  the  state,  contact  Helen  Kent  Davis  in  TMA’s  health-care  deliv- 
ery department  at  (800)  880- 1 300,  ext  1 40 1 , or  (5 1 2)  370- 1401. 
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''We  doctors  have 
been  saying  all  along 
that  these  things  would 
work  a lot  better  if  we 
ran  them.  Welly  here’s 
our  chance  to  find  out 
if  we  can  do  this  better 
than  the  insurance 
companies  and  the 
hospitals.  ” 
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The  POEP  would  like  to  thank  the  following 
individuals  who  kindly  donated  their  time  and 
expertise  to  participate  in  POEP  sponsored 
cancer  prevention  and  detection  conferences: 


John  Austin,  MD 
Vicki  Baker,  MD 
Fred  Brackett,  MD 
Scott  Coffield,  MD 
Dennis  Coffman,  MD 
Randy  Crim,  MD 
Lawrence  Egbert,  MD 
Carlos  Encarnacion,  MD 
Steven  Fyfe,  MD 
Charles  Geyer,  MD 
j.  Ben  Green,  III,  MD 
Ernest  Gregory,  MD 
Charles  Haas,  MD 
Steve  Hardeman,  MD 
Janet  Hemphill,  RD,  LD 
Russell  Hoverman,  MD,  PhD 
Thelma  Hurd,  MD 
Richard  Klugo,  MD 


Marilyn  Leitch,  MD 
Alexandra  Levine,  MD 
John  S.  Mangione,  MD 
Howard  Morris,  MD 
Timothy  O’Rourke,  MD 
Ida  Orengo,  MD 
David  Randell,  MD 
Julie  Sandstad,  MD 
Tom  Sartwelle,  Esq. 
Richard  Shaw,  MD 
Todd  Shenkenberg,  MD 
Sam  Thompson,  MD 
Laurence  Tokaz,  MD 
Monte  Troutman,  DO 
Victor  Vogel,  MD 
Phillip  Voltz,  MD 
Owen  Winsett,  MD 
David  Wright,  MD 


The  POEP  would  like  to  acknowledge  the  fol- 
lowing companies  for  their  educational  grants: 

Bristol-Myers  Oncology  Division 
Cerenex 

Chiron  Therapeutics 
Knoll  Pharmaceuticals 
Lee  Medical 
Ortho  Biotech 

Pentax  Equipment  Corporation 
Pharmacia/Adria  Oncology 
Roche  Laboratories 
Roerig  Division  of  Pfizer 
SmithKIine  Beecham 

Texas  Medical  Association  Insurance  Trust 
Zeneca 

The  POEP  would  like  to  thank  the  following 
organizations  for  their  participation  in  the 
cancer  prevention  and  detection  seminars: 

Hillcrest  Baptist  Medical  Center  - Waco 

Nacogdoches  Medical  Center 

Spohn  South  Health  Plaza  - Corpus  Christ! 

Taylor-Jones-Haskell  County  Medical  Society 

Valley  Baptist  Medical  Center  - Harlingen 

W.  Temple  Webber  Cancer  Treatment  Center  - 

Texarkana 


Funded  By 

©TEXAS 
CANCER 
COUNCIL 


The  Texas  Medical  Association  Physician  Oncology  Education  Program 
(POEP)  is  designed  to  enhance  the  role  of  the  primary-care  physician 
in  implementing  and  communicating  cancer  prevention,  screening  and 
early  detection.  The  POEP  is  funded  by  the  Texas  Cancer  Council. 
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Physicians  and  their  immediate  family  members 
can  receive  preferential  treatment 
in  mortgage  financing! 

The  AMA-Sponsored  Home  Mortgage  Program  is  provided  exclusively  by 
Prudential  Home  Mortgage  and  offers  physicians  special  features  such  as: 

■ Free  estimate  of  your  affordable  loan  amount  with  no  obligation 

■ Low  down  payment  programs 

■ Zero  point  option 

■ Fast  loan  decisions,  often  within  24  hours 

■ Refunded  appraisal  cost  after 
closing  ($360  or  more) 

■ Competitive  rates  on  a wide  variety  of 
mortgage  products 

■ Toll-free  application  process 

■ No-cost  60  day  interest  rate  lock 

Just  call. -.1-800-443-8877 

Mortgage  counselors  are  available  to  assist  you  from 
7 a.tn.  to  11  p.m.  (Central  time)  Monday  through  Friday. 

® 1993  The  Pnidcndal  Insurance  Company  of  America.  Information  is  subject  to  change  at  any  umc  without  notice.  All  loans  are  onginalcd  by  The  Prudential  Insurance  Company  of  America.  The  Pnidenual  Home  Mortgage  Company. 
Inc.,  8000  Maryland  Avenue,  Clayton,  Missouri,  is  an  affiliate  of  The  Prudcniial  Insurance  Company  of  America,  doing  business  as  P.H.  Mongage  Company,  Inc.  in  Ohio.  New  York  office:  400  Post  Avenue.  Suite  101.  Wesibury.  New 
York  11590;  Anzona  BK  8408;  Florida  Licensed  Mongage  Lender.  Illinois  Residential  Mortgage  Licensee;  Licensed  Mortgage  Banker/New  Jersey  Department  of  Banking;  Calif  Broker/Lender.  All  California  loans  will  be  made  pursuant 
to  a California  Department  of  Corporations  Consumer  Finance  Lender  license  or  Commercial  Finance  Lender  license.  Equal  Housing  Opportunity. 


Prudential  Home  Mortgaged 


THE  DOCTORS  OFFICENTER 

MEDICAL  GROUP 

A.  well-established,  quality-driven,  physician  group  practice,  that  has  successfully 
merged  the  practice  of  fee-for-service  with  managed  care,  has  several  FULL  and 
PART-TIME  opportunities  for  Board  Certified  & Board  Eligible 
Physicians  in  General  Medicine /Primary  Care  and 

various  Subspecialties.  We  have  19  comprehensive  primary  care  centers  in 
and  throughout  Houston  and  Dallas.  LOOK  for  your  specialty  and  area  of  interest 
below  and  give  us  a call  for  an  immediate  interview. 

1-800-633-2373,  ext. 283,  JONI  TAYLOR 


HOUSTON  Baytown  CtearLake  Conroe  DeerBrook  Huntsville 

MedCenter  1960  SugarLand  TexasCity  Town&Country  Willowbrook 


DALLAS  Arlington  Bedford  Denton  Ft.Worth(2)  Irving  NE  Dallas  RedBird 


SUBSPECIALTY 


Hematology/Oncology 
Infectious  Diseases 
Pulmonary  Disease 
Gastroenterology 


Endocrinology 

Dermatology 

Cardiology 

Geriatrics 


PRIMARY  CARE 


PEDIATRICS 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 


PRIMARY  CARE 


Pediatrics 
Family  Practice 
Internal  Medicine 
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Trouble  at  the  gate 

Physicians  may  hear  sole  liability  for  poor  outcomes 

when  managed  care  organizations  interfere  in  medical  decisions 

By  Beth  Graddy,  Associate  editor 


pon  joining  managed  care  or- 
ganizations, physicians  in- 
creasingly find  themselves  in 
situations  that  breathe  life 
into  a tired  cliche:  caught  between  a rock 
and  a hard  place. 

The  rock  in  this  metaphor  is  responsibility,  both  legal 
and  ethical,  for  patient  care.  The  hard  place  is  a lack  of 
that  element  that  should  always  accompany  responsibility 
— authority  — in  the  form  of  freedom  to  make  medical 
necessity  determinations.  In  the  middle  is  the  gatekeeper 
physician. 

In  describing  the  evolving  health-care  system,  policy- 
makers view  primary  care  physicians  as  the  gatekeepers  ol 
medical  care  because  they  are  the  point  of  entry.  In  fact, 
every  physician  who  signs  a managed  care  contract,  from 
family  practitioner  to  subspecialist,  will  stand  between  pa- 
tients and  third-party  payors,  balancing  the 
needs  of  the  sick  against  the 
cost-containment  agenda  of 
utilization  reviewers. 

As  physicians  who  have 
contracted  with  managed 
care  organizations  already 
know,  gatekeeping  isn’t  as  exalted 
as  it  may  sound.  The  problem 
lies  not  only  in  the  rules  of  the 
game  but  in  the  fact  that  they  apply 
to  physicians  but  not  to  managed 
care  organizations. 

Playing  by  impossible  rules 

The  first  rule  of  the  “game”  usually 
shows  up  in  managed  care  contracts, 
which  declare  that  the  managed 
care  organization’s  medical  di 
rector  will  determine  med- 
ical necessity  through 
utilization  review. 
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The  second  rule,  as  described  in  Wickline  v California, 
an  important  managed  care  professional  liability  case, 
states  that  physicians  who  don’t  challenge  medical  necessi- 
ty decisions  they  disagree  with  can  be  held  liable  for  poor 
outcomes. 

The  third  rule  is  usually  stated  in  managed  care  con- 
tracts, and  it’s  called  the  “without  cause”  clause.  Employ- 
ing that  clause,  a managed  care  organization  can  termi- 
nate a physician’s  contract  at  any  time,  neither  giving  nor 
needing  a reason.  Thus,  physicians  face  the  threat  of  ter- 
mination, or  “deselection,”  for  displeasing  the  organiza- 
tion in  general  and  for  challenging  medical  necessity  deci- 
sions in  particular  (1). 

The  next  two  rules  derive  from  the  Health  Mainte- 
nance Organization  (HMO)  Act  of  1975,  part  of  the 
Texas  insurance  code;  First,  an  HMO  may  not  interfere  in 
any  manner  with  the  practice  of  medicine;  and,  second, 
doctors  who  furnish  services  to  HMO  members  must  be 
independent  contractors  (2). 

“These  provisions  are  necessary  because  the  Texas  Med- 
ical Practice  Act  prohibits  the  practice 
of  medicine  by  a 
corporation 

^ ^ comprised  of 

laypersons,”  explained  J. 
Jeffrey  Springer,  JD,  of  Wood, 
Springer  & Lyle,  a Denton 
law  firm. 

Managed  care  contracts  usually 
include  the  independent  contrac- 
tors rule,  making  the  point  that 
contracting  physicians  bear  sole  re- 
sponsibility for  all  medical  care 
provided  to  members.  Along  with 
the  standard  inclusion  of  “the 
health  plan  shall  not  be  liable  . . .,”  that  trans- 
lates into  physicians’  bearing  the  brunt  of  pro- 
fessional liability  allegations. 

“Any  physicians  in  this  state  will  tell  you  they  are  re-  ‘ 
sponsible  for  the  care  of  their  patients,”’  said  Frank  Lyle,  ■ 
JD,  also  of  Wood,  Springer  & Lyle.  “What  has  made  their  ■ 
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job  impossible  is  the  interlerence  by 
managed  care  organizations  in  their 
medical  necessity  determinations.” 

Fhe  sixth  and  seventh  little- 
known  rules  ol  the  health-system 
game  come  Irom  Texas  common  law, 
the  body  ol  law  arising  Irom  accu- 
mulated state  court  cases. 

“Under  common  law  principles,” 
Mr  Lyle  said,  “when  the  HMO 
makes  a medical  necessity  « 
call,  it  has  assumed  ^ ^ 
a duty  that  it  did  ^ ^ 

^ not  have 

to  assume  and 
therefore  may  be  li- 
able in  negligently  exer- 
cising that  duty.” 

Also  according  to  common 
law,  Mr  Lyle  says,  when  an  organiza- 
tion retains  an  independent  contrac- 
tor while  also  retaining  the  right  to 
control  the  independent  contractor’s 
work,  that  organization  may  be  held 
liable  for  failing  to  exercise  that  con- 
trol with  reasonable  care. 

Confused?  That’s  understandable. 
All  of  these  rules  seem  to  work 
against  each  other. 

If  the  HMO  and  not  the  indepen- 
dent contractor  determines  medical  ne- 
cessity, then  the  HMO  is  liable  for  neg- 
ligent care.  But  the  HMO  can’t 
determine  medical  necessity  because 
that  would  be  the  corporate  practice  of 
medicine,  which  is  illegal.  Yet  the 
HMO  can  determine  medical  necessity 
because  it  says  it  can.  So  physicians 
must  challenge  negligent  medical  ne- 
cessity determinations  or  face  potential 
malpractice  claims.  And  when  they  do, 
they  risk  deselection  without  cause. 


A dire  liability 
dilemma 

Well,  there  is  one  more 
rule.  In  1974,  Congress 
passed  the  Employee  Re- 
tirement Income 
Security  Act 
(ERISA). 


^ “ERISA  was  de- 
signed to  curb  abuses  by 
employers  in  retirement  planning,” 
Mr  Lyle  said.  “Through  20  years  of 
interpretation  of  provisions  in  the 
law,  we’ve  gotten  an  effect  that 
knocks  the  bottom  out  of  the  state’s 
ability  to  regulate  the  health-care 
industry.” 

Basically,  ERISA  has  created  a sit- 
uation where  state  laws,  such  as  the 
Medical  Practice  Act  and  the  insur- 
ance code,  don’t  apply  to  employer- 
sponsored  health  plans  unless  that 
employer  is  a government  agency  (3). 

1 hat  means  that  ERISA  exempts 
90%  of  the  employer-sponsored 
health  plans  in  the  United  States 
from  state  regulation,  Mr  Lyle  adds. 

At  the  same  time,  physicians  and 
other  health-care  providers  receive  no 
such  exemption  from  state  law.  Put 
simply,  the  rules  of  the  health-system 
game  apply  to  physicians  but  not  to 
managed  care  organizations. 

“This  creates  a dire  liability 
dilemma  for  doctors,”  Mr  Lyle  said. 
“Say  the  patient  dies,  and  the  doc- 
tor has  been  saying,  ‘you  need  this 
procedure.’  The  patient’s  family 
knows  he  needed  this  procedure. 
Who  do  they  get  mad  at?  Every- 


body. But  who  can  they 
sue?  The  physician.” 

Consolation  may  lie  in 
the  fact  that,  so  far,  patients 
don’t  seem  to  be  choosing 
that  option  with  great  fre- 
quency. But  that  consolation 
has  a dark  side:  Someone  must 
suffer,  and  the  only  party  left  is 
the  patient. 

Corcoran  v United  Healthcare,  Inc. 

Take  the  case  of  Elorence  Corcoran, 
an  employee  of  South  Central  Bell 
Telephone  Company  in  Louisiana. 
Mrs  Corcoran  became  pregnant 
while  insured  under  United  Health- 
care, Inc,  and  her  obstetrician  clas- 
sified her  condition  as  a high-risk 
pregnancy.  Her  physician  recom- 
mended complete  bed  rest  during  the 
final  months  of  her  term  and  eventu- 
ally hospitalization  until  her  delivery 
in  order  to  monitor  the  fetus. 

United  Healthcare  denied  precer- 
tification of  the  hospitalization  and 
authorized  a part-time  nurse  as  a 
low-cost  alternative,  which  Mrs  Cor- 
coran accepted.  While  the  nurse  was 
off  duty,  the  fetus  went  into  distress 
and  died. 

Although  Louisiana  law  provided 
Mrs  Corcoran  a cause  of  action 
against  United  Healthcare,  ERISA 
preempted  that  state  law. 

“In  addition  to  not  having  any 
remedy  under  state  law,”  Mr 
Springer  said,  “Mrs  Corcoran  did  not 
have  an  adequate  remedy  under  fed- 
eral law.  The  remedy  provided  by 
ERISA  is  essentially  nothing  more 
than  recovery  of  policy  benefits.” 
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In  other  words,  Mrs  Corcoran 
might  win  the  right  to  enter  the  hospi- 
tal and  stay  through  her  term,  and  have 
United  pay  for  it  — a win  that  meant 
nothing  with  the  loss  ol  her  child. 

Adding  to  the  frustration  caused 
by  cases  such  as  Corcoran  is  the  in- 
consistency among  federal  courts  in 
applying  the  ERISA  preemption. 
Occasionally,  as  in  Salley  v E.I. 
DuPont  de  Nemours  & Co,  courts 


have  placed  responsibility  lor  inap- 
propriate denial  of  benefits  squarely 
on  the  health  plan  benefit  sponsor. 

Mehta  v Aetna  Life  Insurance  Co 

Bharat  Mehta  had  better  luck  than 
Florence  Corcoran  — il  obtaining  a 
settlement  after  dying,  and  after  an 
HMO  would  not  pay  lor  a prescribed 
procedure,  can  be  considered  lucky. 

Mr  Mehta’s  physician  prescribed 
supervised  cardiac  rehabilitation  after 
performing  balloon  angioplasty,  but 
Aetna  relused  to  pay.  Concerned  lor 
his  health,  Mr  Mehta  purchased  a 
treadmill  in  order  to  exercise.  Howev- 
er, his  arteries  had  become  blocked 
again,  and  he  sulfered  a latal  heart  at- 
tack while  walking  on  the  treadmill. 

Mr  Mehta’s  case  differed  from  Mrs 
Corcoran’s  in  one  crucial  aspect.  He 
worked  lor,  and  his  health  plan  was 
sponsored  by,  The  University  of  Texas 


Health  Sciences  Center  (UTHSC). 
Because  it  is  sponsored  by  a govern- 
ment agency,  UTHSC’s  health  plan 
does  not  lall  into  the  ERISA  preemp- 
tion. Mr  Mehta’s  estate,  represented 
by  Wood,  Springer  & Lyle,  settled  the 
case  utilizing  Texas  laws  designed  to 
regulate  the  business  ol  insurance. 

Call  for  congressional  cure 


ERISA  so  that  states  can  regulate  the 
insurance  industry.  “The  states  are 
more  adequately  equipped  to  do 
that,”  he  said,  “because  they  have 
passed  both  general  and  specific  laws 
that  regulate  the  industry.” 

The  Filth  Circuit  Court  concurred 
with  that  notion  in  Corcoran,  stating, 
“While  we  are  confident  that  the  re- 
sult we  have  reached  is  faithful  to 
Congress’s  intent  neither  to  allow 
state  law  causes  of  action  that  relate 
to  employee  benefit  plans  nor  to  pro- 
vide beneficiaries  in  the  Corcorans’ 
position  with  a remedy  under  ERISA, 
the  world  of  employee  benefit  plans 
has  hardly  remained  static  since 
1974.” 

The  court  went  on  to  say,  “Funda- 
mental changes  such  as  the  wide- 
spread institution  of  utilization  re- 
view would  seem  to  warrant  a 
reevaluation  of  ERISA  so  that  it  can 


continue  to  serve  its  noble  purpose  of 
safeguarding  the  interests  of  employ- 
ees. Our  system,  of  course,  allocates 
this  task  to  Congress  . . . .” 

“Clearly,  Congress  needs  to 
amend  ERISA,”  Mr  Lyle  said.  “This 
won’t  be  cured  by  case  law.” 
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Creation  of 
the  physician- 
patient 
relationship 

By  Hugh  M.  Barton,  JD 

TMA  assistant  general  counsel 

Physicians’  legal  and  ethical  re- 
sponsibilities to  their  patients 
usually  begin  with  the  creation 
of  the  physician-patient  rela- 
tionship and  continue  as  long  as  that 
relationship  exists.  This  article  discuss- 
es circumstances  under  which  physi- 
cians assume  a duty  to  treat  those  who 
seek  their  professional  services. 

Q:  What  is  the  basis  of  the  physician- 
patient  relationship? 

A:  The  physician-patient  relationship 
is  said  to  be  contractual  in  nature, 
wholly  voluntary,  and  created  by  an 
agreement,  express  or  implied  (1). 
The  essence  of  the  relationship  is  the 
physician’s  agreement,  in  response  to 
an  overt  or  implied  request,  to  be- 
come responsible  for  the  patient’s 
care.  The  relationship  is  not  wholly 
dependent  on  the  fact  of  whether  the 
patient  owes  the  physician  money  for 
unpaid  fees. 

Q:  What  ethical  obligations  does 


such  a relationship  impose  upon 
the  physician? 

A:  The  American  Medical  Associa- 
tion’s Principles  of  Medical  Ethics,  to 
which  all  Fexas  Medical  Association 
members  pledge  support,  state  that 
physicians  shall  provide  competent 
medical  service  with  compassion  and 
respect  for  human  dignity,  deal  hon- 
estly with  patients,  respect  the  rights 
of  patients,  safeguard  patient 
confidences,  and  provide  appropriate 
patient  care  in  emergencies  (2). 

Q:  What  legal  obligations  does  such 
a relationship  impose  upon  the 
physician? 

A:  The  general  rule  is:  If  a physician- 
patient  relationship  exists,  then  a 
physician  has  the  legal  duty  to  do 
what  an  ordinarily  prudent  physician 
would  do  and  to  refrain  from  doing 
what  an  ordinarily  prudent  physician 
would  not  do.  A physician  is  liable  for 
professional  liability  only  where  there 
is  a physician-patient  relationship  as  a 
result  of  a conttact,  express  or  im- 
plied, that  the  physician  will  treat  the 
patient  with  proper  professional  skill 
and  when  there  is  a breach  of  profes- 
sional duty  to  the  patient  (3). 

Q:  A person  whom  I have  never 
treated  comes  to  my  office  wanting 
medical  attention.  My  nurse  informs 
me  of  this,  but  I decide  not  to  see  the 
person  and  give  instructions  to  go  to 
a hospital.  Is  a physician-patient  rela- 
tionship created? 

A:  No.  In  a case  with  similar  facts,  the 
court  of  appeals  held  that  no  physi- 
cian-patient relationship  existed 


where  (a)  the  physician  did  not  talk  to 
the  patient,  (b)  the  physician  had  not 
previously  treated  the  patient  or  any- 
one in  the  family,  and,  most  impor- 
tantly, (c)  the  physician  did  not  agree 
to  see  the  person  as  a patient  (4). 

Q:  If  I examine  a person  for  a pre- 
employment medical  examination  at 
the  employer’s  expense  but  do  not 
treat  any  conditions  I discover,  is  a 
physician-patient  relationship  created? 
A:  No,  according  to  Fexas  law.  When 
a company  employs  a physician  to 
determine  whether  a person  is  med- 
ically qualified  to  do  the  work  for 
which  he  or  she  has  applied  and  the 
person  does  not  select  the  physician, 
courts  have  traditionally  held  that  (a) 
no  physician-patient  relationship  has 
been  created,  (b)  the  examination  is 
wholly  for  the  benefit  of  tbe  compa- 
ny, (c)  the  physician  owes  only  the 
company  the  duty  to  perform 
efficiently,  and  (d)  the  physician’s 
only  duty  to  the  patient  is  to  avoid 
injuring  that  person  during  the  ex- 
amination (5).  This  rule  has  been  ap- 
plied to  examinations  for  disability 
claims  under  worker’s  compensation 
(6)  and  social  secutity  disability 
benefits  through  the  I’exas  Rehabili- 
tation Commission  (7). 

Regardless  of  these  favorable  court 
rulings,  physicians  have  an  ethical 
duty  to  deal  honestly  with  patients. 
This  implies  that  there  may  be  a sep- 
arate ethical  duty  to  disclose  to  pa- 
tients serious  conditions  found  dur- 
ing tbird-party  examinations,  which 
is  apart  from  the  duty  as  found  by 
the  Texas  courts. 
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Q:  If  I am  on  call  for  a hospital  emer- 
gency room  and  consult  with  the 
emergency  department  physician 
about  a patient  but  decline  to  exam- 
ine the  patient  or  otherwise  become 
involved  in  the  patient’s  care,  is  a 
physician-patient  relationship  created? 
A:  There  is  a split  ol  authority  on 
this  issue.  One  Texas  Court  of  Ap- 
peals has  held  that  the  fact  that  a 
physician  volunteered  to  be  on  call 
does  not,  by  itself  impose  any  duty  if 
the  physician  is  under  no  contractual 
obligation  with  the  hospital  to  be  on 
call  and  is  not  required  to  be  on  call 
to  maintain  stad  privileges.  Thus,  no 
cause  of  action  lor  medical  malprac- 
tice exists  because  no  physician-pa- 
tient relationship  was  created  (8). 

However,  a recent  Court  of  Ap- 
peals case  held  the  opposite.  In  St 
John  V Pope,  the  Austin  Court  of  Ap- 
peals stated: 

By  undertaking  affirmatively  to 
identify  [the  patient’s]  ailment 
based  on  the  information  supplied 
by  [the  emergency  physician],  Sr 
John  assumed  a legal  duty  to  act 
with  ordinary  care  in  arriving  at 
his  identification  and  his  conse- 
quent determination  of  whether 
he  was  qualified  to  treat  the  ail- 
ment. This  is  true  even  if  St  John 
acted  voluntarily,  that  is  to  say, 
free  ol  any  contract  or  common- 
law  obligation  to  act  (9). 

The  case  has  been  accepted  for 
appeal  by  the  Texas  Supreme  Courr 
squarely  on  the  issue  ol  the  existence 
of  duty. 
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Q:  Suppose  the  same  facts,  but  I also 
am  responsible  while  on  call  for  au- 
thorizing admissions  of  certain  man- 
aged care  patients.  If  a patient  pre- 
sents an  identification  card  for  that 
managed  care  plan,  is  a physician-pa- 
tient relationship  created? 

A:  Yes.  That  situation  arose  in  a re- 
cent San  Antonio  case.  Hand  v 
Tavern.  The  patient  came  to  the 
emergency  room  complaining  of  a 3- 
day  headache.  He  presented  a Hu- 
mana Health  Care  Plan  card.  The 

Texas  courts  are 
split  on  whether  a 
voluntary  on-call 
physician  who 
consults  with  an 
ER  physician  but 
does  not  otherwise 
become  involved  is 
legally  responsible 
for  a patient’s  care. 

emergency  department  physician  was 
told  that  the  patient  had  a history  of 
high  blood  pressure  and  that  his  fa- 
ther had  died  ol  an  aneurysm.  The 
emergency  department  physician  was 
able  to  periodically  reduce  the  blood 
pressure  with  medication,  and  after 
several  hours,  decided  that  the  pa- 
tient should  be  admitted  to  the  hos- 
pital. This  required  approval  from  an- 
other physician. 
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The  emergency  room  physician  dis- 
cussed the  case  with  the  physician  re- 
sponsible at  that  time  for  authorizing 
admissions  of  Humana  Health  Care 
Plan  patients.  That  physician,  an  in- 
ternist, concluded  that  the  patient’s 
problems  “should  be  controlled  by  out- 
patient medication  and  follow-up  in 
the  office.”  The  patient  was  sent  home 
but  suffered  a stroke  a few  hours  later. 
Suit  was  brought  against  the  hospital, 
the  emergency  room  physician,  and  the 
on-call  internist.  All  parties  settled  ex- 
cept the  on-call  physician. 

Summary  judgment  was  sought 
on  grounds  that  no  physician-patient 
relationship  was  formed,  therefore, 
no  duty  was  owed  to  the  patient. 
Summary  judgment  was  denied, 
however,  based  on  the  managed  care 
aspect  of  the  case. 

Specifically,  the  Texas  Court  of 
Appeals  (San  Antonio)  found  that 
two  clauses  in  the  contract  between 
Humana  Health  Care  Plan  and  the 
defendant  physician  obligated  him  to 
treat  the  patient: 

Physician  agrees  to  provide  or 
arrange  for  covered  health  care  ser- 
vices for  enrollees  in  accordance 
with  Attachment  B.  [Attachment  B 
specifies  various  physician  responsi- 
bilities, including  “emergency  care 
of  a covered  enrollee  who  has  been 
assigned  to  a physician.”] 

and 

Physician  agrees  to  provide  en- 
rollees with  medical  services 
which  are  within  the  normal  scope 
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of  physician’s  medical  practice. 
These  services  shall  be  made  avail- 
able to  enrollees  without  discrimi- 
nation and  in  the  same  manner  as 
provided  to  physician’s  other  pa- 
tients. Physician  agrees  to  provide 
medical  services  to  enrollees  in  ac- 
cordance with  the  prevailing  prac- 
tices and  standards  of  the  profes- 
sion and  community. 

The  court  noted  that  the  patient 
paid  ptemiums  to  Humana  to  pur- 
chase medical  care  in  advance  of 
need,  that  Humana  met  its  obliga- 
tion to  the  patient  and  other  en- 
rollees by  employing  the  defendant’s 
medical  group  to  treat  them,  and 
that  the  medical  group  had  agreed  to 
treat  Humana  enrollees  in  exchange 
for  fees  received  from  Humana.  The 
court  concluded: 

We  hold  that  when  the  health- 
care plan’s  insured  shows  up  at  a 
participating  hospital  emergency 
room,  and  the  plan’s  doctor  on 
call  is  consulted  about  treatment 
or  admission,  there  is  a physician- 
patient  relationship  between  the 
doctor  and  the  insuted  (10). 

The  court  tejected  the  argument 
that  the  patient  is  a third  party  who 
cannot  assert  rights  under  the  Hu- 
mana-physician  contract,  which  ex- 
pressly provided  that  no  third-party 
beneficiaries  were  created.  The  plain- 
tiff argued  that  when  the  Humana- 
physician  contract  is  read  together 
with  the  Humana-patient  contract, 
he  had  a right  to  care  from  a physi- 


cian on  call  when  his  medical  condi- 
tion fell  within  his  Humana  cover- 
age. The  court  agreed,  and  the  case 
was  remanded  for  trial. 

Q:  If  a person  makes  a “new  patient” 
appointment  with  my  office,  has  a physi- 
cian-patient relationship  been  estab- 
lished prior  to  my  having  actually  met, 
examined,  and  treated  the  person? 

A:  There  are  no  reported  Texas  cases 
testing  this  situation.  Analyzed  on  the 

“When  the  health-care 
plan’s  insured  shows 
up  at  a participating 
hospital  emergency 
room,  and  the  plan’s 
doctor  on  call  is 
consulted  about 
treatment  or  admission, 
there  is  a physician- 
patient  relationship.’’ 

basis  of  the  ptinciple  that  the  essence 
of  the  physician-patient  relationship  is 
the  physician’s  agreement,  in  response 
to  an  overt  or  implied  request,  to  be- 
come responsible  for  the  patient’s 
care,  the  following  is  offered. 

If  the  office  policy  is  to  treat  the 
person  as  a “patient”  in  advance  of 
the  first  office  visit,  then  that  would 
be  evidence  of  an  agreement  to  be- 
come responsible  for  care.  On  the 
other  hand,  if  the  policy  is  to  decide. 


at  the  time  of  the  first  office  visit, 
whether  to  become  responsible  for 
care,  then  that  would  be  evidence 
that  no  physician-patient  relation- 
ship has  been  created  at  the  time  the 
appointment  is  made. 

A different  conclusion  might  be 
found  if  the  patient  is  a member  of  a 
managed  care  plan,  based  on  the 
managed  care  contractual  language 
and  the  teasoning  in  Hand  v Tavern. 

Q:  While  on  call,  I see  a patient  in  the 
emergency  room  who  has  no  insur- 
ance. I know  that  a physician-patient 
relationship  has  been  established,  but 
how  long  am  I obligated  to  the  patient? 
A:  Once  a physician  treats  a patient, 
either  voluntarily  or  as  the  result  of 
being  on  the  hospital’s  call  roster  (or 
other  legal  or  cjuasi-legal  obligation), 
a physician-patient  telationship  has 
been  established. 

If  the  patient  does  not  need  admis- 
sion to  the  hospital  or  follow-up  out- 
patient care,  a physician  may  attempt 
to  limit  the  scope  of  the  relationship 
to  the  emergency  room  encounter  by 
properly  informing  the  patient  and 
documenting  the  medical  recotd. 
Howevet,  if  the  patient  does  need  in- 
patient follow-up  or  outpatient  care, 
the  physician  should  eithet  provide 
that  care  or  assist  the  patient  in  find- 
ing a substitute  source  of  care. 

The  outcome  of  any  legal  case 
would  be  difficult  to  predict  if  the 
patient  suffers  injury  as  a result  of  re- 
fusal of  follow-up  care.  Most  Texas 
cases  arising  from  delays  or  refusal  to 
treat  patients  coming  to  an  emet- 
gency  room  are  decided  on  the  issue 
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of  whether  the  delay  or  refusal  of 
medical  care  was  the  cause  of  the 
plaintiff’s  compensable  injuries.  In 
this  situation,  a court  likely  will  ask 
whether  the  injury  that  resulted  to 
the  patient  was  caused  by  the  physi- 
cian’s subsequent  refusal  to  treat  or 
arrange  for  follow-up  care.  The  case 
would  be  “fact  intensive,”  that  is,  the 
jury  would  find  the  facts  that  deter- 
mine the  result. 
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Clarification 

In  the  January  1994  issue  of  Texas  Medicine,  an  article  titled  “New  collection 
practice  breaches  confidentiality”  (pp  37-38)  discussed  the  ethical  and  legal 
concerns  arising  when  all  efforts  to  collect  a debt  owed  to  a physician  by  a 
patient  have  ceased.  An  ethical  concern  was  raised  as  to  reporting  patients’ 
names  to  credit  bureaus  by  physicians  or  their  agents.  The  article  should  be 
amplified  to  reflect  that  if  reporting  to  a credit  bureau  is  part  of  an  ongoing 
effort  by  a physician  to  collect  on  a debt  owed  for  professional  services,  then 
the  Medical  Practice  Act  of  Texas  would  permit  such  disclosure  of  a patient’s 
identity  and  such  action  by  the  physician  would  not  be  unethical. 


‘The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 

The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
option  for  the  billing  needs  of 
physicians.  Provider  Financial 
Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  of  your  AIR 


Maximize  revenue 

Reduce  reimbursement  time 

Reduce  overhead  at  least  30% 
Increase  staff  productivity 

“P.F.SJ.  takes  the  burden 
of  hilling  off  your  mind 
without  taking  the  control 
out  of  your  hands!” 

Call  us  today! 
(800)  766-5405 


PFSI 


42 


TEXAS  MEDICINE  ★ JULY  I994 


Our  General  Agents  are  full  time  employees  of  The  Medical  Protective  Company.  Like  the 
company  they  represent,  these  agents  work  exclusively  with  the  health  care  community  and 
are  experienced  in  both  medicine  and  the  law.  We  are  especially  proud  of  our  Texas  General 
Agents...  averaging  over  23  years  of  experience  in  professional  habihty  protection. 

Extensive  training  and  experience  provide  each  General  Agent  the  expertise  to  help  you  avoid 
professional  habihty  problems  and  to  offer  you  concise,  accurate  information  on  the  proper 
course  of  action  in  the  event  a suit  is  filed.  To  learn  more  about  how  Texas  Medical  Protective 
General  Agents  can  help  you,  contact  your  local  Texas  office... 


(800)  344-1899 
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Hedicine’s  View 


Readying  for  reform 

Texas  physicians  reenergize  with  colleagues  at  1994  TMA  Annual  Session 


House  of  Delegates  takes  action 
on  primary  care,  sexuality 
education  issues 

Readying  the  association 
for  renewed  emphasis  on  prima- 
ry care  through  health-system 
reform  was  a top  concern  of  the 
House  of  Delegates  when  it  con- 
vened May  12-13  in  Austin  during 
the  Texas  Medical  Association’s 
127th  Annual  Session. 

The  House  voted  to  adopt  a 
definition  of  primary  care  as  “first 
contact  care,  longitudinal  and  con- 
tinuous care,  comprehensive  health 
services,  preventive  health  care,  and 
coordinated  services.”  It  reaffirmed 
TMA  policy  that  recognizes  family 
practice,  general  internal  medicine, 
general  pediatrics,  and  obstetrics/gy- 
necology  as  primary  care  specialties. 

In  the  politically  charged  debate 
over  the  role  academia  should  play  in 
health-system  reform,  the  House  vot- 
ed to  encourage  medical  schools  to 
develop  rural  health  programs  and 
clerkships  that  involve  rural  physi- 
cians in  their  curricula.  Delegates 
also  voted  to  establish  an  ad  hoc 
committee  to  study  the  organization 
of  primary  care  clinics  by  state-sup- 
ported  medical  schools. 

The  House  approved  many  rec- 
ommendations of  TMA’s  Special 


Committee  on  Health  System  Re- 
form, including  support  of  a health 
plan  that  would  raise  taxes  on  sectors 
of  society  that  contribute  to  in- 
creased health-care  costs  and  that 
would  address  the  health-care  costs 
generated  by  undocumented  citizens. 

In  other  action,  the  House  adopt- 
ed a policy  statement  supporting  age 
and  developmentally  appropriate  sex- 


uality education  for  students  from 
kindergarten  through  college.  The 
House  also  approved  a recommenda- 
tion that  TMA  take  an  active  role  in 
promoting  comprehensive  health  ed- 
ucation in  Texas  schools. 

An  increase  in  TMA  dues  for  active 
members,  from  $295  to  $325,  effective 
January  1 i 1995,  also  was  approved. 


TMA  President  Betty  P.  Stephenson,  MD,  thanks  her  predecessor,  Robert  M.  Tenery,  Jr,  MD,  for 
ably  preparing  the  association  for  “what  may  be  the  most  turbulent  time  in  the  history  of  medicine.  ” 
In  her  inaugural  address.  Dr  Stephenson,  a Houston  anesthesiologist,  urged  physicians  to  “speak  out 
against  the  forces  that  split  us  apart.  United  as  one  voice,  we  have  the  opportunity  to  do  what  is  best 
for  medicine  and  our  patients.  ” 
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Dr  Tenery,  at  the  podium,  introduces  his  successor,  Dr  Stephenson,  seated  at  his  right,  during  joint 
installation  ceremonies  for  presidents  ofTMA  and  the  TMA  Alliance.  Seated  at  Dr  Tenery ’s  left  are 
former  TMA  Alliance  President  Linda  Alexander  and  1994—1995  Alliance  President  Beverlee  Herd. 


Close  to  4,300  members,  guests,  and  exhibitors,  including  2,500  physicians  and  medical  students,  at- 
tended the  TMA  Annual  Session  May  12—15  in  Austin.  Special  panel  discussions  focused  on  health- 
system  reform  and  managed  care.  Scientific  programs  offered  physicians  more  than  240  hours  of AMA 
Physician  s Recognition  Award  Category  1 continuing  medical  education. 


During  a break  in  the  action  on  the  House 
floor,  Harold  R.  High,  MD,  left,  congratulates 
f.  fames  Rohack,  MD,  on  his  election  to  the 
TMA  Board  of  Trustees.  Bernard  W.  Palmer, 
MD,  right,  was  elected  speaker  of  the  House. 


Dr  Stephenson  and  Mrs  Herd  discuss  the  coming 
year  after  joint  instalLnion  ceremonies.  Mrs 
Herd  of  Fort  Worth,  a trained  nurse  who  has 
been  active  in  the  alliance  since  her  husband’s 
medical  residency  days,  promised  that  the  group ’s 
members  will  "do  everything  in  our  power  to  be 
the  strongest  allies  medicine  can  have.  " 
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House  of  Delegates  elects 
leadership  for  1994-1995 

Mark  J.  Kubala,  MD, 
a Beaumont  neurosurgeon, 
pledged  to  be  “an  effective 
spokesman  for  you  and  to  tell 
the  good  side  ol  medicine”  as  TMA 
president-elect.  The  House  of  Dele- 
gates elected  Dr  Kubala  to  the  posi- 
tion by  acclamation  in  an  uncontest- 
ed race  during  the  TMA  Annual 
Session  this  May  in  Austin.  He  will  be 
installed  as  president  in  May  1995. 

Dr  Kubala  has  a long  history  of 
service  to  organized  medicine,  serv- 
ing most  recently  as  speaker  of  the 
TMA  House  of  Delegates.  He  previ- 
ously served  as  vice  speaker,  chair- 
man of  the  TMA  Committee  on 
Professional  Liability,  and  as  a mem- 
ber of  numerous  councils  and  com- 
mittees. He  currently  serves  on  the 
TMA  Board  of  Trustees. 

In  addition  to  his  TMA  activities. 
Dr  Kubala  has  served  as  president  of 
the  Texas  Association  of  Neurological 
Surgeons  and  the  Texas  Head  & 
Spinal  Cord  Injury  Prevention  Foun- 
dation. He  is  a member  of  and  has 
held  numerous  leadership  positions 
in  other  organizations,  including  the 
Jefferson  County  Medical  Society, 
the  American  Medical  Association, 
the  Congress  of  Neurological  Sur- 
geons, the  American  Association  of 
Neurological  Surgeons,  the  Southern 
Neurological  Society,  the  Rocky 
Mountain  Medical  Society,  the 
American  College  of  Surgeons,  the 
Houston  Neurological  Society,  and 


the  Beaumont  Academy  of  Medicine. 

A graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston, 
Dr  Kubala  did  his  internship  at  Her- 
mann Hospital  in  Houston  and  resi- 
dencies at  Baylor  University  College 
of  Medicine  and  the  Mayo  Clinic  in 
Rochester,  Minn. 

Following  2 years  of  military  ser- 
vice, Dr  Kubala  entered  private  prac- 
tice in  Beaumont  in  association  with 
Southeast  Texas  Neurosurgery  Associ- 
ates. He  has  practiced  in  Beaumont 
since  1966  and  holds  full  clinical 
privileges  in  neurosurgery  at  St  Eliza- 
beth Hospital  and  Beaumont  Medical 
& Surgical  Hospital.  He  and  his  wife, 
Betty,  have  four  children. 

Bernard  W.  Palmer,  MD,  San  An- 


John  W.  Burnside,  MD,  of  Dallas,  chairman  of 
the  Council  on  Scientific  Affairs,  presents  the 
1994  Award  for  Excellence  in  Science  Teaching 
to  Deborah  Linscomb,  a middle-school  instructor 
from  Angleton.  Looking  on  is  high-school  level 
winner  Carolyn  Schofield  of  Tyler.  Susan  Pruter 
Swan,  not  shown,  was  the  elementary-school  level 
winner.  The  awards  are  given  annually  by  the 
Council  on  Scientific  Ajfairsfor  achievement  in 
advancing  science  education  in  Texas. 


tonio,  was  elected  speaker  of  the 
House  of  Delegates,  and  Tom  B. 
Hancher,  MD,  Columbus,  was  cho- 
sen vice  speaker. 

J.  James  Rohack,  MD,  College 
Station,  was  elected  to  the  TMA 
Board  of  Trustees.  Reelected  to  the 
board  were  Earl  L.  Grant,  MD, 
Austin,  and  Hugh  Lamensdorf,  MD, 
Fort  Worth.  At  its  first  meeting  fol- 
lowing the  House  session,  the  board 
reelected  Alan  C.  Baum,  MD,  Hous- 
ton, as  chairman.  J.  Forrest  Fitch, 
MD,  McAllen,  was  elected  vice  chair- 
man, and  Dr  Rohack  was  elected  sec- 
retary of  the  board. 

Six  physicians  were  elected  to  fill  va- 
cancies on  the  TMA  delegation  to  the 
American  Medical  Association:  David 


Mark  J.  Kubala,  MD,  a Beaumont  neurosur- 
geon, was  chosen  TMA  president-elect  by  the 
House  of  Delegates. 
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S.  Vanderpool,  MD,  Dallas;  D.  Clif- 
ford Rurross,  MD,  Wichita  Falls;  Max 
C.  Butler,  MD,  Houston;  Bernard  W. 
Palmer,  MD,  San  Antonio;  Milton  W. 
Talbot,  jr,  MD,  Austin;  and  William 
G.  Camel,  MD,  Austin. 

In  an  11-way  race,  the  following 
physicians  were  elected  as  alternate 
AMA  delegates:  Bohn  D.  Allen, 
MD,  Arlington;  Charles  W.  Bailey, 
Jr,  MD,  Houston;  John  W.  Burnside, 
MD,  Dallas;  Brian  J.  Eades,  MD, 
Amarillo;  Ronald  G.  Munson,  MD, 


Mathis;  and  Lawrence  A.  Stone, 
MD,  San  Antonio. 

Joshua  Samuels,  Houston,  will 
serve  a 1-year  term  as  alternate  dele- 
gate from  the  Medical  Student  Sec- 
tion. All  incumbent  AMA  delegates 
and  alternate  delegates  eligible  for  re- 
election  were  elected. 

Stefan  Georg  Sarre,  MD,  El  Paso, 
was  elected  to  fill  an  open  councilor 
position  in  District  1.  All  incum- 
bent councilors  eligible  for  reelec- 
tion were  elected. 


Winners  of  the  1994  Anson  Jones,  MD,  Award  for  excellence  in  health  reporting  were  honored  dur- 
ing the  House  of  Delegates  luncheon  on  Friday,  May  13,  Pictured  from  lefi  are  fim  Forsyth,  WOAI 
Radio,  San  Antonio;  Angela  Vierville,  KSAT-TV,  San  Antonio;  Denise  Gamino,  Austin  American- 
Statesman;  Susan  Rudd  Wynn,  MD,  of  Fort  Worth,  chair  of  the  TMA  Council  on  Cotmnunication; 
Claudia  Feldman,  Houston  Chronicle;  Karin  McCay,  KCDB-TV,  Lubbock;  and  Rosemary 
Barnes,  Corpus  Christi  Caller-Times. 


SURVEY®"" 

ADVANTAGE^ 

INTERACTIVE  COMPUTER  SURVEVS 


A physician  critiques  annual  session  using  a 
touch-screen  computer  at  the  Austin  Conven- 
tion Center.  This  is  the  first  year  TMA  has  em- 
ployed the  touch-screen  technology.  Respondents 
could  complete  the  survey  in  about  2 minutes  by 
touching  answers  on  a computer  screen. 


Texas  physicians,  spouses,  and  friends  scooted 
their  boots  to  raise  funds  for  Shots  Across  Texas, 
the  stateivide  immunization  initiative,  at  a 
benefit  gala  sponsored  by  TMA,  the  TMA 
Alliance,  and  the  TMA  Health  Education  and 
Research  Foundation. 
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House  elects  honorary  members 

Fifteen  physicians  were 
elected  to  honorary  membership 
by  the  TMA  House  of  Delegates 
in  May  for  their  outstanding  ser- 
vice to  organized  medicine  and  note- 
worthy contributions  to  scientific 
medicine. 

Elected  were  Frank  Gist  Anderson, 
Jr,  MD,  Bryan;  Woodrow  Maurice 
Avent,  MD,  Waco;  Presley  H. 
Chalmers,  MD,  Houston;  John  W. 
Chriss,  MD,  Corpus  Christi;  Thomas 
P.  Clarke,  MD,  Houston;  Hector  P. 
Garcia,  MD,  Corpus  Christi;  Hornet 
R.  Goehrs,  MD,  Austin;  Theron  C. 
Hawkins,  MD,  Kertville;  George  L. 
Jordan,  Jr,  MD,  Houston;  Henry  E. 
Martinez,  MD,  Amarillo;  John  W. 
Nichols,  MD,  Galena  Park;  John  W 
Overstreet,  MD,  Houston;  Frank  Mc- 
Cutchan  Ryburn,  Jr,  MD,  Lubbock; 
John  Horace  Selby,  MD,  Lubbock; 
and  Royall  Campbell  Stiernberg, 
MD,  Galveston. 


Leadership  conference 
scheduled  for  September  i 7 

Health-system  reform 
will  be  the  focus  of  the  1994 
TMA  Fall  Leadership  Confer- 
ence, scheduled  for  September 
17  at  the  Stoulfer  Austin  Hotel. 
Featured  speakers  will  include 
Robert  E.  McAfee,  MD,  president 
of  the  American  Medical  Associa- 
tion. There  is  no  registration  fee 
for  TMA  members. 


Ruth  M.  Bain,  MD:  right  place, 
right  time,  right  physician 

IF  ANYONE  HAD  TOLD  ME 
when  I was  in  training  that  I’d 
have  the  privilege  of  doing  the 
things  I’ve  done.  I’d  have  told 
them  it  couldn’t  be  in  the  cards.  I’ve 
just  been  in  the  right  place  at  the 
right  time  so  many  times.” 

With  characteristic  humility,  Ruth 
M.  Bain,  MD,  of  Austin,  stood  before 
the  House  of  Delegates  this  May  to 
accept  the  Distinguished  Service 
Award,  the  Texas  Medical  Associa- 
tion’s highest  honor.  The  former  TMA 
president,  whose  distinguished  med- 
ical career  spans  more  than  half  a cen- 


tury and  includes  more  achievements 
and  awards  than  could  be  listed  here, 
said,  “I’ve  known  for  a long  time  that 
I was  born  under  a lucky  star.” 

William  G.  Camel,  MD,  another 
former  TMA  president  who  present- 
ed the  award  to  Dr  Bain,  offered  an- 
other explanation  for  her  success. 

“Ruth  has  excelled  in  a male-domi- 
nated era  of  medicine  not  because  she 
was  granted  special  privileges,  but  be- 
cause she  always  did  an  outstanding 
job,”  Dr  Camel  said.  “She  has  distin- 
guished herself  as  a physician  and 
public  servant  in  many  ways.  She  has 
strong  ideas  and  ideals,  and  she’s  not 
at  all  afraid  to  voice  them.  Most  im- 
portantly, she  is  a loving  person  who 
cares  a great  deal  for  the  profession.” 


Ruth  M.  Bain,  MD,  proudly  displays  her  TMA  Distinguished  Service  Award  outside  the  Austin  Con- 
vention Center. 
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Dr  Bain  was  Liorn  in  Normangee 
in  1919,  the  seventh  of  nine  chil- 
dren, and  raised  in  Centerville.  She 
received  her  bachelor’s  degree  from 
Texas  State  College  for  Women,  now 
Texas  Women’s  University,  and  her 
medical  degree  from  The  University 
of  Texas  Medical  Branch  in  Galve- 
ston. Dr  Bain  completed  a rotating 
internship  at  St  Louis  City  Hospital 
and  a rotating  residency  and  surgical 
residency  at  Brackenridge  Hospital  in 
Austin. 

Dr  Bain  was  in  private  practice  in 
Austin  from  1950  to  1989,  and  she 
has  held  the  post  of  assistant  clinical 
professor  at  The  University  of  Texas 
Health  Science  Center  in  San  Anto- 
nio since  1 978. 

In  addition  to  serving  as  TMA 
president  during  1982-1983,  she  has 
served  on  the  TMA  Board  of  Coun- 
cilors and  chaired  that  panel’s  ethics 
committee.  She  was  a member  of  the 
association’s  delegation  to  AMA  for 
10  years  and  also  chaired  the  Liaison 
Committee  of  the  American  Associa- 
tion for  Retired  Persons. 

Dr  Bain  is  a past  president  of  the 
Travis  County  Medical  Society  and 
has  held  numerous  other  offices  with 
that  society.  In  1990,  she  was  found- 
ing chairman  of  the  society’s  Physi- 
cians’ Forum,  a retired  physician’s  or- 
ganization. 

She  also  has  served  on  the  Texas 
State  Board  of  Medical  Examiners 
and  on  boards  and  committees  of  or- 
ganizations such  as  the  YWCA,  the 
Austin  Council  for  Retarded  Chil- 
dren, the  Central  Texas  Health  Plan- 
ning Committee,  the  Human  Op- 


portunities Corporation,  the  Zonta 
Club  of  Austin,  Leadership  Austin, 
and  the  Foundation  Advisory  Coun- 
cil of  The  University  of  Texas  at 
Austin  School  of  Nursing.  Currently, 
she  is  a member  of  the  advisory 
board  of  the  Academy  of  Sciences  of 
Austin. 

Her  many  honors  include  the 
Travis  County  Medical  Society’s 
Gold  Headed  Cane  Award,  distin- 
guished alumnus  awards  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  and  Texas  Women’s 
University,  and  TMA  emeritus  mem- 
bership. She  has  been  inducted  into 
the  Central  Texas  Women’s  Hall  of 
Fame. 

The  Central  Texas  Medical  Foun- 
dation Family  Practice  Residency 
Program,  where  she  taught  and 
served  as  associate  and  acting  direc-  j 
tor,  named  a library  in  her  honor. 
Two  cities  — Austin  and  Humble  — 
have  officially  proclaimed  Ruth  M. 
Bain  days. 

“Mine  has  been  a tremendous  ex-  I 
perience,  and  I have  enjoyed  every 
minute  of  it,”  Dr  Bain  told  the  horde 
of  friends,  family,  and  colleagues  on 
hand  to  see  her  receive  the  Distin-  i 
guished  Service  Award.  “I’m  not  go- 
ing to  fade  away,”  she  said.  “1  will 
continue  to  prod,  and  to  speak  up 
when  I feel  it  is  appropriate.” 


Commentary 

Insurance  company 
discrimination  affects 
patient  care 

By  Don  Shuwarger,  MD 

(LEAR  Lake  is  a bedroom 
community  halfway  between 
Houston  and  Galveston.  It  is 
home  to  the  Johnson  Space  Cen- 
ter of  the  National  Aeronautics  and 
Space  Administration  (NASA),  along 
with  many  of  its  subcontractors  such 
as  McDonald  Douglas,  Loral,  and 
Lockheed.  Also  located  there  are  the 
University  of  Houston-Clear  Lake, 
and  a few  medium-size  and  many 
small  businesses. 

Clear  Lake  is  a tranquil  neighbor- 
hood with  a low  crime  rate,  a high 
educational  level,  and  access  to  varied 
recreational  opportunities.  Nine 
years  ago,  it  seemed  to  be  a perfect 
place  to  settle  and  set  up  practice. 

My  solo  practice  obstetrics/gyne- 
cology office  grew  quickly,  and  I be- 
came involved  in  the  community.  As 
chairman  of  the  Clear  Lake  Area 
Chamber  of  Commerce  task  force  on 
health  care,  I helped  develop  com- 
munity outreach  programs  and 
health  fairs.  I gave  seminars  with  oth- 
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CURRENT  CONCEPTS  IN  PRIMARY  CARE 


Aug.  4:  Steamboat  Springs,  Colorado 

UPDATE 

Aug.  10:  Vail,  Colorado 

Gastroenterology  Update:  Staffed  by 
University  of  Colorado  Medical  Center 

Accredited  Meeting 

sponsored  by: 

The  Association  for  Continuing  Education 


ASSCXriATION  FOR 
CONTINUING  EDUCATION 


For  More  Information: 

800-525-3402  Fax:  303-879-2952 


Association  for  Continuing  Education 
P.O.  Box  774168  Steamboat  Springs,  Colorado  80477 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Texas'  leading  federal  crim- 
inal defense  attorneys,  Douglas  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  United  States,  Mr.  McNabb  also 
represents  individuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail /wire  fraud  crimes,  environmental  crimes, 
export/ import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 


Mr.  McNabb  has  been  involved  in  numerous  high  profile  cases  that  have  been  the 
subject  of  several  books  and  movies.  He  is  licensed  to  practice  before  the  U.S.  Supreme 
Court  and  other  federal  courts  throughout  the  United  States.  Mr.  McNabb  is  a member 
of  the  Houston  and  Federal  Bar  Associations,  State  Bar  of  Texas,  National  Association  of 
Criminal  Defense  Lawyers,  and  the  Texas  Criminal  Defense  Lawyers  Association.  Mr. 
McNabb's  offices  are  located  on  the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of 
downtown  Houston.  Phone  (713)  237-0011. 


Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


ers  at  the  Johnson  Space  Center  on 
the  space  technology  “spin-offs” 
benefiting  medical  care,  and  I led  nu- 
merous other  seminars  on  women’s 
health-care  topics.  The  community 
was  everything  for  which  I had 
hoped  and  was  very  accepting  of  me. 

Managed  care,  while  always  pre- 
sent in  the  community,  was  not  a 
very  significant  factor  in  my  practice. 
Most  of  the  NASA  subcontractors, 
nearby  oil-related  industries,  and 
small  businesses  provided  their  em- 
ployees with  a choice  of  insurance 
programs,  including  traditional  in- 
demnity insurance. 

While  some  larger  group  practices 
depended  heavily  on  health  mainte- 
nance organization  (HMO)  and  pre- 
ferred provider  organization  (PPO) 
progtams,  my  solo  practice  flourished 
without  the  need  for  participation  in 
the  alphabet  soup  of  managed  care. 
It’s  not  that  I didn’t  want  to  accept 
managed  care,  but  rather  there  was  no 
need  to  do  so  and  the  office  couldn’t 
handle  the  additional  patient  volume 
and  administrative  load. 

All  that  changed  abruptly  in  Oc- 
tober 1993,  when  it  was  announced 
that  numerous  NASA  subcontractors 
were  going  to  contract  with  only  one 
insuret  for  HMO  and  PPO  products. 
The  traditional  indemnity  policy  was 
priced  prohibitively,  so  few  if  any 
families  could  afford  it. 

Many  other  medium-size  employ- 
ers and  oil  industry  firms  followed 
their  lead.  Within  a few  weeks,  there 
were  going  to  be  drastic  changes  in 
my  patients’  access  to  health  care.  Pa- 
tients called  every  day  and  asked  me 
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The  recent  developments  in 
the  problem  of  spotted  fevers 

B L LI  D W I K A N I G S T E 1 N , M D , P H D 
Galveston,  Tex 

SPOTTED  FEVER  IS  A MEMBER  of  the  large  and  Still  growing 
group  ol  acute  infectious  diseases  caused  by  peculiar  micro-organisms 
called  rickettsiae.  . . . The  spotted  lever  group  represented  by  the 
Rocky  Mountain  spotted  fever  was  lor  several  decades  in  the  past  sup- 
posed to  be  limited  to  the  Mountain  States  only.  Since  1930,  however,  the 
geographic  limits  of  the  disease  were  widely  extended  . . . 

Very  recently  a new  vector  of  spotted  fever  has  been  established  in 
Texas,  where  the  “Lone  Star”  tick,  Amblyomma  americanum,  was  found 
responsible  for  a severe  outbreak  in  the  Gull  Coast  area  . . . 

The  recent  outbreak  of  spotted  fever  in  Texas  occurred  in  the  central 
lowland  prairie  of  the  Gulf  Coast.  The  semi-tropic  climatic  conditions  and 
the  fertile  alluvial  soil  are  responsible  for  the  luxuriant  flora  of  this  area. 
These  physiographic  factors  also  account  for  a rich  tick  launa,  particularly 
abundant  from  May  to  October. 

A trailer  camp  in  a small  community  of  the  Gulf  Coast,  at  a distance  of 
about  twenty  miles  from  the  sea-shore,  was  the  scene  of  the  outbreak.  The 
camp  occupies  a clearing  in  a heavily  wooded  area  overgrown  with  brush 
and  grass. 

The  main  occupations  of  the  community  are  rice  farming  and  ranching. 
However,  many  workers  came  to  this  locality  in  connection  with  the  ex- 
panding war  industry  and  the  population  is  rapidly  increasing.  Two  families 
living  in  trailers  under  the  same  oak  tree  were  attacked  by  the  disease  in 
June,  1942.  The  family  “B”  with  two  children  came  from  Louisiana,  while 
the  family  “D”  with  four  came  from  Bay  City,  Texas  (12  miles  distant). 

All  four  children  suddenly  became  ill,  the  onset  of  disease  starting 
abruptly  with  high  fever,  vomiting,  headache,  throat  irritation,  photopho- 
bia, and  rash.  Children  “D,”  however,  showed  Irom  the  beginning  a more 
severe  and  rather  fulminant  course  of  the  disease  and  died  in  the  Children’s 
Clinic,  Galveston,  Texas,  by  the  end  of  the  tenth  day  of  the  disease,  while 
the  other  two  children  recovered. 

(Texas  State  Journal  of  Medicine.  1944;40[7]:  199—203) 


The  Abstract  of  Discussion  following  the  article  noted  that  there  was  no  specific  treatment  for  the  disease. 


to  participate  in  their  plans. 

It  was  apparent  that  if  my  pa- 
tients’ continuity  of  care  was  to  be 
preserved,  1 would  need  to  partici- 
pate in  the  major  managed  care 
plans.  My  staff  called  the  provider  re- 
lations offices  of  Prudential,  The 
Travelers,  MetLife,  SANUS,  and  Aet- 
na, and  asked  for  applications.  We 
figured  that  during  the  application 
period,  we  would  work  hard  at 
preparing  our  office  for  the  adminis- 
trative responsibilities  and  changes 
that  would  come.  We  had  a lot  to 
learn  in  a short  time. 

Our  first  surprise  came  when  we  re- 
ceived a terse  letter  from  The  Travelers. 
Thank  you  for  your  interest,  it  said, 
but  they  were  unable  to  oiler  me  an  ap- 
plication. Then  the  same  from  Pruden- 
tial. Yet  another  from  MetLife.  The 
final  ones  from  Aetna  and  SANUS 
were  crushing.  Soon,  more  than  3,000 
patients  were  to  find  themselves  a new 
gynecologist  because  their  managed 
care  plans  were  not  willing  even  to  send 
me  an  application. 

Patients  did  not  understand. 
Many  said  they  were  told  by  the  in- 
surer and  their  companies  that  they 
could  ask  their  doctors  to  join  or  ask 
the  companies  to  contact  their  doc- 
tors to  see  il  they  were  interested  in 
joining  the  managed  care  plan.  Many 
patients  told  me  that  the  insurer  told 
them  at  company  meetings  that  the 
plan  only  accepted  physicians  who 
were  highly  qualified.  My  patients 
were  left  with  the  impression  that  1 
must  be  less  than  qualified. 

Confused,  bewildered,  hurt,  and 
scared,  I turned  to  the  Texas  Medical 
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EmCare  Physician  Staffing  Services  (EPSS) 
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• Permanent  Placement 
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please  call: 
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Association  for  information.  The 
TMA  general  counsel  advised  me 
that  state  law  requires  PPO  plans  to 
provide  physicians  with  a fair,  reason- 
able, and  equivalent  opportunity  to 
participate  (1).  However,  many  of 
these  plans  evade  state  law  by  claim- 
ing protection  under  the  federal  Em- 
ployee Retirement  Income  Security 
Act  of  1974  (ERISA)  preemption  (2). 
He  wrote  letters  to  four  insurers  for 
me  but  received  only  a verbal  re- 
sponse from  one  of  them.  I wrote  to 
the  Texas  Department  of  Insurance 
(TDI)  and  received  no  reply. 

The  TMA  general  counsel  sug- 
gested that  I contact  as  many  patients 
as  possible  who  had  been  affected  by 
this  situation  and  ask  them  to  register 
complaints  with  their  insurers  and 
with  TDI.  So  far,  there  has  been  no 
action  by  TDI. 

Aetna  suggested  that  I could  ap- 
peal its  refusal  to  provide  me  with  an 
application.  Such  an  appeal  was  filed, 
but  it  is  laughable.  How  can  I begin 
to  provide  an  appeal  of  an  arbitrary 
decision  not  based  on  anything  with- 
in my  control,  such  as  training,  expe- 
rience, board  certification,  and  the 
like?  So  far,  there  has  been  no  word 
from  Aetna  on  my  appeal. 

The  effects  of  this  situation  have 
been  profound  for  my  staff,  patients, 
and  family.  The  volume  of  medical 
records  that  must  be  copied  and 
mailed  is  bogging  down  staff  and  de- 
stroying morale. 

Patients  are  in  tears  about  the  dis- 
ruption in  their  care,  often  in  the 
middle  of  treatment  or  pregnancy, 
and  about  being  forced  to  change 
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physicians  against  their  will.  Oh, 
sure,  they  could  continue  to  see  me, 
but  they  have  a $1,000  deductible 
and  then  only  60%  coverage  after- 
ward. When  this  is  compared  with 
no  deductible  and  a $10  copay  per 
visit,  there  is  really  no  reasonably  af- 
fordable option  to  see  a physician  out 
of  their  plans. 

My  family  and  I are  constantly 
asked  why  I don’t  participate  in  these 
various  plans.  People  are  polite,  but 
underneath  their  questions  are  unspo- 
ken doubts  about  my  qualifications. 
As  a board-certified  obstetrician  and 
gynecologist  with  a strong  record  of 
quality  patient  care  and  an  absence  of 
any  disciplinary  or  regulatory  actions, 
I am  highly  qualified  for  a physician 
network.  But  patients  and  friends 
have  openly  and  quietly  wondered  if 
this  is  so. 

Access  to  quality  health  care  and 
freedom  of  choice  of  physician  have 
been  identified  as  national  priorities 
(3).  When  five  insurance  companies 
that  are  responsible  for  thousands  of 
patients  in  a community  refuse  even 
to  send  an  application  to  a long-es- 
tablished community  physician,  one 
must  ask  if  this  is  in  the  best  interest 
of  the  patients. 

Is  this  behavior  corporate  bullying 
of  private  practice  physicians?  Are  the 
insurance  companies  arriving  at  this 
policy  independently  or  by  coordinat- 
ed design?  Few  would  question  the 
reasonableness  of  an  insurer  including 
in  its  plan  only  physicians  who  have 
met  certain  quality  standards.  But  to 
arbitrarily  exclude  a physician  by  re- 
fusing to  send  an  application  disrupts 


patient  care,  removes  patient  freedom 
of  choice,  and  restricts  access  to  quali- 
ty health  care. 

There  are  other  similar  situations. 
Some  Texas  physicians  have  been  ar- 
bitrarily removed  from  physician  net- 
works by  a process  dubbed  “deselec- 
tion.” This  activity  is  to  be  deplored 
for  the  same  reasons  as  arbitrary  ex- 
clusion, as  well  as  numerous  other 
reasons  related  to  due  process  and 
other  legal  issues.  TMA  is  challeng- 
ing deselection  of  physicians  (4). 
Both  deselection  and  arbitrary  exclu- 
sion from  application  are  insurance 
company  techniques  that  serve  only 
insurance  company  interests. 

State  insurance  regulators,  physi- 
cians, patients,  employers,  and  legisla- 
tors need  to  take  notice  of  this  insur- 
ance company  activity.  We  all  must 
work  to  keep  intact  those  aspects  of 
medical  care  that  best  serve  patients. 

Physicians  who  are  aware  of  insur- 
ance company  practices  that  adverse- 
ly affect  patient  access  to  medical 
care  or  freedom  of  choice  of  physi- 
cian have  an  obligation  to  work  to 
correct  the  situation.  Physicians 
should  inform  patients  regarding 
what  state  laws  require  of  their  insur- 
ers, and  should  encourage  patients  to 
register  their  personal  complaints 
with  both  their  insurance  companies 
and  TDI.  They  may  write  TDI  at 
Life/Health  Group,  Room  106-1  A, 
Texas  Department  of  Insurance,  333 
Guadalupe  St,  Austin,  TX  78714- 
9104.  Physicians  also  can  write  let- 
ters on  behalf  of  their  patients. 

Physicians  who  personally  have 
experienced  such  tactics  must  do 


four  things: 

1 . Take  all  steps  to  let  patients,  staff, 
and  colleagues  know  that  such  re- 
fusal of  appljcation  by  an  insurer 
is  taking  place.  By  acknowledging 
this,  the  physician  takes  a proac- 
tive approach  to  preserving  his  or 
her  reputation.  It  is  important  to 
let  everyone  know  that  this  is  an 
arbitrary  action  by  the  insurance 
company,  which  has  not  evaluated 
the  physician’s  credentials  or  pro- 
fessional reputation. 

2.  Notify  the  local  medical  society. 
Because  it  has  representation  at 
the  state  level,  the  local  medical 
society  should  be  made  aware  of 
what  is  taking  place  in  its  area. 
Occasionally,  the  local  medical  so- 
ciety will  contact  employers,  who 
can  influence  insurers.  It  also  is 
important  for  the  local  medical 
society,  and  any  physician  referral 
services  in  the  area,  to  be  aware  of 
the  situation  when  callers  inquire 
regarding  the  physician’s  creden- 
tials and  reputation. 

3.  Advise  TMA  and  its  general  coun- 
sel in  every  case.  As  the  single  rep- 
resentative body  for  physicians  in 
the  state,  TMA  has  a responsibili- 
ty and  obligation  to  help  address 
these  concerns.  TMA  is  an  advo- 
cate for  both  physicians  and  pa- 
tients when  it  works  to  correct 
this  type  of  discrimination  and  ex- 
clusion. Address  letters  to  Texas 
Medical  Association,  401  W 15th 
St,  Austin,  TX  78701-1680. 

4.  Network  with  other  physicians  who 
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are  victims  of  this  type  of  arbitrary 
discrimination  and  exclusion. 
Alone,  each  physician  may  feel  iso- 
lated, persecuted,  and  fearful.  By 
sharing  experiences  with  others  in 
similar  situations,  physicians  can 
abate  the  sense  of  loneliness  and 
learn  if  and  how  others  have  suc- 
ceeded in  reversing  these  actions. 
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HIV  exposure  in  the  city  of  Houston 


Demographic  characteristics  and  risk 
factor  data  for  76,672  cliettts  were 
studied  to  characterize  the  distribution 
of  infection  with  human 
innnunodeficiency  virus  (HIV)  and  the 
use  of  counseling  and  testing  facilities 
in  Houston,  Tex.  The  number  of  clients 
who  received  free,  voluntary  HIV 
counseling  and  testing  services  between 
January  1990  atid  December  1992 
doubled,  while  the  seroprevalence  rate 
declined  from  6.1%  to  2.9%.  Rates 
were  highest  for  white  males,  clients  at- 
tending freestanding  HIV  testing  sites, 
and  those  reporting  male-to-male  sexu- 
al contact.  The  number  of  females  test- 
ing positive  had  increased  by  67%  over 
time  and  consisted  almost  entirely  of 
blacks.  Only  57%  of  clients  who  were 
tested  returned  for  test  results  and  re- 
ceived posttest  counseling.  Among  those 
who  were  HIV  negative,  high-risk  be- 
haviors were  frequently  reported.  Be- 
havioral change  must  be  reinforced, 
and  priority  must  be  given  to  contact- 
ing both  seropositive  and  high-risk 
clients  who  seek  testing. 
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To  identify  barriers  and 
gaps  in  service  delivery,  we 
must  review  preventive  inter- 
ventions that  focus  on  men  and  wom- 
en engaging  in  behavior  likely  to  facil- 
itate infection  with  human 
immunodeficiency  virus  (HIV).  This 
article  is  intended  to  improve  aware- 
ness by  characterizing  HIV  infection 
in  Houston,  providing  information 
on  the  prevalence  of  HIV  risk  factors, 
and  describing  local  counseling  and 
testing  services.  We  hope  to  make 
available  these  data  so  that  public 
health  officials  and  persons  involved 
directly  in  education  can  target  pre- 
vention activities  on  a local  level. 

The  Centers  for  Disease  Control 
and  Prevention  (CDC)  estimates  that 
1 million  people  in  the  United  States 
are  infected  currently  with  HIV  (1). 
Recent  increases  of  HIV  infection 
have  been  observed  among  women, 
blacks,  and  teenagers  who  are  infected 
through  high-risk  sexual  and  drug-re- 
lated behaviors.  The  prevention  of 
HIV  transmission  from  sexual,  repro- 
ductive, and  addictive  behavior  is  of- 
ten initiated  through  counseling  and 
testing  services  (2).  These  services 
play  an  important  role  in  reducing 
high-risk  behaviors  and  encouraging 
safe  practices.  For  persons  already  in- 
fected, counseling  and  testing  provide 
early  detection  of  HIV  infection  and 
referral  for  optimal  medical  manage- 
ment and  partner  notification  (3). 
The  City  of  Houston  Health  Depart- 
ment, like  public  health  agencies 
throughout  the  country,  offers  pro- 
grams for  prevention,  counseling, 
testing,  and  early  intervention  for 
HIV  and  acquired  immunodeficiency 
syndrome  (AIDS)  (4). 


METHODS 

Data  were  collected  from  29  sites  in 
Houston,  Tex,  between  January  1, 
1990,  and  December  31,  1992.  Each 
site  had  contracted  with  the  City  of 
Houston,  Department  of  Health  and 
Human  Services,  under  a grant  from 
the  CDC,  to  provide  free,  voluntary, 
HIV  counseling  and  testing  services 
(CTS).  All  sites  had  CTS  integrated 
into  their  ongoing  operations.  Desig- 
nated sites  included  sexually  transmit- 
ted disease  (STD)  clinics,  tuberculosis 
clinics,  drug  treatment  centers,  family 
planning  services,  prenatal  and  obstet- 
rical care  clinics,  hospitals,  physicians’ 
offices,  field  outreach  programs  for 
high-risk  individuals,  and  freestand- 
ing HIV  testing  sites  that  provide 
CTS  exclusively. 

Data  were  obtained  using  stan- 
dardized reporting  forms.  Demo- 
graphic descriptions,  type  of  service 
delivery  site,  reasons  for  visit,  and 
self-reported  risk  exposure  data  were 
collected.  The  latter  included  sexual 
orientation,  injecting-drug  use,  and 
sexual  partners  of  persons  at  risk  for 
HIV.  Counseling  sessions  were  con- 
ducted according  to  standards  estab- 
lished by  the  funding  agency.  Trained 
CTS  providers  identified  risk  behav- 
iors and  counseled  clients  concerning 
reducing  or  eliminating  the  risks. 

Sera  were  tested  for  antibodies  to 
HIV  by  an  enzyme-linked  im- 
munosorbent assay.  Reactive  samples 
were  then  confirmed  using  the  West- 
ern Blot  test.  Clients  were  encouraged 
to  attend  a second  clinic  session  in 
which  test  results  were  reported  and 
additional  counseling  was  provided  to 
reassess  behavioral  risks  and  reinforce 
prevention.  All  clients  whose  test  re- 
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Table  I.  Demographic  characteristics  ot 
74,043  clients  tested  lor  HIV  in  Houston, 
1990  through  1992. 


Characteristic 

% Tested 

Gender 

Male 

57.3 

Lemale 

42.7 

Race 

White 

33.2 

Black 

49.5 

Hispanic 

16.0 

Asian/Pacific  Islander 

0.8 

American  Indian/Alaskan 

0.2 

Other" 

0.3 

Age  (years) 

<5 

0 

5-12 

0.1 

13-19 

12.5 

20-29 

40.3 

30-39 

31.0 

40-49 

11.7 

>50 

4.3 

Unknown 

0 

"Includes  missing  data. 


suits  were  positive  were  referred  into 
the  Early  Intervention  Program  for 
partner  notification  and  further  medi- 
cal and  psychological  services. 

All  completed  reporting  forms 
were  submitted  to  the  City  of  Hous- 
ton for  data  entry  and  processing. 
Our  research  team  conducted  analyses 
of  the  data  using  SPSS/PC+  software. 
Descriptive  statistics  for  the  entire 
population  and  changes  over  time  are 
reported  below.  Rates  of  HIV  sero- 
prevalence  and  95%  confidence  inter- 
vals (Cl)  have  been  calculated  for  gen- 
der, racial/ethnic  groups,  and  HIV 
risk-exposure  groups.  Odds  ratios  are 
presented  to  demonstrate  associations 
between  HIV  infection  and  levels  of 


the  descriptive  variables.  Demograph- 
ic cohorts  with  small  sample  sizes 
such  as  American  Indians  or  Asian 
Americans  were  removed  from  subse- 
quent analysis  to  reduce  the  chance  of 
overestimation. 

RESULTS 

A total  of  76,672  clients  were  seen 
during  the  3-year  period  between  Jan- 
uary 1,  1990,  and  December  31, 
1992.  Of  these,  74,043,  (97%)  were 
tested.  Fifty-seven  percent  of  those 
tested  were  male  and  43%  were  fe- 
male, as  shown  in  Table  1.  Half  the 
clients  tested  were  black,  33%  were 
white,  and  16%  were  Hispanic.  The 


Table  2.  HIV  seroprevalence  rates  and  odds  ratios  by  gender  and  selected  racial/ethnic  groups." 


No. 

Tested 

No.  HIV 

Positive 

HIV  Seroprevalence 
% 95%  Cl 

Odds 

Ratio 

95%  Cl 

% of 
Total 
Positive! 

Gender 

Lemale 

31,594 

499 

1.6 

1.44-1.72 

1 

16.9 

Male 

42,449 

2,459 

5.8 

5.57-6.02 

3.83 

347-4.23 

83.1 

Race 

White 

24,597 

1.161 

4.7 

4.46-4.99 

1 

39.2 

Black 

36,674 

1,414 

3.9 

3.66-4.05 

0.81 

0.75-0.88 

47.8 

Hispanic 

11,818 

359 

3.0 

2.73-3.35 

0.63 

0.56-0.71 

12.1 

Men 

White 

15,866 

1,081 

6.8 

6.42-7.21 

1 

36.5 

Black 

20,570 

1,046 

5.1 

4.78-5.39 

0.73 

0.70-0.80 

35.4 

Hispanic 

5,368 

311 

5.8 

5.17-6.42 

0.84 

0.70-0.96 

10.5 

Women 

White 

8,731 

80 

0.9 

0.72-1.12 

1 

2.7 

Black 

16,104 

368 

2.3 

2.05-2.52 

2.53 

1.97-3.25 

12.4 

Hispanic 

6,450 

48 

0.7 

0.53-0.95 

0.81 

0.56-1.18 

1.6 

Total 

74,043 

2,958 

4.0 

3.85-4.14 

100 

"Less  than  1%  indicated  another  racial  or  ethnic  category. 
tProportion  of  total  positives  within  each  category. 


Cl  = confidence  interval 
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Table  3.  HIV  seropositive  rates  for  selected  testing  sites  in  Houston,  1990  through  1992. 


Type  of  Testing  Site‘ 

% of  Total 

Tests 

(n=74,043) 

% of  Total 
Positives 
(n=2,958) 

Seropositive 

Rate 

95%  Cl 

Freestanding  CTS  site 

17.5 

20.8 

4.8 

4.3-5. 1 

STD  clinic 

57.5 

61.7 

4.3 

4. 1^.5 

Drug  treatment  center 

10.4 

10.5 

4.1 

3.6-4.5 

Family  planning  clinic 

3.6 

0.5 

0.6 

0.3-0.9 

Prenatal/obstetrical  care 

3.1 

0.4 

0.6 

0.3-0.9 

Other  site  typef 

2.9 

2.8 

3.8 

3.0-4.6 

‘Sites  with  less  than  1%  of  total  tests  were  excluded. 

t Includes  college  campuses  and  subsidized  training  and  placement  programs. 


Table  4.  Proportion  of  clients  indicating  reasons  for  visiting  counseling  and  testing  sites. 


Reason  for  Visit‘ 

1990, % 

(n=  17,026) 

1991, % 
(n=24,670) 

1992, % 
(n=34,976) 

3-Year,  % 
(n=76,672) 

Primarily  requesting  HIV  testing 

68.4 

78.7 

85.0 

79.3 

STD  diagnosis  and  treatment 

36.1 

35.7 

30.3 

33.3 

Provider  referral 

5.6 

3.6 

2.6 

3.6 

In  conjunction  with  prenatal 
or  obstetrical  care 

2.2 

0.8 

3.8 

2.9 

In  conjunction  with  family 
planning  services! 

— 

— 

2.6 

— 

‘Respondents  were  permitted  to  indicate  more  than  one  reason, 
fltem  was  not  included  in  protocol  until  1992. 


age  range  was  1 to  90  years  with  a 
median  of  29  years  and  a mean  of 
30. 1 years.  Findings  over  time  showed 
a twofold  increase  in  the  total  number 
of  clients  served,  from  17,026  in 
1990  to  34,976  in  1992.  Also,  the 
proportion  of  females  tested  increased 
by  30%  during  this  period,  while  that 
for  males  decreased  by  20%. 

Of  the  74,043  clients  tested,  2958 
were  confirmed  to  be  infected  with 
the  HIV  virus,  yielding  an  overall 
seroprevalence  rate  of  4%,  (95%  Cl, 
3.85  to  4.14).  Though  the  number 
of  clients  tested  in  1990  was  relative- 
ly low,  the  seroprevalence  rate,  6.1%, 
was  quite  high.  As  the  number  of 
clients  tested  increased,  the  rate  fell 
to  4.1%  in  1991  and  finally  to  2.9%. 
in  1992.  Also,  the  percentage  of 
males  testing  positive  over  time  de- 
creased 11%,  while  that  for  females 
increased  67%. 

Seroprevalence  rates  and  odds  ra- 
tios (OR)  for  gender  and  selected 
racial/ethnic  groups  are  shown  in 
Table  2.  Significant  differences  were 
associated  with  gender.  For  positive 
cases,  the  odds  of  being  male  were 
3.83  times  those  of  being  female 
(95%  Cl,  3.47  to  4.23).  The  highest 
seroprevalence  rate  (6.8%)  was  ob- 
served among  white  males  (95%  Cl, 
6.42%  to  7.21%),  while  rates  were 
lowest  (0.7%)  for  Hispanic  females 
(95%  Cl,  0.53%  to  0.95%).  Among 

positive  cases,  however,  subjects’ 
odds  of  being  white  were  no  greater 
than  their  odds  of  being  black  or 
Hispanic.  When  comparing  black 
and  white  females,  the  odds  ratio  re- 
mained significantly  greater  than  1 

(OR,  2.53;  95%  Cl,  1.97  to  3.25). 

The  proportion  of  all  positive  cas- 
es accounted  for  by  each  demograph- 


CTS  = counseling  and  testing  service 
STD  = sexually  transmitted  disease 
Cl  = confidence  interval 


STD  = sexually  transmitted  disease 

ic  category  is  presented  in  Table  2 as 
the  “percent  of  total  positive.”  Over- 
all, 83.1%  of  clients  with  HIV  were 
male,  and  nearly  half,  47.8%,  were 
black.  Blacks  also  had  the  lowest 
male-to-female  ratio  among  the  posi- 
tive cases.  This  ratio  was  3:1  (that  is, 
35.4  to  12.4)  for  blacks,  compared 
with  7:1  for  Hispanics  and  14:1  for 
whites.  Among  the  499  HIV-positive 
females,  368,  or  74%,  were  black. 

Types  of  testing  sites  and  reasons  for 
visiting  them 

Clients  were  more  likely  to  be  served 
at  STD  clinics  than  at  any  other  test- 
ing site  as  shown  in  Table  3.  The 
STD  clinics  tested  58%  of  all  clients 
and  accounted  for  62%  of  positive 
cases.  Freestanding  HIV  testing  facil- 
ities had  tested  only  18%  of  clients 


but  conducted  21%  of  positive  tests. 
Drug  treatment  centers  accounted 
for  1 1%  of  all  positive  tests. 

Seroprevalence  rates,  presented  in 
Table  3,  varied  by  type  of  testing  site, 
from  a low  of  0.6%  at  family  plan- 
ning and  prenatal/obstetrical  care  sites 
to  a high  of  4.8%  at  freestanding 
CTS  sites.  The  STD  clinics  and  drug 
treatment  programs  had  seropreva- 
lence rates  of  4.3%  and  4.1%  respec- 
tively. Confidence  intervals  around  all 
these  rates  did  not  include  zero. 

During  the  3-year  study  period, 
the  proportion  of  clients  tested  at 
STD  clinics  fell  by  34%,  while  those 
tested  at  freestanding  HIV  facilities 
doubled.  At  drug  treatment  centers, 
the  percentage  decreased  from  14% 
to  6%,  while  family  planning  clinics 
saw  a slight  increase  from  1990  to 
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Table  5.  Self-reported  ri.sk-exposure  characteristics,  1 louston,  1990  tliroiigli  1992. 


.Sclt-reportcd  Risk 

Exposure* 

HIV 

No. 

Tests 

% Tested 

Seroprevalence 

No.  Rate,  % 

% Total 

Positives 

( )dds 

Ratio 

95%  Cl 

Male-to-ni.ile  + II^U 

1 ,0.T) 

1.4 

204 

19.6 

6.9 

17.86 

14.-21.26 

M.ile-to-ni.ilc 

9,946 

13.4 

1,551 

15.6 

52.4 

13.50 

12.9-14.96 

Hctero.sexu.il  IDU 

7,485 

10.1 

290 

3.9 

9.8 

2.95 

2.54-3.42 

Sex  p.irtner  .it  risk 

5,888 

8.0 

208 

3.5 

7.0 

2.68 

2.27-3.16 

STD  (.ii.tgnosist 

4,190 

5.7 

51 

1.2 

1.7 

0.90 

0.67-1.21 

Commercial  sexl: 

4,965 

6.7 

105 

2.1 

3.5 

1.58 

1.27-1.96 

Hemophilia 

690 

0.9 

13 

1.9 

0.4 

1.40 

0.77-2.50 

No  acknowledged  risk§ 

.39,49.5 

53.3 

533 

1.3 

18.0 

1.00 

Total 

74,043 

2,958 

4.0 

*Less  than  1%  indicated  another  risk  factor. 
tSTD  was  not  monitored  as  a risk  factor  until  1992. 
tSex  in  exchange  for  drugs  or  money. 

§ Reference  category. 

IDU  = injecting-drug  use 

STD  = sexually  transmitted  disease 

Cl  = confidence  interval 


1992.  Sites  for  outreach  programs 
were  not  included  in  the  protocol 
until  1992,  when  they  accounted  for 
10%  of  that  years  total  tests. 

When  asked  their  reasons  for  vis- 
iting counseling  and  testing  sites, 
32%  of  the  clients  tested  gave  more 
than  one  reason.  The  majority,  79%, 
attended  primarily  for  the  purpose  of 
requesting  HIV  testing.  Treatment  of 
STD  was  indicated  by  33%  of  re- 
spondents, and  approximately  4%  of 
clients  were  referred  by  physicians  or 
other  health-care  providers.  Table  4 
presents  changes  that  were  observed 
in  the  reasons  given  for  seeking  test- 
ing services  during  the  3-year  period. 
The  proportion  of  clients  attending 
the  clinics  primarily  to  request  HIV 
testing  increased  from  68%  in  1990 
to  85%  in  1992.  The  STD  treatment 
and  referrals  from  health-care 
providers  fell  during  the  3 years. 

Risk  factors  for  HIV 
Table  5 lists  the  self-reported  risk-ex- 
posure characteristics  that  were  indi- 
cated by  clients  electing  to  be  tested. 
Fifty-three  percent  of  clients  tested 
refused  to  acknowledge  any  risk  be- 
havior, yet  this  group  accounted  for 
18%  of  positive  cases.  Male-to-male 


sexual  contact,  alone  or  in  addition 
to  injecting-drug  use,  accounted  for 
nearly  15%  of  those  tested  and  59% 
of  positive  tests.  Nearly  10%  of  the 
heterosexuals  used  injecting  drugs. 
Recent  STD  diagnosis,  which  ac- 
counted for  only  1 .7%  of  the  positive 
cases  overall,  was  not  monitored  as 
an  HIV  risk  factor  until  the  last  year 
of  the  study  period.  Seven  percent  of 
the  HIV-positive  clients  had  high- 
risk  sex  partners,  while  nearly  4% 
were  accounted  for  by  noninjecting- 
drug  use  or  by  sex  in  exchange  for 
money  or  drugs.  Less  than  1%  of 
positive  cases  were  due  to  sexual  as- 
sault, perinatal  transmission,  and 
health-care  exposure. 

Table  5 also  shows  seroprevalence 
rates  and  odds  ratios  for  the  HIV  risk 
factors.  The  highest  seroprevalence 
rate  was  found  among  clients  who  re- 
ported male-to-male  sexual  contact, 
which  was  15.6%  alone  with  an  ad- 
ditional 19.6%  who  reported  also  in- 
jecting-drug use  (95%CI,  17.22%  to 
22.05%).  All  of  the  risk  factors 
shown  except  STD  diagnosis 
and  hemophilia  were  associated  sig- 
nificantly with  HIV  seropositivity 
{P  = 0.0001).  Clients  testing  positive 
were  almost  14  times  more  likely  to 
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have  reported  homosexual  activity  as 
they  were  not  to  acknowledge  any 
exposure  category  (OR,  13.50;  95% 
Cl,  12.19  to  14.96).  In  addition, 
positive  cases  were  18  times  more 
likely  to  indicate  homosexual  activity 
in  conjunction  with  injecting-drug 
use  than  no  risk  category  (OR, 
17.86;  95%  Cl,  14.93  to  21.26). 

Certain  risk  factors  among  posi- 
tive cases  appeared  to  vary  with  gen- 
der. Women  were  significantly  more 
likely  not  to  report  a risk  factor  than 
men:  43%  of  women  compared  with 
13%  of  men  {P  = 0.001).  Of  clients 
who  indicated  risk  factors,  women 
were  three  times  more  likely  to  be 
heterosexual  injecting-drug  users  and 
six  times  more  likely  to  have  had 
high-risk  sex  partners  than  were  men. 

Ethnicity  was  also  related  to  re- 
porting of  risk  factors  by  HIV-posi- 
tive cases.  Compared  with  white  and 
Hispanic  clients,  black  clients  rarely 
indicated  male-to-male  sexual  con- 
tact. This  risk  factor  accounted  for 
83%  of  HIV-positive  cases  among 
whites,  66%  among  Hispanics,  and 
only  38%  among  blacks  (at  = 43.98, 
P=  0.001).  This  much  lower  propor- 
tion among  blacks  was  offset  by  a 
higher  percentage  of  other  risk  fac- 
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tors:  Most  clients  (74%)  who  failed 
to  disclose  a risk  factor  were  black. 
Furthermore,  71%  of  clients  with 
high-risk  sex  partners  and  66%  of 
heterosexual  injecting-drug  users 
were  black. 

Changes  over  time  showed  a 26% 
increase  in  the  number  of  clients  who 
tested  positive  but  had  failed  to  ac- 
knowledge a risk  factor.  Among  the 
disclosed  modes  of  transmission,  the 
proportion  of  cases  resulting  from 
male-to-male  sexual  contact  decreased 
from  59%  in  1990  to  45%  in  1992. 
The  percentage  of  positive  cases  in- 
creased over  time  for  clients  who  re- 
ported high-risk  sex  partners,  for  those 
who  used  noninjecting  drugs,  and  for 
those  who  had  sex  in  exchange  for 
drugs  or  money.  Diagnosed  STD, 
which  was  not  monitored  as  a risk  fac- 
tor until  1992,  accounted  for  the 
greatest  number  of  clients  tested  but 
for  only  5%  of  all  positive  cases.  Over 
the  3-year  period,  the  proportion  of 
HIV-positive  cases  resulting  from  in- 
jecting-drug use  decreased  by  18% 
among  heterosexuals  but  increased  by 
35%  among  homosexuals. 

Posttest  counseling 

All  clients  received  pretest  counsel- 
ing, but  many  of  those  tested  failed 
to  return  for  their  results  and  to  re- 
ceive posttest  counseling.  Of  the 
74,043  tests  performed,  records  with 
information  on  posttest  counseling 
return  were  available  for  all  but  9 
clients.  Only  57%  of  the  clients  test- 
ed received  posttest  counseling.  This 
return  rate  varied  significantly  by 
client  demographics,  testing  site,  self- 
reported  risk  exposure,  reason  for  vis- 
it, and  HIV  serostatus,  as  shown  in 
Table  6.  Women  were  found  to  have 
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a lower  posttest  counseling  rate 
(53%)  than  men  (59%).  Members  of 
racial  or  ethnic  minorities  were 
found,  in  general,  to  have  posttest 
counseling  rates  lower  than  those  of 
nonminority  clients.  Blacks  had  the 
lowest  posttest  counseling  return 
rates  (40%).  In  terms  of  age,  clients 
between  5 and  29  years  had  return 
rates  below  the  average. 

Posttest  return  rates  varied 
significantly  by  type  of  service  deliv- 
ery site,  with  private  physician  offices 
(88%),  freestanding  HIV  sites 
(80%),  and  tuberculosis  clinics 
(80%)  recording  the  highest  return 
rates.  The  lowest  rates  were  observed 
at  outreach  program  sites  (48%), 
STD  clinics  (50%),  and  family  plan- 
ning and  prenatal  clinics  (52%).  Per- 
sons who  reported  that  the  main  rea- 
son for  their  visit  was  to  obtain  HIV 
counseling  and  testing  had  a higher 
return  rate  for  posttest  counseling 
(61%),  compared  with  persons  who 
reported  other  principal  reasons  for 
their  visit  (38%). 

Regarding  self-reported  risk  be- 
havior, men  who  had  sex  with  men 
had  the  highest  return  rate  for 
posttest  counseling  (84%),  and  per- 
sons who  acknowledged  no  risk  for 
HIV  infection  had  the  lowest  (48%). 
When  HIV  serostatus  was  examined, 
the  posttest  counseling  return  rate 
was  higher  for  persons  positive  for 
the  HIV  antibody  (80%)  compared 
with  the  rate  among  persons  who 
were  found  to  be  negative  (56%). 

Odds  ratios  were  calculated  for  the 
single  variable  model  using  a specific 
reference  level  for  each  variable  (OR  = 
1).  Ninety-five  percent  confidence  in- 
tervals for  the  odds  ratios  are  shown 
in  the  last  column  of  Table  6.  All  of 
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the  variable  levels  shown,  except  for 
hospital/private  physician’s  office  as  a 
testing  site,  were  significantly  associat- 
ed with  posttest  counseling  return  {P 
= 0.0001).  Men  were  slightly  more 
likely  to  return  than  women.  Blacks, 
compared  with  whites,  as  well  as 
teenagers  compared  with  all  other  age 
groups  were  significantly  less  likely  to 
return  for  posttest  counseling.  The 
variable  levels  with  the  largest  odds 
ratios  (that  is,  the  strongest  associa- 
tion with  posttest  counseling  return 
rate  when  compared  with  the  variable 
reference  level)  were  the  risk  exposure 
of  male-to-male  sexual  contact  (OR  = 
5.55)  and  positive  HIV  serostatus 
(OR  = 3.10).  The  variables  with  the 
smallest  odds  ratios  (that  is,  the 
strongest  association  with  failure  to 
return  for  posttest  counseling  when 
compated  with  the  variable  reference 
level)  were  race/ethnicity,  black  (OR  = 
0.19),  and  the  following  types  of  test- 
ing sites:  outreach  program  site  (OR  = 
0.24),  STD  clinic  (OR  = 0.25),  and 
family  planning  and  prenatal  clinics 
(OR  = 0.28). 

DISCUSSION 

These  data  describe  a large  popula- 
tion of  clients  seeking  counseling  and 
testing  services  for  HIV  in  Houston, 
Tex.  An  overall  seroprevalence  rate  of 
4%  was  observed  with  rates  decreas- 
ing from  6.1%  to  2.9%  during  the  3- 
year  period.  Although  this  downward 
trend  cannot  be  explained  using  the 
current  data,  the  risk  profile  of  those 
seeking  services  may  have  changed 
over  time.  There  may  also  have  been 
an  increased  awareness  as  many  peo- 
ple have  learned  the  facts  about 
transmission  and  prevention  behav- 


Table  (x  Posttest  counseling  return  rates  tor  74,034  clients  tested  in  Houston,  1990  through  1992. 


Characteristic 

Total 

Received  Posttest  Counseling 

Number  Percent 

Odds  Ratio 

95%  Cl 

Cender 

Male 

42,445 

25,220 

59 

1.29 

1.26-1.33 

Female* 

31,589 

16,775 

53 

1 .00 

Race/Ethnicity 

'X'hite* 

Black 

24,596 

36,666 

19,26578 

14,745 

40 

1.00 

0.19 

0.18-0.19 

Hispanic 

1 1,818 

7,316 

62 

0.45 

0.43-0.47 

Asian/Pacific  Islander 

589 

439 

75 

0.81 

0.67-0.98 

American  Indian/Alaskan 

121 

86 

71 

0.68 

0.45-1.03 

Other 

223 

141 

63 

0.48 

0.36-0.63 

Age  (years) 

<5 

25 

15 

60 

0.87 

0.37-2.07 

5-12 

71 

36 

51 

0.59 

0.36-0.97 

13-19 

9,282 

3,248 

35 

0.31 

0.30-0.33 

20-29 

29,829 

15,900 

53 

0.66 

0.64-0.68 

30-39* 

22,951 

14,, 552 

63 

1.00 

40^9 

8,672 

5,984 

69 

1.28 

1.22-1.36 

>50 

3,213 

2,260 

70 

1.37 

1.26-1.48 

Type  of  testing  site 

Freestanding  CTS  site* 

12,961 

10,322 

80 

1.00 

STD  clinic 

41,573 

20,951 

50 

0.25 

0.24-0.26 

Drug  treatment  center 

7,679 

4,977 

65 

0.47 

0.44-0.50 

Family  planning  clinic 

2,640 

1,280 

52 

0.28 

0.26-0.31 

Prenatal/obstetrical  care  clinic 

2,259 

1,191 

53 

0.29 

0.26-0.31 

Tuberculosis  clinic 

102 

80 

78 

0.93 

0.57-1.54 

Hospital/private  physician 

88 

77 

88 

1.79 

0.92-3.56 

Outreach  program 

3,545 

1,715 

48 

0.24 

0.22-0.26 

Other  site  type 

2,178 

1,294 

59 

0.37 

0.34-0.41 

Reason  for  visit 

HIV  testing* 

59,647 

36,554 

61 

1.00 

Other 

14,387 

5,441 

38 

0.38 

0.37-0.40 

HIV  risk  exposure 

Male-to-male  sexual  contact+IDU 

1,039 

761 

73 

2.96 

2.57-3.41 

Male-to-male  sexual  contact 

9,946 

8,325 

84 

5.55 

5.24-5.88 

Heterosexual,  IDU 

7,485 

4,808 

64 

1.94 

1.84-2.04 

Sex  partner  at  risk 

5,887 

3,878 

66 

2.09 

1.97-2.21 

STD  diagnosis 

4,190 

1,654 

40 

0.71 

0.66-0.75 

Exchanged  sex  lor  drugs/money 

4,963 

2,917 

59 

1.54 

1.45-1.64 

Hemophiliac 

690 

422 

61 

1.70 

1.45-1.99 

No  acknowledged  risk* 

39,487 

18,973 

48 

1.00 

HIV  serostatus 

Positive 

2,958 

2,354 

80 

3.10 

2.8.3-3.4 

Negative* 

70,766 

39,422 

56 

1.00 

Total 

74,034 

41,995 

57 

‘Reference  category. 


CTS  = counseling  and  testing  service 
STD  = sexually  transmitted  disease 
IDU  = injecting-drug  use 
Cl  = confidence  interval 


VOLUME  90  ★ NUMBER  7 


63 


ior.  Unfortunately,  given  the  poor  re- 
porting of  risk  factors,  we  cannot  de- 
termine the  extent  to  which  clients 
being  tested  in  1992  were  at  lower 
risk  than  those  tested  in  1990. 

Although  males  constituted  most 
ol  the  HIV-positive  cases,  the  per- 
centage of  females  testing  positive 
over  time  increased  by  67%.  Differ- 
ences in  HIV  seroprevalence  rates 
among  the  different  racial  or  ethnic 
groups  were  not  significant,  but  alter 
controlling  for  gender,  we  observed 
significantly  high  rates  for  black  fe- 
males. Race  or  ethnicity  may  have 
been  related  to  HIV  serostatus,  but  it 
does  not  imply  a predisposition  for 
infection  (5).  The  differences  in  rates 
may  be  partially  attributable  to  risk 
factors  that  were  not  ascertained  at 
the  time  of  clinic  visit.  Information 
on  HIV  risk  exposure  was  obtained 
by  client  self-report;  thus,  illegal 
practices  such  as  injecting-drug  use 
or  prostitution  may  be  incompletely 
reported  in  clinic  settings.  Failure  to 
disclose  any  risk  factor  was  common. 

These  findings  cannot  be  general- 
ized to  the  entire  population  in  this 
metropolitan  area  because  they  are 
limited  to  describing  those  who  vol- 
untarily sought  testing  for  HIV  at  fa- 
cilities for  which  services  were  avail- 
able without  charge.  Testing  is 
conducted,  for  a fee,  in  other  area  fa- 
cilities, and  many  clients  are  not  test- 
ed. In  addition,  because  identifiers 
are  not  used  at  study  centers,  some 
clients  may  have  had  repeated  tests; 
therefore,  neither  the  total  number  of 
persons  tested  nor  the  number  who 
are  positive  for  the  HIV  antibody  in 
publicly  funded  settings  can  be  esti- 
mated (6).  In  spite  of  these  limita- 
tions, this  information  can  be  used 
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to  estimate  the  risk  to  subgroups 
within  those  voluntarily  tested  and  to 
highlight  the  use  of  services  and  risk 
behaviors  reported  by  clients. 

Despite  blacks  having  a lower 
seropositive  rate  compared  with 
whites  (3.9%  versus  4.7%),  results 
showed  48%  of  all  HIV-positive  cas- 
es to  be  black.  Another  noteworthy 
finding  was  the  high  proportion  of 
female  clients  who  were  black.  Clinic 
administrators  were  unable  to  ex- 
plain reasons  for  these  findings  as 
blacks  were  not  being  targeted  and 
city  clinics  were  not  located  in  black 
neighborhoods.  We  conclude  that 
there  is  a need  to  implement  active 
outreach  programs  for  females  in  the 
black  communities. 

More  than  half  of  the  clients  were 
seen  at  clinics  designed  exclusively  for 
diagnosis  and  treatment  of  STDs. 
This  high  proportion  highlights  the 
connection  between  unprotected  sex- 
ual activity  and  disease.  Persons  at- 
tending STD  clinics  constitute  one  of 
the  groups  at  high  risk  for  HIV  infec- 
tion (7);  thus,  up-to-date  information 
on  their  sexual  practices  and  behav- 
iors is  essential  to  develop  effective 
risk-reduction  messages  both  about 
STDs  and  HIV.  Seroprevalence  data 
among  this  group  can  provide  valu- 
able information  on  HIV  disease 
surveillance,  prevention,  and  program 
evaluation  (6).  While  we  need  to  fo- 
cus on  treating  and  preventing  STDs 
as  an  AIDS-prevention  strategy,  the 
fundamental  need  is  to  alter  sexual 
behavior  that  puts  people  at  risk  for 
HIV  transmission.  An  estimated  12 
million  persons  acquire  STDs  each 
year  in  the  US  (8).  Although  few 
clients  seek  help  to  stop  engaging  in 
high-risk  behaviors,  many  do  seek 
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medical  attention  for  STDs  (9).  In 
conjunction  with  such  care,  providers 
have  used  the  opportunity  to  recom- 
mend HIV  testing  and  to  further  en- 
courage preventive  behavior. 

The  findings  also  indicate  that 
HIV-prevention  programs  for  inject- 
ing-drug users  need  to  be  available  in 
various  service  delivery  settings  and 
not  just  in  drug  treatment  programs. 
Analysis  of  self-reported  risk  behavior 
by  type  of  testing  site  showed  that 
among  self-reported  injecting-drug 
users  71%  of  those  found  to  be 
seropositive  had  been  tested  in  settings 
other  than  drug  treatment  centers. 

Available  data,  unfortunately,  are 
limited  regarding  specific  risk  factors 
for  HIV  or  potential  modes  of  trans- 
mission. We  recommend  further  re- 
search in  this  area,  since  half  of  the 
clients  tested  acknowledged  no  risk 
factor  yet  accounted  for  18%  of 
HIV-positive  cases.  Very  likely  many 
in  this  category  had  sexual  partners 
whom  they  did  not  realize  were  in- 
fected. Of  those  who  disclosed  a pos- 
sible transmission  mode,  male-to- 
male  sexual  contact  was  indicated 
most  frequently.  Positive  tests  were 
associated  also  with  injecting-drug 
use,  sex  with  a partner  at  risk,  and 
prostitution.  While  an  overwhelming 
proportion  of  men  reported  homo- 
sexual activity,  women  were  more 
likely  to  report  injecting-drug  use 
and  high-risk  sex  partners. 

More  active  steps  are  needed  to  ad- 
dress the  problem  of  subjects  failing  to 
return  for  test  results  and  posttest 
counseling.  Forty-three  percent  of 
clients  who  received  pretest  counseling 
and  testing  never  received  their  results 
and  failed  to  obtain  posttest  counsel- 
ing. However,  80%  of  those  testing 


positive  did  return,  although  over 
time  this  percentage  fell  from  82%  in 
1990  to  75%  in  1992.  The  hndings 
did  confirm  previous  work  (10,  11) 
and  indicated  that  demographic  vari- 
ables as  well  as  type  of  testing  site,  rea- 
son for  visit,  HIV  risk  exposure,  and 
serostatus  were  all  associated  with 
posttest  counseling  return  rates  in 
publicly  funded  clinics.  In  these  analy- 
ses, the  clients  most  likely  to  return 
were  men  who  self-reported  sex  with 
other  men,  and  persons  who  were 
HIV  seropositive.  Other  researchers 
have  found  significant  separate  associ- 
ations (11),  all  of  which  support  the 
hypothesis  that  persons  who  perceive 
themselves  to  be  at  risk  for  HIV  infec- 
tion are  much  more  likely  to  act  on 
that  perception  and  follow  through 
with  the  HIV  counseling  and  testing 
process  than  persons  who  do  not. 

Persons  who  were  black  and  those 
who  received  their  HIV  pretest  coun- 
seling at  field  settings  and  STD  clinics 
were  significantly  less  likely  to  return 
to  learn  the  results  of  their  tests  and 
to  receive  posttest  counseling.  We 
found  also  that  the  type  of  service  de- 
livery site  that  was  most  associated 
with  returning  was  the  freestanding 
HIV  testing  service.  Unlike  other  site 
types,  freestanding  facilities  cater  ex- 
clusively to  counseling  and  testing,  so 
compliance  is  expected  to  be  very 
high  because  clients  go  there  solely  to 
obtain  knowledge  of  their  HIV  status. 

Institutional  and  other  barriers 
should  be  examined  and  priority  giv- 
en to  contacting  seropositive  or  high- 
risk  clients  who  have  not  returned  for 
follow-up  services.  Directors  of  indi- 
vidual programs  should  examine  their 
HIV  posttest  counseling  rate  and  use 
the  information  as  a quality  assurance 


tool.  Counselors  in  STD  clinic  set- 
tings should  make  special  efforts  dur- 
ing pretest  counseling  to  encourage 
adolescents,  blacks,  and  clients  who 
do  not  report  a risk  behavior  for  HIV 
but  whose  medical  histories  would 
suggest  otherwise  to  return  for  disclo- 
sure of  HIV  test  results  and  for 
posttest  counseling  (11).  Not  only 
must  clients  tested  learn  their  test  re- 
sults, but  the  posttest  session  can 
serve  as  a prevention  mechanism  with 
clients  known  to  be  at  high  risk  for 
disease.  In  addition,  early  detection  of 
HIV  infection  and  referral  can  lead  to 
optimal  medical  management  and 
partner  notification  (3). 

The  increased  number  of  clients 
visiting  sites  primarily  for  HIV  coun- 
seling and  testing  services  suggests 
that  their  availability  is  becoming 
more  well  known.  As  many  as  79% 
of  clients  had  visited  clinics  primarily 
to  request  HIV  testing.  This  shows 
that  many  persons  in  high-risk 
groups  were  already  aware  of  the 
dangers  their  behavior  posed  — not 
only  to  themselves  but  to  others.  Re- 
sults from  this  research  underscore 
the  need  for  routine  HIV  counseling 
and  testing  services  for  clients  pre- 
senting with  other  diseases. 

Though  clearly  not  indicative  of 
disease  transmission,  the  reporting  of 
known  behavioral  risk  factors  for 
HIV  among  45%  of  those  whose 
tests  were  negative  raises  concerns 
about  the  frequency  with  which  peo- 
ple engage  in  high-risk  conduct.  Ed- 
ucation and  information  must  con- 
tinue to  play  an  important  role  in 
reducing  high-risk  behavior  and  en- 
couraging safe  practices. 
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From  1 982  through  1 992,  the  Fort 
Worth-  Farrant  County  Health  De- 
partments monitored  the  AIDS  epi- 
demic in  1080  cases.  Vital  records  and 
surveillance  data  were  used  to  describe 
the  epidemiological  characteristics  of 
AIDS  in  Farrant  County  by  age,  risk, 
racial/ethnic,  sex,  and  geographic  fac- 
tors. Fhe  study  found  that  the  male-to- 
female  ratio  of  cases  was  12:1,  that  in- 
cidence among  blacks  was  nearly  twice 
that  in  whites  and  Hispanics,  that  the 
incidence  rate  was  highest  in  the  group 
aged  30  through  39 years,  and  that 
transmission  patterns  differed  dramati- 
cally among  zip  codes,  particularly  af- 
fecting the  poorest  and  the  affuent  in 
Fort  Worth.  Distribution  of  AIDS  was 
influenced  by  demographic  characteris- 
tics, risk-associated  behaviors,  and  vi- 
ral seroprevalence.  The  epidemiological 
information  gleaned  by  active  and  pas- 
sive surveillance  enables  the  county 
health  department  to  enhance  its  com- 
munity-wide efforts  to  provide  pro- 
grams for  prevention  and  education 
and  to  support  AIDS-related  services. 


From  the  Fort  Worth-Tarrant  County  Flealth 
Departments,  1800  S University  Dr,  Fort 
Worth,  TX  76107.  Send  reprint  requests  to 
Dr  Oke. 
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The  epidemiology  of  AIDS  in  Tarrant  County 
from  1982  through  1992 


Charles  A.  Oke,  DVM,  MPH 
Sandra  K.  Manning,  MS 
Alecia  a.  Hathaway,  MD,  MPH 

Acquired  immuno- 
deficiency  syndrome  (AIDS) 
in  Tarrant  County  was  first 
reported  in  1982.  A case  was  docu- 
mented in  a 34-year-old,  white  ho- 
mosexual man  who  was  also  an  intra- 
venous drug  abuser.  Since  1982,  the 
principal  risks  and  routes  of  trans- 
mission of  this  disease  have  been  well 
established  (1).  Active  surveillance 
and  epidemiological  investigation 
have  enabled  the  Fort  Worth-Tarrant 
County  Health  Departments 
(FWTCHD)  to  focus  more  effective- 
ly its  prevention  and  education  pro- 
grams. The  FWTCHD  supports  an 
array  of  AIDS  services  and  provides 
an  information  hotline,  counseling 
services,  and  anonymous  testing  clin- 
ics for  human  immunodeficiency 
virus  (HIV).  However,  many  support 
programs  in  Tarrant  County  are  run 
by  local  community  groups.  To  en- 
hance these  services,  agencies  need 
categorical  epidemiological  informa- 
tion to  target  limited  resources. 

Tarrant  County  ranks  fifth  in 
Texas  in  the  cumulative  number  of 
AIDS  cases.  The  county  is  surpassed 
by  Harris,  Dallas,  Travis,  and  Bexar 
counties  (Texas  Department  of 
Health,  unpublished  data,  August 
1993).  Analogous  to  the  national 
data  and  as  in  these  Texas  counties, 
most  cases  in  Tarrant  County  have 
occurred  in  homosexual  men.  A 
prominent  characteristic  of  the  Tar- 
rant County  epidemic  is  that  hetero- 
sexual transmission  is  very  low.  An- 
other special  feature  of  the  county  is 
that  90%  of  the  cases  are  treated  by 
fewer  than  10  health-care  providers. 
This  attribute  ensures  that  the  active 
surveillance  system  captures  more 
than  90%  of  the  cases.  This  paper 
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describes  the  details  of  the  AIDS  epi- 
demic as  it  progressed  in  Tarrant 
County  from  1982  through  1992. 

METHODS 

Cases  for  this  study  were  reported 
through  both  passive  and  active 
AIDS  surveillance  from  January 
1982  through  December  1992.  Dur- 
ing the  earlier  period  of  the  surveil- 
lance development,  data  were  ob- 
tained per  provider-initiated  reports. 
In  the  active  surveillance  system  that 
was  developed  subsequently,  the 
AIDS  surveillance  coordinator  so- 
licited disease  reports  from  health- 
care providers,  laboratories,  infection 
control  nurses,  and  others.  The 
AIDS  surveillance  coordinator  con- 
tacted representatives  of  likely 
sources  of  disease  reports  on  a regular 
basis.  Priority  field  activities  were  tar- 
geted to  inpatient  and  outpatient  fa- 
cilities and  to  physicians  who  diag- 
nose and  treat  most  of  the  AIDS  and 
HIV-infected  cases. 

The  case  definition  issued  by  the 
Centers  for  Disease  Control  and  Pre- 
vention (CDC)  in  1987  was  used  to 
screen  cases  (2).  The  case  definition 
for  AIDS  consisted  of  any  person 
who  had  illness  characterized  by  the 
following:  one  or  more  of  the 
specified  indicator  diseases  (listed  in 
the  complete  case  definition)  and  ei- 
ther a positive  test  of  HIV  infection 
or  absence  of  specified  causes  of  un- 
derlying immunodeficiency. 

All  reporting  sources  were  contact- 
ed by  telephone,  mail,  or  personal  visit 
on  a regular  basis.  Standardized  adult 
and  pediatric  AIDS  case  report  forms 
were  distributed  by  CDC  to  local 
health  departments.  These  case  report 


forms  allowed  for  the  reporting  of 
AIDS  cases  meeting  the  national  case 
definition  and  protecting  patient 
confidentiality.  This  was  accomplished 
by  the  use  of  a phonetic  alpha-numer- 
ic coding  system  (Soundex)  as  a sub- 
stitute for  the  patient’s  surname. 
Through  the  Soundex  system  and  the 
patient’s  date  of  birth,  duplicate  re- 
ports were  expunged.  Locally,  case  re- 
port forms  were  distributed  to  report- 
ing sources.  The  forms  were 
completed  by  the  physician,  hospital 
infection  control  nurse,  other  health 
professional,  or  local  health  depart- 
ment surveillance  personnel.  The  data 
transcribed  from  medical  charts  to 
complete  the  case  forms  included  ba- 
sic patient  information,  facility  of  di- 
agnosis, source  of  report,  patient  his- 
tory or  social  risk  factor,  opportunistic 
infections,  and  laboratory  data. 

Case  report  forms  were  reviewed 
for  completeness  and  screened  by 
case  definition  criteria.  Cases  were 
recorded  onto  a log  as  they  were  re- 
ported to  local  health  department 
surveillance  offices  and  entered  into 
the  CDC-originated  AIDS  reporting 
system  database  program.  Informa- 
tion was  updated  whenever  addition- 
al data  were  received.  The  AIDS  vital 
status  was  updated  from  health-care 
providers  and  from  state  and/or  local 
vital  statistics  offices.  Once  the  report 
forms  were  completed,  hard  copies 
along  with  computer  diskettes  were 
sent  to  the  Texas  Department  of 
Health.  Locked  fil  e cabinets  were 
maintained  for  the  report  forms  and 
backup  diskettes.  Only  persons  in- 
volved in  case  reporting  had  access  to 
office  keys,  reporting  files,  and  com- 
puter access  codes. 

For  the  study,  all  AIDS  cases  pro- 


cessed by  means  of  passive  and  active 
surveillance  from  January  1982 
through  December  1 992  for  Tarrant 
County  were  analyzed  by  using  Mi- 
crosoft Excel  (version  4.0,  1992). 
The  denominator  was  the  1990  pop- 
ulation projection  data  for  Tarrant 
County  (3).  A monthly  report  was 
disseminated  to  all  health-care 
providers,  local  community  groups, 
and  reporting  sources  in  the  county 
through  a newsletter,  AIDS  Perspec- 
tive. A monthly  update,  “AIDS 
Watch,”  was  also  featured  in  the  Tar- 
rant County  Medical  Society  journal. 

RESULTS 

We  identified  1080  cases  of  AIDS  in 
Tarrant  County  from  January  1982 
through  December  1992.  Because  of 
the  high  proportion  of  cases  among 
homosexual  men,  the  male-to-female 
ratio  was  high;  12:1  (/’<0.0005).  The 
incidence  rate  in  blacks  (16  per 

100,000)  was  nearly  twice  as  high  as 
that  in  whites  (9  per  100,000)  and 
Hispanics  (7  per  100,000)  (/’<0.002) 
(Fig  1).  However,  whites  account  for 
73%  of  all  cases.  The  incidence  rate 
was  highest  for  age  group  30  through 
39  years  at  25  per  100,000.  The  low- 


est incidence  rate  was  in  the  age 
group  younger  than  19  years  (<1  per 

100,000).  The  age  groups  with  the 
second  and  third  highest  incidence 
rates  were  40  through  49  years  (15 
per  100,000)  and  20  through  29 
years  (14  per  100,000)  (Fig  2). 

Two  peaks  of  incidence  occurred 
between  January  1982  and  December 
1992,  in  1987  (135)  and  in  1991 
(211)  (Fig  3).  The  percentage  of  cases 
in  the  homosexual  risk  group  fell  from 
100%  in  1982  to  62%  in  1992.  The 
fastest-growing  group  at  risk  was  the 
injecting-drug  users;  cases  rose  from 
0%  in  1982  to  28%  in  1991  (Fig  4). 
Among  women,  injecting-drug  use 
(IDU)  was  the  route  of  acquisition  for 
53%  of  cases,  and  heterosexual  trans- 
mission ranked  second  at  20%.  Fif- 
teen percent  were  transfusion  related 
and  12%  came  from  unknown 
sources.  The  rate  was  highest  in  the 
childbearing  years  among  the  group 
aged  15  through  44  years  (3  per 

100,000).  The  rate  in  black  women  (6 
per  100,000)  was  6 times  higher  than 
that  in  white  women  (1  per  100,000) 
and  3 times  higher  than  that  in  His- 
panic women  (2  per  100,000).  Fifty 
percent  of  the  black  men  were  infect- 
ed through  IDU-related  risk,  and 


Fig  I.  Tarrant  County  AIDS  cases;  by  race,  1982-1992. 
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Fig  2.  Tzn3.ni  County  AIDS  cases:  by  age,  1982-1992. 
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Fig 3.  Number  ofTarrant  County  AIDS  cases,  1982-1992. 
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Fig  4.  Tarrant  County  AIDS  cases  by  risk  group,  1 982  through  1 992. 


63%  of  black  women  were  infected 
through  IDU  related  risk.  Only  about 
15%  of  black  women  were  infected 
through  heterosexual  transmission. 
Forty-five  percent  of  white  women 
were  infected  through  IDU-related 
risk  and  20%  through  heterosexual 
transmission;  20%  were  transfusion 
related  and  1 5%  unspecified. 

In  the  pediatric  population,  13 
AIDS  cases  were  reported  in  the  county 
during  the  surveillance  period  under 
study.  Seventy-six  percent  were  infected 
maternally,  18%  were  hemophiliacs, 
and  6%  were  infected  by  transfusion. 
By  ethnic  group,  60%  were  white,  32% 
were  black,  and  8%  were  Hispanic. 
The  highest  incidence  by  age  group 
was  among  the  0 through  3-year-old 
children  at  68%,  followed  by  the  4 
through  8-year-old  children  at  23%, 
and  the  9 through  12-year-old  young- 
sters at  9%.  Males  accounted  for  60% 
of  the  pediatric  cases. 

The  cumulative  case  fatality  rate 
for  Tarrant  County  during  this 
surveillance  period  was  56%.  The  ge- 
ographic distribution  of  AIDS  cases 
in  the  county  is  not  random 
(T<0.05).  Cases  were  clustered  largely 
in  the  Fort  Worth  zip  codes,  followed 
closely  by  Arlington  zip  codes  (Fig  5). 
The  largest  concentrations  of  cases 
were  found  in  the  76104  (84),  the 
76107  (79),  and  the  76112  (67)  zip 
codes.  These  were  followed  closely  by 
the  76119  (49),  the  76116  (43),  and 
the  76106  (40)  zip  codes.  The  inci- 
dence of  AIDS  in  Fort  Worth  is  four 
times  that  of  Arlington. 

DISCUSSION 
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This  investigation  describes  the  epi- 
demiology of  AIDS  in  Tarrant  Coun- 


Fig  5.  Tarrant  County  AIDS  cases  by  zip-coilc  regions,  082  tlirougli  1992. 
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ty,  with  emphasis  on  racial/ethnic, 
age,  sex,  risk  group,  and  geographic 
features  of  the  epidemic.  An  inter- 
pretative analysis  can  be  useful  to 
community  groups  and  agencies  pro- 
viding education  and  support  ser- 
vices to  those  already  infected  and  to 
those  at  high  risk  of  infection.  Inci- 
dence and  mortality  rates  enhance 
our  capability  to  compare  the  impact 
of  AIDS  among  populations,  zip 
codes,  and  cities,  and  to  describe  a 
detailed  picture  of  AIDS  epidemiolo- 
gy within  a specific  county. 

Three  major  factors  affected  the 
distribution  of  AIDS  in  Tarrant 
County:  racial/ethnic,  age,  and  sex 
compositions  within  the  county;  de- 
grees and  types  of  risk-associated  be- 
haviors practiced  therein;  and  differ- 
ent viral  seroprevalence.  As  shown  in 


Fig  5,  the  concentration  of  AIDS  cas- 
es varied  across  the  zip  codes  and 
among  the  cities  in  Tarrant  County. 
Transmission  patterns  within  Fort 
Worth  differed  dramatically  among 
zip  codes.  The  character  and  socioe- 
conomic status  varied  also.  With  the 
highest  incidence,  zip  code  76104  is 
a very  low-income  neighborhood  in 
Fort  Worth.  The  76107  zip  code  is 
an  upper  middle-class  neighborhood 
in  Fort  Worth.  The  76112  zip  code 
is  a low-income  neighborhood  in 
Fort  Worth.  The  commonality 
among  these  zip  codes  is  high-risk 
behavior:  injecting-drug  use  and 
male-to-male  sex. 

The  reason  for  the  very  low  inci- 
dence in  women  in  the  county  is  not 
clear;  the  low  incidence  suggests  that 
women  are  not  infected  readily  via 
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vaginal  sex.  Educational  efforts 
should  be  directed  to  keep  the  gains 
that  seem  to  have  been  made  in  this 
population.  The  low  incidence  in 
women  also  hints  that  Tarrant  Coun- 
ty is  at  an  earlier  stage  in  the  epidem- 
ic with  lower  seroprevalence  in  the 
male  bisexual  population.  A recent 
serosurvey  of  1000  women  at  the 
major  county  obstetrical  clinic  at 
John  Peter  Smith  Flospital  revealed  a 
zero  positivity  rate  (D.  Barberro, 
MD,  telephone  communication, 
September  1993). 

Women,  blacks  and  Hispanics 
have  contracted  AIDS  disproportion- 
ately through  intravenous  drug  use. 
The  need  for  greatly  expanded  ser- 
vices for  intravenous  drug  users  has 
been  widely  emphasized  (4,5).  Black 
and  Hispanic  women  make  up  the 
highest  rate  of  incidence  of  hetero- 
sexually  transmitted  AIDS.  One 
third  of  the  pediatric  AIDS  cases 
were  black,  much  less  than  the  na- 
tional proportion  of  one  half 

Our  investigation  emphasizes  the 
role  surveillance  can  play  in  detailing 
the  epidemiology  of  AIDS  and  how 
such  can  be  used  to  monitor  the  im- 
pact of  AIDS  and  the  need  for  pre- 
ventive services.  The  incidence  of 
AIDS  is  a problem  in  Tarrant  Coun- 
ty. Most  cases  are  homosexual  men. 
The  male-to-female  ratio  is  very 
high.  Blacks  are  twice  as  likely  to 
contract  AIDS  as  whites  and  Hispan- 
ics. Even  though  the  incidence  rate 
in  women  is  low,  black  women  are  at 
6 times  higher  risk  than  white  wom- 
en and  3 times  greater  than  Hispanic 
women.  Intravenous  drug  use  con- 
tinues to  be  a source  of  infection  for 
many  minorities.  Even  though  male- 
to-male  sex  and  intravenous  drug 

69 


REFERENCES 


use,  or  a combination  of  both,  con- 
tinue to  be  the  highest  risk  behavior, 
heterosexual  transmission  will  con- 
tinue to  rise  as  inlectivity  increases 
among  the  bisexual  and  IDU  popu- 
lations. The  infectivity  in  adolescents 
may  also  follow  the  rising  trend  of 
sexually  transmitted  disease  in  this 
population  (FWTCHD,  unpub- 
lished data,  February  1993). 

County-  and  community-wide 
services  should  continue  to  address, 
monitor,  and  evaluate  the  impact  of 
AIDS  and  the  need  for  education 
and  prevention  services  to  all  affected 
and  those  at  risk.  These  services 
should  continue  to  improve  for  per- 
sons with  AIDS  and  for  those  at 
higher  risk. 
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401  W 15th  St,  Austin, 'EX  78701. 

Obituaries 

Listings  of  decea.sed  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permi.ssion  from  the  managing  editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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The  Call  Tal< 
Few  Minutes 


?s  A 
The 
its  A 


Lifetime, 


Find  out  how  you  can  give  something  back  to  your 
country  and  enjoy  the  excitement  of  a change  of  pace 
while  working  with  some  of  the  world's  best  medical 
professionals  as  an  Air  Force  Reserve  physician. 

The  11th  Contingency  Hospital  located  in  San  Antonio, 
Texas,  seeks  professionals  in  the  following  specialties: 
Family  Practice,  Orthopedic  Surgery,  Radiology, 
Ophthalmology,  Internal  Medicine,  Anesthesiology, 
Pathology,  Psychiatry,  General  Svirgery,  OB/GYN, 
Urology. 

The  rewards  for  caring  for  the  strength  and  pride  of 
America  are  countless.  For  more  information  call: 
1-800-257-1212 

AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25-403-0028 


“I  want  to  live.” 


Ashley  has  cancer.  It 
sounds  like  such  a grown-up 
disease,  hut  each  year,  more 
than  6,000  American  children 
will  he  stricken  with  cancer. 

Ashley,  and  thousands  of 
others  like  her,  will  have  a 
chance  to  beat  cancer  thanks 
to  the  research  and  treat- 
ments developed  at  St.  Jude 
Children’s  Research  Hospital. 

To  find  out  more,  call 
1-800-877-5833. 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 


Looking 
for  that 
perfect 
fit? 

You  Just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  fit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  service  for 
physician  applicants 

★ 

Low-cost  recniitment 

ir 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  service 

★ 

Urban  and  rural  placements 

ir 

Texas-based  matching  service 


CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Texas  Medicine 


Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Aliergy-Natrition-Stress) 

Established  in  1984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-Rhino-laryngologist-aJlergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.  TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  Sc  Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  CENTER  FOR  PAIN  MEDICINE 
BAYLOR  COLLEGE  OF  MEDICINE 

6560  Fannin,  Scurlock  Tower,  Suite  922.  Houston.  Texas  77030 
(across  from  Methodist  Hospital) 

(713)  798-3333  FAX:  (713)  798-5646 

The  Center  offers  a comprehensive,  multidisciplinary  team  approach  for  the  treatment  of 
patients  with  chronic  pain.  The  therapeutical  modalities  include  noninvasive  techniques 
(such  as  psychological  counseling,  biofeedback,  relaxation,  physical  therapy,  etc.)  and 
invasive  techniques  (such  as  nerve  blocks,  neurolytic  procedures,  cryoneurolysis,  radio- 
frequency lesioning,  implantation  of  epidural  dorsal  column  stimulators  and  of  intrathecal 
opioid  delivery  systems,  etc.).  Patients  are  accepted  on  referral  basis  only. 

Alex  M.  Straja,  MD 
Medical  Director 

Michael  T.  McCann,  MD  Ronald  DeMeo,  MD 

Kevin  G.  Smith,  PhD  Larry  H.  Brown.  PhD 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas.  Texas  75240. 

214  661-9902 

Director:  James  H.  Francis,  MD.  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  arc  evaluated  for  headache  types  that  may  occur  in  all  spe- 
cialty fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofeed- 
back. stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery' 

3600  Gaston  Avc.,  Suite  450,  Dallas,  Texas  75246;  214  823-535 1 
LANKFORD  ZEHR  DIBELIA  HAND  SURGERY  ASSN. 
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PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulcier,  Elbow  & Hand 

Ijndry  lowers,  41 1 North  Washington,  Suite  7000.  Dallas.  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II.  7777  Forest  I^ne,  Suite  B1 16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD.  Deceased 
Joe  Ellis  Wheeler,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  (817)  336-0551 


Ophthalmology 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 l.emmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  ot  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  Kl  Paso,  Texas  79902;  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.  TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1330  N,  BeckJey,  Suite  103,  Dallas,  Texas  75203 
Office;  214-942-2007  Fax:  214-942-8742 


Orthopedic  Surgery 

WB.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD 

Richard  D.  Schubert.  MD 

Robert  D.  Vandermeer,  MD 

John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD 

James  R.  Sackett,  MD 

William  A.  Bruck,  MD 

Daniel  E.  Cooper,  MD 

W.Z.  Burkhead,  Jr..  MD 

A Professional  Association 

Paul  C.  Peters,  Jr.,  MD 

2909  Lemmon  Ave.,  Dallas,  I'exas  75204-2385;  214  220-2468;  FAX  214  720-1982 

FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Roscdalc,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD.  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callcwart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen.  MD 

Orthopedic  Surgery 

Landry  Towers.  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  {214}  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  T~X  75235,  214-350-7500 


Samuel  M.  Bierncr,  MD 
CTarles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.Graehl.MD 
Joseph  G.  Jacko,  MD 
I.  T Johnson,  MD,  FACS 
Richard  E.  Jones.  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery.  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540.  Irvmg,  TX  75061,  214-254-8000 

Robert  E.  Baylcss,  MD  Mark  S.  Greenberg.  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal.  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suitc  102,  Carrollton.  TX  75010.  214-492-1334 

CTaig  W,  Goodhart,  MD  Glenn  S.  Whceless,  MD 

Phillip  M.  Grachl.  MD 

9 Medical  Parkway.  Plaza  IV-Suite  308.  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W Goodhart,  M[3  Glenn  S.  Wheeless,  MD 

Phillip  M.Graehl.MD 

3500  130.  BldgC  #101.  Mesquite,  TX  75150.  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 


1010  N Belt  Line  Road,  Suite  101,  Mesquite,  'FX  75149.  214-288-4429 
Cary  Tanamachi.  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201, 817-545-2596 
R.  Craig  Saunders,  MD 
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Pediatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomatc  Americ:an  Board  of  Physical  Medicine  &C  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


Urology 

MICROSURGICAL  VASECTOMY  REVERSAL 
WITH  MONEYBACK  GUARANTEE 

Donald  R.  Pohl,  MD 
Diplomate  American  Board  of  Urology 
11811  N.  Freeway,  Suite  610 
Houston,  TX  77060 
Telephone:  (713)  REVERSE 


DIRECTTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot- 
son,  TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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Opportunities  Available 

Anesthesiology 


POSITION  WANTED 
ANESTHESIOLOGIST 

Ivy  League  Trained,  17  years  experi- 
ence in  one  hospital,  without  lawsuits. 
Needs  fuU-tlme,  stable  position.  Fee  for 
Service  or  Salaried  is  OK. 

Telephone  (713)  627-3497 


Anesthesiology  Residency  positions  (CA-I 
level)  available  January  1 , 1 995  as  a result  of  mid- 
term graduations.  Must  have  completed  clinical 
base  year  requirements.  Department  is  academi- 
cally oriented.  Delightful  community  within  dri- 
ving distance  of  skiing,  etc.  Contact  Edward 
Wilson,  MD,  Residency  Program  Coordinator,  or 
Gabor  Racz,  MD,  Professor  and  Chairman, 
Department  of  Anesthesiology,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  Texas 
79430.  (806)  743-2981,  FAX  (806)  743-2984. 
Texas  Tech  University  and  Texas  Tech  HSC  are 
equal  opportunity/affirmative  action  employers.  ' 


Board  Certified  Anesthesiologist  and  2 C.R.N.A.’s 
with  10  years  experience  in  outpatient  surgery  and  pain 
management  seeking  busy  ptactice  in  Texas.  Call  (409) 
756-0300. 


If  you’re  drawn  to  the  adventure  of  the  wild  west,  we  can 
help  you  get  thete.  Emergency  Medicine  practice  oppor- 
tunities available  in  the  Panhandle  of  Texas.  Volumes 
range  from  2,000  to  45.000  with  remuneration  competi- 
tively set.  For  more  informarion,  contact  Cheryl  Grimm 
at  1-800-745-5402  or  send/fax  CV  to  Coastal  Emergency 
Services  of  Dallas,  Inc..  3010  LBJ  Freeway,  LB#43,  Suite 
1300,  Dept.  SJY,  L5allas,  TX  75234.  FAX:  214-484-4395. 


TEXAS 

Immediate  full-time  career  opportunities  are 
available  at  this  low  volume/low  acuity  level 
III  facility.  Utilize  any  current  state  license. 
Must  be  BP/BC  in  Emergency  Medicine  or 
BE/BC  in  a Primary  Care  Specialty  with  one 
out  of  the  last  three  years  full-time  Emergency 
Medicine  experience.  For  further  information, 
contact  Maria  Hurtado,  (800)  422-3672,  Ext. 
7466,  or  maiPfax  C.V.  to:  ACS,  1200  South  Pine 
Island  Road,  Suite  600,  Fort  Lauderdale,  FL 
333244460.  Fax  (305)  424-3270. 


Needed:  Emergency  physicians  — North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1 525  Merri- 
mac  Circle.  Suite  107,  Fort  Worth,  TX  76107. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  1 3 hr  days,  50  weeks/year.  Profit  sharing  above  guaran- 
tee. Contact  Wayne  Williams,  MD,  915-942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  TX  76904. 


Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 


Fort  Worth  area:  Immediate  opportunity  for  a Medical 
Director  at  an  impressive  five-story,  112-bed  hospital  )ust 
south  of  the  DFW  area.  Qualified  candidates  will  be 
BP/BC  primary  care  and  have  a strong  desire  to  lead  an 
efficient  team.  Competitive  remuneration,  benefits,  and 
support  from  a nearby  subsidiary  office.  For  further  infor- 
mation, please  contact  Cheryl  Grimm  at  1-800-745-5402 
or  fax/send  CV  to  Coastal  Emergency  Services,  P.A.,  3010 
LBJ  Freeway,  Suite  1300,  LB#43,  Dept.  SJY.  Dallas,  TX 
752,34.  FAX:  214-484-4395. 

Texas,  Dallas/Ft  Worth  AND  East  Texas:  We  are  a 

multi-hospital  group  committed  to  providing  extraordi- 
nary medical  care  and  leadership  in  the  field  ot  emergency 
medicine.  FT  and  PT  positions  available.  Management 
development  training  and  ownership  options  available. 
Contact  Carl  Hunt  or  Ronald  A.  Hellstern,  MD,  FACEP, 
Metroplex  Emergency  Physicians,  PA.  14651  Dallas  Pkwy, 
Ste  700,  LB34,  Dallas,  TX  75225;  800/346-6687  or 
214/233-5333. 

TEXAS.  DALLAS:  I mmediate  positions  available  for 
hospital-based  urgent  care  center.  Emergency  medicine 
experience  preferred.  Full-time/part-time  positions  with 
flexible  scheduling.  Excellent  compensation  package.  Con- 
tact Maria  Hurtado,  (800)  422-3672,  Ext.  7466,  or 
mail/fax  C.V.  to  EMSA,  1200  South  Pine  Island  Road. 
Suite  600,  Fort  Lauderdale.  FL  33324-4460.  Fax  (305) 
424-3270.  EEO/AA/M/F. 

San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work 


in  the  emergency  departments  of  a prestigious  four  hospi- 
tal system.  This  system  consists  of  four  Level  II  full-service 
community  hospitals  with  an  excellent  medical  and  nurs- 
ing staff,  double  and  triple  coverage,  and  dictation  system. 
Total  ED  volume  of  95,000  annually.  Fee-for-service 
remuneration  of  $155,000-$205.000  per  year.  Physicians 
must  be  Board  Certified  or  residency  trained  in  Emer- 
gency Medicine  or  a primary  care  specialty.  Please  send 
CV  to  Tom  Tidwell,  Emergency  Physicians  Affiliates, 
8700  Crownhill,  Suite  #600-A,  San  Antonio,  Texas 
78209-1 130  or  call  (210)  822-9860  for  more  information. 

TEXAS  — Modern  minor  emergency/ambulatory  care 
centers  seeking  well-rounded  practitioner  for  established 
clinics  in  Arlington  and  Abilene,  Texas.  Generous 
modified  fee-for-service  income  package  with  superior 
professional  liability  insurance  included.  Must  have  good 
experience  in  family  medicine.  Industrial  medicine  experi- 
ence helpful.  Send  CV  or  call  Keith  D.  Williams,  M.D., 
3305  North  Third,  Ste  304,  Abilene,  Texas  79603,  (915) 
676-3023. 

Texas,  Houston  area:  Seeking  BC/BP  PC/EM  physi- 
cians for  96-bed  facility  offering  state-of-the-art  medical 
equipment.  The  recent  Memorial  affiliation  has  hospital 
pin-pointed  for  growth.  14,000  annual  ED  visits,  out- 
standing physician  backup.  The  Woodlands  is  located  27 
miles  north  of  Houston.  This  planned  community  was 
built  on  25,000  acres  of  forest  land.  Shopping,  entertain- 
ment, recreation  and  one  of  the  state’s  best  school  systems 
make  this  an  ideal  location  to  raise  a family.  Excellent 
remuneration.  Professional  liability  insurance  can  be  pro- 
cured for  you.  For  details,  call  or  send  CV  to  Pat  Weid- 
man,  Coastal  Emergency  Services  of  Dallas,  3010  LBJ 
Freeway,  Suite  1300,  Dept.  SJY,  LB#43,  Dallas,  TX 
75234,  1-800-745-5402. 

Family/General  Practice 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal  I 
Medicine,  Gynecology,  or  Familyl 
Medicine.  To  assist  Houston  internist  in  I 
office-based  diagnosis  and  treatment  of  I 
auto-immune  disorders  in  women.  Texas  [ 
licensed.  Available  immediately.  Excellent  I 
benefits.  Please  lax  C.V.  to  713-791-92361 
or  write  7580  Fannin  Street,  Suite  220,  | 
Houston,  TX  77054. 


FAMILY  PRACTITIONER 

Busy,  Board-Certified  Family  Physician  in  NE 
San  Antonio  seeking  a board-certified  or  resi- 
dency trained  associate  for  established,  thriving 
practice.  Office  designed  for  two  physicians, 
benefits.  Opportunity  immediately  available. 
Please  call  (210)  650-3933. 
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Family/General  Practice 


CORRECTIONAL 

HEALTHCARE 


i 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 


Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville,  TX  77342 


Two  family  physicians  are  seeking  a Third  partner 

to  join  unique  practice.  Great  medicine,  4 months  off 
per  year.  No  night  or  weekend  calls.  Excellent  income, 
with  first  year  guarantee  and  relocation  expenses 
offered.  Coastal  area  with  year-round  sailing,  gardening, 
fishing,  hunting,  and  best  bird  watching  in  the  U.S. 
Call  (210)  689-5506  or  write  John  Kristensen,  M.D., 
Rt.  3,  Box  258H.  Harlingen,  TX  78552  (Harlingen  is  a 
designated  All  American  City). 


£1  Paso,  Texas 

BC/BE  Family  Physician  needed  for  ambu- 
latory care  clinic. 

Guarantee  generous  salary  plus  incentives. 
Excellent  comprehensive  benefit  package. 
No  night  or  hospital  call.  Must  have  Texas 
license.  Contact  Ted  E.  Zegarra,  M.D. 
at  (915)  594-7787  or  (915)  569-2578. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


DALLAS/FORT  WORTH,  TEXAS 

KAISER  PERMANENTE  seeks  BE/BC 
Physicians  to  practice  in  a highly  professional 
prepaid  setting.  Competitive  salary  advancement 
plan,  comprehensive  benefit  package,  office/staff 
provided  and  partnership  possibility.  Contact: 

B.  Moore 

12720  HiUcrest,  #600 
DaUas,  TX  75230 
(800)  324-9913,  (214)  458-5012 
or  fax  (214)  233-5281.  EOE 


Busy,  BC  Family  Physician  m NE  San  Antonio  seeking  a 
BC  or  residency  trained  associate  for  established,  thriving 
practice.  Office  designed  for  two  physicians,  benefits.  Oppor- 
tunity immediately  available.  Please  call  (210)  650-3933. 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 
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Classified  Directory 


Internal  Medicine 


Locum  Tenens 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal! 
Medicine,  Gynecology,  or  Family! 
Medicine.  To  assist  Houston  internist  in  [ 
office-based  diagnosis  and  treatment  ofl 
auto-immune  disorders  in  women.  Texas  [ 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Eannin  Street,  Suite  220,  | 
Houston,  TX  77054. 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE, 
BOARD  CERTIfiED.  Attractive  opportunity  with  Baylor 
affiliated  group.  Attractive  compensation  package  includ- 
ing professional  liability  insurance  coverage,  and  attractive 
benefit  package  for  full-time  physicians.  Opportunities  for 
both  inpatient  and  outpatient  clinic;  full-time  or  part- 
time;  8-  and  12-hour  shifts,  AM  or  PM;  no  on-call 
responsibilities.  Please  contact  Brenda  Lancaster,  TPCA, 
c/o  EmCare,  1717  Main  Street,  Suite  5200,  Dallas,  TX 
75201;  214/712  2018  or  1/800/527-2145. 


RURAL  TEXAS  QUALITY  OF  UFE 

means  great  practice  opportunities,  excellent 
schools,  and  clean  country  living.  At 
HealthFind  Saturday  and  Sunday,  September  17 
and  18,  you  can  waltz  across  Texas  in  just  a few 
hours  and  talk  with  community  representatives 
from  rural  towns  all  over  the  state.  Low  regis- 
tration fees  of  $40  for  resident  physicians  and 
$75  for  practicing  physicians  include  a night  in 
the  historic  Radisson  Plaza  Hotel  in  downtown 
Fort  Worth  and  most  meals  for  two  days.  Child 
care  available.  Call  the  Center  for  Rural  Health 
Initiatives  today  at  (512)  479-8891  for  informa- 
tion, to  register,  or  to  request  a free  copy  of  a 
video  about  HealthFind. 


It  AiL  ADDS  UP. 


CompHealth  and  Kron  Medical,  the  nation’s  most  experi- 
enced locum  tenens  groups,  are  joining  forces.  Bringing 
you  the  largest  pool  of  locum  tenens  physicians  and  allied 
health  care  professionals.  Faster  response.  Competitive 
pricing.  Flexible  staffing  options.  Plus  the  tightest  creden- 
tialing  and  most  experienced 

support  staff  n the  industry  CODiPllGOllll/llrOll 

Call  CompFlealth/Kron  Today  ! The  NATION'S  Locum  Tenens  Service 


1 -800-453-3030 

Atlanta  ■ Chapel  Hill  ■ Grand  Rapids  ■ Salt  Lake  City 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 


Experienced,  Board  Certified  General  Surgeon  seeking 
long  weekend  relief  work  monthly.  Preferable  Austin  area 
or  small  town  in  Texas  with  nearby  airport.  Wife  R.N., 
Ph.D.,  counselor  willing  to  work  also.  Please  respond  to 
Ad  Box  822,  Texas  Medicine,  401  W 15th  St.,  Austin,  TX 
78701. 
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PHYSICIAN  SEARCH  • PHYSICIAN  PLACEMENT  • MEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 
mNAGEMENT  CONSULTING  • EDUCATIONAL  LECTURES  • PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


Physician 
Resource 
Network 


i 


(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)  732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


Endorsed  by  the  TEXAS  MEDIC AL  ASSOCIATION 


)RTH  CENTRAL  TEXAS 

(ditional  Family  Physicians  needed  for 
Ttmunity  of  14,000.  Great  location  within  one 
jr  of  Dallas/Fort  Worth  metroplex.  Horse 
|!jntry  with  lakes  and  outdoor  recreational 
;Dortunities  abound!  Modern  88-bed  hospital, 
bup  environment  or  solo,  with  4-way  call 
bring.  Generous  incentive  package. 

Intact:  Vicki  Truitt. 

:NTRAL  TEXAS 

0 Board  Certified  Family  Practitioners  seek 
d associate  for  group  setting.  OB  optional, 
a plus  if  desired.  Hill  Country  community  of 
00.  One  hour  from  Austin.  Paradise  for 
door  enthusiast.  Excellent  benefits  package 
j tremendous  income  potential, 
ntact:  Jim  Truitt. 

liRT  WORTH 

bnish  speaking  physician  needed  for  new 
mmunity  health  center.  No  practice 


FAMILY  PRACTICE 


management  hassles.  Office  based  practice. 
40  hour  work  week.  Excellent  salary  and  benefits. 
Contact;  Vicki  Truitt. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians. 
Attractive  well-equipped  offices  with  great 
support  staff.  Enjoy  many  amenities  the  historic 
and  multi-cultural  city  of  San  Antonio  has 
to  offer.  Excellent  salary  and  benefits  package. 
Contact;  Barry  Strittmatter. 

EAST  TEXAS 

Two  board  certified  Family  Physicians  are 
seeking  associate.  No  OB.  Small  university  town 
within  one  hour  of  Dallas/Fort  Worth  metroplex. 
Great  life  style  among  professionals.  Easy  access 
to  the  big  city  life  while  enjoying  a smaller 


community  life  style.  Many  recreational  and  social 
amenities.  Generous  incentive  package  from 
community  hospital. 

Contact:  Barry  Strittmatter. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with 
established  primary  care  group  or  independently, 
with  shared  call.  No  OB.  Interest  in  pediatrics  a 
plus.  Attractive,  well-equipped,  56-bed  hospital. 
Competitive  incentive  package. 

Contact:  Jim  Truitt. 

EAST  TEXAS 

A 358-bed  health  care  facility  seeks  additional 
board  certified  physician  to  practice  traditional 
medicine  in  a rural  health  clinic  setting.  Three- 
way  call  sharing.  OB  services  desirable  but  not 
mandatory.  Annual  temperature  67°.  Lakes  and 
outdoor  activities  abound.  Full  benefits 
package  plus  a sign  on  bonus. 

Contact:  Jim  Truitt. 


jxJOR  TEXAS  MEDICAL  SCHOOL 

jeks  General  Medicine  physician  with  special 
erest  in  caring  for  HIV/AIDS  patients, 
nical  practice  with  research  opportunities, 
n existing  specialty  care  team  committed 
, providing  quality  care.  Generous  income 
h full  benefits  package.  Location  filled  with 
the  amenities  available  in  a major 
^ 'tropolitan  area, 
ntact;  Jim  Truitt. 

INICAL  FACULTY  APPOINTMENT 

led  of  the  hassles  of  private  practice?  Four 
jard  certified  Internists  needed  for  full  time 


INTERNAL  MEDICINE 


positions.  Manage  medicine  service  of  major 
teaching  hospital;  medical  school  affiliation. 
Excellent  salary  and  benefits;  very  limited  call 
responsibility. 

Contact:  Jim  Truitt. 

FORT  WORTH 

Correctional  health  services  opportunities 
available.  Work  with  specialized  health  care 
team  (including  two  full  time  physicians 
and  a host  of  other  professionals)  in  new, 
fully-equipped  comprehensive  medical  unit. 
High  incidence  of  diabetes  and  hypertension. 


Regular  hours,  limited  call;  excellent  income 
and  benefits. 

Contact;  Vicki  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area  of 
20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space. 

Contact:  Jim  Truitt. 


MEDICAL  ONCOLOGY 


')RT  WORTH 

jnamic  group  of  four  Medical  Oncologists 
!3ks  fifth  associate  for  group  practice.  Salary 
|is  bonus,  and  excellent  benefits.  Great 
portunity  to  practice  with  a top  notch  group 
d enjoy  a life  style  in  a city  offering  an 
undance  of  outstanding  amenities, 
ntact:  Jim  Truitt. 


ORTHOPAEDIC  SURGERY 


NORTH  CENTRAL  TEXAS 

Sudden  illness  of  one  physician  in  a two-person 
group  has  created  immediate  need  for  orthopaedic 
surgeon  in  thriving  north  Texas  practice.  Seeking 
recently-trained,  conservative  general  orthopedist 
whose  primary  concern  is  for  quality  care. 
Outstanding  opportunity  to  step  into  established 
practice.  Excellent  incentive  package.  Call  Today. 
Contact:  Vicki  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single- 
specialty group  practice.  4-way  call  sharing. 
Ultra-modern  hospital  with  new.  Level  II 
nursery  and  designated  Pediatric  unit. 
Generous  income  and  benefits;  provider 
network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact;  Vicki  Truitt. 


'I^ASE  CALL  FOR  SPECIFIC  DETAILS  REGARDING  THESE  AND  ADDITIONAL  POSITIONS  A VAILABLE. 
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Classified  Directory 


Locum  Tenens 


PHY^CIANS 

K^HfdlmUed 


• Texas  Locum 
Tenens  Staffing. 

• Highly  quaiified,  dedicated 
physicians. 

• Personai  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  ciient  rates  & exceiient 
physician  compensation. 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-0316 


Ob/Gyn 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal! 
Medicine,  Gynecology,  or  Family! 
Medicine.  To  assist  Houston  internist  in  [ 
office-based  diagnosis  and  treatment  of  I 
auto-immune  disorders  in  women.  Texas  [ 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220,  | 
Houston,  TX  77054. 


Spanish-speaking  physicians 

needed  in  Southern  Texas.  $200-300,000 
income  guarantees.  lOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


Occupational  Medicine 


OCCUPATIONAL  HEALTH  PHYSICIAN 

Occupational  Health  Physician 
needed  - approximately  20 
hours/week.  Experience  preferred. 
Fax  CV  to 
512-353-1190. 


Public  Health 


Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departments  are  seeking 
BE/BC  clinical  public  health  trained 
family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  far 
full-time  employment  with 
excellent  benefits. 

Join  our  innovative  and  progressive 
health  departments  and  work  with 
dedicated  health  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  call.  New  program 
development  and  research  oppor- 
tunities are  available.  Texas  license 
or  ability  to  obtain  required. 

Send  CV  to; 

Alecia  Hathaway,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 

® 

Fort  Worth/Tarrant  County  Health  Department 


Radiology 

ITS  Tme 
FOR  I 


I®)  V^- 


RADIOLOGY 


1-800-523-9955 


RADIOLOGY:  Experienced  Board  Certified  Radiologist 
seeks  position.  Licensed  to  practice  in  TEXAS.  Georgia. 
Virginia,  North  Carolina,  Pennsylvania.  Will  consider  full 
time,  part  time,  or  federal  position.  Ramcsh  Doshi,  M.D., 
1 Burdock  Close,  Newark,  DE  19711  (302)  234-1915. 
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Radiology 


RADIOLOGY 


COMPREHENSIVE  MANAGEMENT  AND  STAFFING  SERVICES 

RIO  GRANDE  VALLEY 

Radiology  Resources  is  seeking  a Board  Certified  Radiologist  for 
growing  practice.  This  One  Hundred  Bed  Facility,  with  updated 
equipment,  does  approximately  29,000  general  diagnostic  studies  per 
year.  Flexible  schedule  to  ei\joy  sun  and  smf. 

DALLAS/FORT  WORTH  METROPLEX 

Radiology  Resources  is  currently  seeking  Board  Certified 
Radiologists  interested  in  supplementing  their  income  in  a stress- 
free  environment.  AvailabiUty  1-5  hours  per  day  or  week.  Must  be 
ACR  accredited  in  Mammography. 

For  more  information  on  these  and  other  available  opportunities, 
please  contact  Elizabeth  Ice  at  l-(800)-523-9955  or  (214)  443-9955. 
You  may  fax  your  Curriculmn  Vitae  to  us  at  (214)  443-9960  or  mail  it 
to  3466  Gillespie  Street,  Dallas,  Texas  75219. 


800  523-9955 


Other  Opportunities 

DALLAS/FORT  WORTH  — 1 mmediate  opportunities 
for  BE/BC’  physicians  including  a Director  to  join  our  low 
trauma  Urgent  Care  Centers.  We  offer  an  attractive  com- 
pensation package,  excellent  benefits,  pleasant  working  con- 
ditions, support  staff,  and  subspecialty  back-up.  Send  CV  or 
contact:  KAISER  PERMANENTE.  Brenda  Moore.  12730 
Hillcrcst,  Suite  600,  Dalla’s,  TX  75230,  800/324-9913, 
214/438-5012,  FAX  214/233-5281.  EOE. 

CORPUS  CHRISTI,  TEXAS  — Doctors  Regional  Med- 
ical Center  of  Corpus  Christi.  Texas  is  currently  seeking 
B.E./B.C.  physicians  interested  in  joining  established 
physician  practices.  Interested  candidates  in  the  following 
areas:  Family  Practice,  OB/GYN,  Perinatologist,  Internal 
Medicine/Gerontologist,  Neurologist.  ENT,  should  con- 
tact or  send  C.V.  to  Linda  Biediger,  Doctors  Regional 
Medical  Center,  3315  South  Alameda,  Corpus  Christi. 
TX  78411,  (512)  857-1501,  (512)  857-3960  FAX. 


ODELL  & ASSOCIATES,  INC. 

NATIONAL 

Permanent  Physician  Placement  Services 


We  represent  HMO’s,  Hospital  Based 
Practices,  Group,  and  Solo  Opportunities 
for  ALL  specialties. 

Inquiries  Welcome. 
Contact  any  of  our  Physician 
Recruiters  at:  214/458-7900  or 
800/880-7900  or  fax  your  C.V.  to 
214/233-1215.  We  will  contact  you  at 
your  earliest  convenience. 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immune. 

Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Anesthesiology 

Internal  Medicine 

Otolaryngology 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Pathology 

Office  Space 

Dermatology 

Neonatology 

Pediatrics 

Practices 

Emergency  Medicine 

Neurology 

Phys.  Med./Rehab 

Property 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Radiology 

Cent.  Education 

Geriatrics 

Oncology 

Rheumatology 

Business  & Financial 

Ophthalmology 

Urology 

Services 
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Other  Opportunities 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


Other 


Business  and  Financial  Services 


Educational  Materials 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234  & Associates 


B r o n s t e i n 


MEDICAL  DIRECTOR 

Seeking  Medical  Director/Physician  for 
newly  established  federaliy  funded 
healthcare  center  in  Wichita  Falls.  Full 
time  work  week  to  include  five  days  and 
one  evening.  Medical  Director  to  assume 
clinical  and  administrative  responsibili- 
ties. Salary  plus  fringe  benefits.  Staff 
physicians  also  needed  for  facility.  Send 
resume  to: 

Phyllis  Hiraki,  Executive  Director 
P.O.  Box  720 
Wichita  Falls,  TX  76307 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


The  Telemedicine  Handbook 

Improving  Health  Care  with 
Interactive  Video 

In  telemedicine’s  first  handbook.  Dr.  Preston, 
M.D.,  F.A.P.A.,  Director,  Texas  Telemedicine 
Project,  provides  the  basic  information. 
Topics  covered  include:  past,  present,  and 
future  applications;  technology  requirements; 
economic  impact;  system  design  and  man- 
agement; public  policy  issues;  ethical  and 
legal  issues;  and  medical  education  uses. 

To  order  The  Telemedicine  Handbook,  send 
check  or  money  order  for  $100.85  each 
(Texas  residents  add  $8.07  for  sales  tax)  to: 

Telemedical  Interactive 

Consultative  Services,  Inc. 

600  Congress  Avenue,  #1700 
Austin,  Texas  78701 

512-480-2247 
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Classified  Directory 


Office  Space 


SAN  ANTONIO,  TEXAS 

Custom  designed  medical  office 
space  available  for  immediate  occu- 
pancy. Contiguous  suites  of  1,698,  848 
and  1,450  SF  in  Building  2 of  Southcross 
Medical  Professional  Building  at  4025 
East  Southcross  Boulevard.,  one  block 
west  of  Southeast  Baptist  Hospital  in 
San  Antonio. 

Call  Robert  Turner  (210)  525-1614. 


Practices 


ENT  practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  &:  Pro- 
fessional Associates  at  (713)  782-8888  tor  information. 

Vacation  Homes 


Waterfront  Townhome  on  Lake  Travis,  for  vacation 
rentals.  Nice  3/2.  private  dock.  Great  vacation  getaway. 
Watersports,  pool,  tennis,  golf,  fishing.  Great  rates. 

512-288-1037.  512-440-1113. 

Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an.  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine.  401  West  1 5th.  Austin.  TX  78701 . 
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Back  talk 


Question: 


a 


My  patients  are  newborn  ba- 
bies. They  can’t  talk  to  you  and  are 
forever  confounding  what  conven- 
tional medical  wisdom  might  tell 
you.  They  have  taught  me  a deep  ap- 
preciation for  physiology.  If  you  are 
knowledgeable  in  that  area,  you  can 
figure  out  what  the  disease  process  is 
doing  to  the  patient.  Another  thing 
my  patients  have  taught  me  is  to  be 
very,  very  humble.  Tbe  minute  you 
know  everything,  you  don’t.” 


a 


have  your 
patients 


Tbe  number  one  thing  my  pa- 
tients have  taught  me  is  to  shut  up 
and  listen.  They  will  tell  you  what’s 
wrong  with  them  if  you  let  them.” 


Kenneth  Hudspeth,  MD,  49 

family  practice,  Wimberley 


taught  you? 


cc 


Michael  Speer,  MD,  57 

neonatal-perinatal  medicine,  Houston 


CC 


They  have  taught  me  there  is  no  substitution  for  lis- 
tening. When  you  are  stressed  for  time,  it  always  seems  to 
be  quicker  and  easier  to  start  thinking  about  jumping  to 
tests.  If  you  don’t  listen  and  just  assume  you  will  find 
things  with  available  technology,  usually  you  will  go 
astray  very  early.  There  is  a lot  more  to  patients  than  we 
really  have  time  to  comprehend.  It  takes  a while,  being  in 
practice,  to  know  them  and  realize  the  many  aspects  in 
their  lives  that  impact  their  health.” 


David  Havemann,  MD,  48 

internal  medichie,  Femple 


CC 


Once  just  a term  in  my  vocabulary,  ‘patients’  became 
‘persons’  when  they  taught  me  to  see  the  common  thread 
that  binds  us  together.  Respect  for  the  dignity  and  worth 
of  every  human  being,  along  with  the  recognition  that  we 
all  are  part  of  a greater  whole,  has  been  a gift  from  each  of 
my  patients.” 


Don  Shuwarger,  MD,  37 

obstetrics  and  gynecology,  Webster 


I’ve  learned  humility.  I’ve  learned 
the  importance  of  listening  to  them 
and  not  telling  them  what  to  do,  but 
counseling  them  about  their  options.” 


Peter  V.  Weston,  MD,  64 

obstetrics  and  gynecology,  San  Antonio 


CC 


One  of  the  lessons  I’ve  learned  over  the  years  is  it’s 
OK  to  say  you  don’t  know.  Patients  will  accept  uncertainty 
as  long  as  you’re  upfront  with  them.  You  get  reinforcement 
that  you’re  not  some  kind  of  major  deity.  I’ve  also  learned 
that  sometimes  they  don’t  want  you  to  fix  things,  they  just 
want  you  to  listen.  We  have  a tendency  to  want  to  jump  in 
and  be  problem-solvers,  when  what  we  really  need  to  be 
doing  is  just  lending  a supportive  ear.” 


Kenneth  G.  Davis,  MD,  46 

family  practice  and  addictive  diseases,  Conroe 


CC 


My  patients  have  taught  me  to  have  a much  greater 
respect  for  and  understanding  of  what  parents  go  through. 
Now  having  a child  of  my  own,  I see  things  differently.  I 
always  thought  I knew  everything  about  kids  because  ofj 
my  training,  but  it’s  not  until  you  have  a child  of  yourj 
own  that  you  appreciate  what  difficulty  parents  have.” 


Barry  Herman,  43 

child  and  adolescent  psychiatry,  Austin 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  interest.  Physi-  j 
dans  are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  fiiture  topics.  | 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to  i' 
(512)370-1632.  11 
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The  Texas  Medical  Association  has  endorsed  Autoflex  Leasing  for  its 
integrity,  superior  service  record  and  flexible  leasing  plans.  Volume 
buying  power  gives  Autoflex  the  edge  over  other  companies  and  brings 
all  the  benifits  to  you. 

Call  now  for  more  information  about  our  many  programs  specially 
created  for  TMA  members  and  enjoy  the  rewards  of  an  experienced 
company  ready  to  deliver  your  new  car. 

Call  1 -800-634'  1 234  or  2 1 4-234 A 234 . 


Auto/fc 


Texas  Medical 
Association 


lEXAS  MEDICAL  ASSOCIATION 
MSURANCE  TRUST 


ie  only  life  and  health  insurance  program 

Bated  and  endorsed  by  the  Texas  Medical  Association 

exas  Medical  Association  Insurance  Trust 
)1  W 15th  Street,  Austin,  TX  78701 
3.  Bo.\  1707,  Austin,  TX  78767-1707 

-800-880-8181 

ustin  370-1776  Houston  224-5309 
0x512-370-1799 

nderwritten  by  The  Prudential  for 
iyears  (1969-  1994) 


William  G.  Camel,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


What’s  the  Fuss? 

ecently,  there  has  been  a lot  of  talk  about  choke  and  portability  of  health  insurance  plans.  At  TMAIT  we’re  not 
uite  sure  what  the  big  deal  is,  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955,  You 
loose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
lOve  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 

MAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 

/e’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
id  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 

^ TexasMedical 
Association 


INSURANCE  COVERAGES  EOR  YOU, 
YOUR  EAMILY,  YOUR  STAFE 


Coverage 


Major  Medical 


Disability 


Physician  Family  Staff 


Office  Overhead 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 


TfexasMedicine 


Internal  medicine  specialist  Robert  Hart,  AID,  examines 
a young  patient  at  Huntsville  Memorial  Hospital. 
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Volume  90  No.  8 


August  1994 


COVER  STORY 


Of  medicine  and  matrimony 

Conventional  wisdom,  and  plenty  of  research,  say  a medical  career  is  not 
conducive  to  connubial  bliss.  Despite  their  many  fine  qualities,  physicians  are 
known,  for  the  most  part,  to  be  compulsive,  perfectionist  workaholics  who 
never  fail  to  put  medical  life  ahead  of  home  life.  But  a recent  survey  of  a 
group  of  Texas  physicians  challenges  that  stereotype,  leaving  some  to  ponder 
whether  medical  marriages  are  so  different  from  nonmedical  ones. 


BY  BETH  GRADDY 


Cover  illustration  /^ALETHA  REPPEl 


Science  & Education 


On  the  leading  edge 12 

! Virtual  reality  surgery  and  gene  splicing  may  sound  like 
the  stuff  of  science  fiction,  but  they’re  just  a few  of  the 
next  generation  of  medical  technologies  now  under 
development  by  Texas  researchers. 


BY  MARK  RICHARDSON 


Medical  Economics 


Can  you  retire  when  you  want? 

Recent  changes  in  the  tax  laws  could  change  how  you 
answer  that  question.  Experts  say  it’s  never  too  soon  to 
review  your  pension  plan  to  avoid  any  unpleasant  surprises. 

BY  MARK  RICHARDSON 
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Profile 

Robert  Duran,  MD 

Toys  aren’t  just  child’s  play  to  this 
San  Marcos  surgeon. 

BY  CINDI  MYERS 


Legislative  Affairs 

Taming  the 
Medicaid  beast 

With  a $2  billion  shortfall  projected 
in  the  Texas  Medicaid  budget,  state 
ojfcials  are  looking  to  managed  care 
as  a way  to  rein  in  costs. 

BY  KEN  ORTOLON 


Law 

where  are  the  war  zones? 36 

When  physicians  are  sued  out  of practice  or  forced  to 
abandon  vast  areas  of  rural  Texas,  who  winsi 
A new  study  uncovers  the  hotbeds  of  medical  liability 
and  measures  the  real  toll  of  lawsuit  abuse. 

BY  BETH  GRADDY 


The  Journal 49 

Patterns  of  infant  mortality  in  relation  to  birth  weight,  gestational  and  maternal 
age,  parity,  and  prenatal  care  in  Texas’  triethnic  population,  1984  through  1986 

BY  MICHELE  VERRIER,  MPH;  WILLIAM  SPEARS,  PHD;  JEREMY  YING, 
MS;  AND  GEORGE  R.  KERR,  MD 


Musculoskeletal  Injury:  Practure  of  the  posterior  process  of  the  talus: 
a discussion  and  case  presentation 
BY  MIGUEL  A.  HERNANDEZ  III,  MD 
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Texas  Medicine 


Fall 

Leadership 

Cdmfereimce 


September  IZ,  1994 
Stouffer  Austiim  Hotel 

UnimniE  for  Excelleivce 

the  wheels  of  health-system  reform  keep  turning, 
physicians  must  pull  together.  Join  your  colleagues  at 
TMA’s  Fall  Leadership  Conference  to  hear  the  latest 
developments. 

Featured  Speakers 

• AMA  President  Robert  E.  McAfee,  MO 
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Editor’s  Mote 


Even  if  you’re  not  in  the 
habit  of  sharing  Texas  Medicine  With. 
your  spouse  (and  I hope  you  are), 
you  may  want  to  toss  this  issue  on  his 
or  her  reading  stack.  Beyond  the  obvi- 
ous attraction  of  the  cover  story  on 
medical  marriages,  this  issue’s  appeal 
comes  from  displaying  many  sides  of 
the  multifaceted  physician. 

Your  scientific  side  may  enjoy  the 
article  about  some  of  the  gee-whiz 
medical  technology  being  developed 
by  Texas  researchers  or  the  peer- 
reviewed  articles  in  the  Journal  section. 

Focusing  on  your  business  aspect 
are  articles  on  the  frequency  and 
severity  of  medical  professional  liabil- 
ity claims  in  Texas  and  the  use  of 
managed  care  to  rein  in  the  escalating 
costs  of  the  state  Medicaid  program. 

Speaking  to  your  more  personal 
side  is  an  article  that  can  help  you 
retire  when  you  want.  And  to  remind 
you  that  physicians  also  have  a playful 
side,  we’ve  profiled  a San  Marcos  gen- 
eral surgeon  who  owns  an  impressive 
antique  toy  vehicle  collection. 

In  the  crush  of  daily  life,  physi- 
cians face  the  risk  of  becoming  one- 
dimensional healers.  As  they  struggle 
to  juggle  the  demands  (and  joys)  of 
personal  and  family  life  with  profes- 
sional life,  most  feel  the  frustration  of 
too  much  to  do,  too  little  time. 

But  for  those  who  manage  to  keep 
their  balance,  life  can  be  enormously 
fulfilling,  precisely  because  it  is  so  full. 
So  the  next  time  someone  taunts  you 
with  that  trendy  phrase  “Get  a life!”  rest 
easy  knowing  that  you  already  have. 

KATHRYN  TROMBATORE 
Executive  Editor 


I People 


NEWSMAKERS 


Kenneth  Z.  Altshuler,  MD,  Dallas, 
was  elected  treasurer  ot  the  American 
' Board  of  Psychiatry  and  Neurology. 

Anesthesiologist  James  F.  Arens, 
MD,  Galveston,  was  installed  as  vice 
president  of  the  American  Board  ol 
Medical  Specialties. 

Wilh  elmina  Beck,  MD,  a Pampa 
family  physician,  was  named  the 
Texas  Hospice  Organization’s  1994  j 
medical  director  ol  the  year. 

Fort  Worth  public  health  specialist 
Nick  U.  Curry,  MD,  MPH,  was  elected 
first  vice  chair  ol  the  Texas  Statewide 
Health  Coordinating  Council. 

General  practitioners  Jesse  DeWare, 
MD,  and  W.S.  Terry,  MD,  Jelferson, 
received  lifetime  achievement  awards 
from  the  Marion  County  Chamber 
of  Commerce.  The  chamber  also  rec- 
ognized Dr  DeWare  as  Citizen  of 
the  Year. 

Neurologist  Rachelle  Doody,  MD, 

received  the  first  Harry  E.  Walker 
Award  for  Prolessional  Excellence 
from  the  Alzheimer’s  Association/  I 
Greater  Houston  Chapter.  j 


Please  let  Texas  Medicine  know  about  your  honors  j 
and  achievements.  | 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  \ 
membership:  election  or  appointment  to  an  office  of  or  honors 
from,  a national  or  state  organization:  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  manning  editor.  Submit 
Items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine,  401  W !5th  St.  Austin,  TX 
78701:  fax  (512)  370-1632. 


Nick  U.  Curry,  MD,  MPH  Mark  A.  Doyne,  MD 


Pediatricians  Ralph  D.  Feigin,  MD, 
and  Carlos  Vallbona,  MD,  each  re- 
ceived a Distinguished  Faculty  Award 
from  Baylor  College  ol  Medicine 
in  Houston. 

Frederick  Hausheer,  MD,  a San  An- 
tonio oncologist,  was  named  a finalist 
for  the  Award  in  Breakthrough  Com- 
putational Science  from  the  Smith- 
sonian Institute.  Dr  Hausheer’s  re- 
search materials  will  become  part  of 
the  institute’s  permanent  collection. 

The  1994-1995  Texas  Transplanta- 
tion Society  officers  are  G.  Baird  Hel- 
frich,  MD,  Lubbock,  president;  R. 

Patrick  Wood,  MD,  Houston,  presi- 
dent-elect; and  Kristene  K.  Gugliuz- 

za,  MD,  Galveston,  secretary-treasurer. 

Among  the  1994-1995  Texas  Pain  So- 
ciety officers  are  C.  Stratton  Hill,  MD, 

Houston,  president;  Carl  E.  Noe,  MD, 
Lubbock,  vice  president;  and  Lynn  W. 
Neill,  MD,  El  Paso,  treasurer. 

David  Hillis,  MD,  Dallas,  is  president- 
elect of  the  Texas  Chapter  ol  the 
American  College  of  Cardiology,  as 
well  as  the  national  organization’s 
governor  for  Texas. 


Willis  C.  Maddrey,  MD  Theodore  P. 

Votteler,  MD 


John  P.  Howe  III,  MD,  president  of 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  was  ap- 
pointed by  Gov  Ann  Richards  to 
chair  the  Texas  Statewide  Health  Co- 
ordinating Council. 

Kathleen  Ann  Jones,  MD,  Temple, 
was  selected  the  outstanding  1994 
medical  graduate  ol  Texas  A&M 
University  College  of  Medicine. 

Officers  of  the  Texas  Association  ol 
Public  Health  Physicians  lor 
1994-1995  are  Beverly  Koops,  MD, 
Austin,  president;  W.S.  Riggins,  Jr, 
MD,  La  Marque,  president-elect; 
M aurine  Porto,  MD,  San  Antonio, 
secretary;  and  James  Zoretic,  MD, 
Arlington,  treasurer. 

Frank  F.  Ledford,  MD,  president  ol 
the  Southwest  Foundation  for  Bio- 
medical Research  in  San  Antonio,  was 
elected  vice  president  ol  the  American 
College  of  Physician  Executives;  Dal- 
las orthopedic  surgeon  Mark  A. 
Doyne,  MD,  was  elected  treasurer. 

Charles  A.  LeMaistre,  MD,  president 
ol  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  received  the 
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Distinguished  Citizen  Award  from 
the  Rotary  Club  of  Houston. 

Willis  C.  Maddrey,  MD,  executive 
vice  president  for  clinical  affairs  at 
The  University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas,  was 
elected  to  the  Johns  Hopkins  Society 
of  Scholars.  Dr  Maddrey  also  re- 
ceived an  honorary  degree  from  the 
Medical  College  of  Ohio. 

William  J.  McGanity,  MD,  San  Anto- 
nio, received  the  first  Wyeth-Ayerst 
President’s  Community  Service 
Award  for  District  VII  from  the 
American  College  of  Obstetricians 
and  Gynecologists. 


Jr,  MD,  Houston,  treasurer;  and  Dale 
B.  Brannom,  MD,  Abilene*  immedi- 
ate past  president. 

Nephrologist  Sandra  Sabatini,  PhD, 

MD,  Lubbock,  was  named  an  out- 
standing alumna  of  The  University 
of  Texas  Health  Science  Center  in 
San  Antonio. 

The  1994  Texas  Allergy  and  Im- 
munology Society  officers  are 

William  T.  Shearer,  MD,  Houston, 
president;  Joseph  D.  Diaz,  MD,  San 

Antonio,  president-elect;  William  A. 
Fawcett,  MD,  Beaumont,  secretary- 
treasurer;  and  J.  Andrew  Grant,  MD, 

Galveston,  past  president. 


Fort  Worth  internist  Dorris  Morris- 
sette,  MD,  was  named  to  the  Nation- 
al Medical  Committee  of  Planned 
Parenthood  Federation  of  America. 

The  1994-1995  Texas  Neurological 
Society  officers  include  Blake  B. 
O’Lavin,  MD,  Corpus  Christi,  presi- 
dent; Ernesto  Infante,  MD,  Houston, 
president-elect;  James  E.  Garrison, 
MD,  San  Antonio,  secretary-treasurer; 
and  Robert  W.  Fayle,  MD,  Houston, 
immediate  past  president. 

The  1994—1995  Texas  Radiological 
Society  officers  are  Stewart  R. 
Reuter,  MD,  San  Antonio,  president; 

Helen  C.  Redman,  MD,  Dallas,  pres- 
ident-elect; Robert  R.  Burns,  MD, 

Dallas,  first  vice  president;  Ted  L. 
Carelock,  MD,  Dallas,  second  vice 
president;  A.  Brooks  Chapman,  MD, 
Dallas,  secretary;  Charles  W.  Yates, 


Austin  internist  Walter  Sjoberg,  Jr, 

MD,  received  a Distinguished  Fellow 
credential  from  the  American  Col- 
lege of  Medical  Quality. 

David  R.  Smith,  MD,  Texas  com- 
missioner of  health,  was  awarded 
the  James  E.  Peavy  Award,  the  high- 
est honor  of  the  Texas  Public  Health 
Association,  for  his  leadership  and 
accomplishments  in  the  field  of 
public  health. 

Family  practitioner  George  F. 
Smith,  MD,  and  internist  Bruce  A. 
Weiss,  MD,  MPH,  both  of  Austin, 
received  the  Merck  & Company 
Award  of  the  American  College  of 
Physician  Executives  for  their  com- 
prehensive case  management  pro- 
gram for  prenatal  and  perinatal  care. 

Retired  anesthesiologist  Edna  Spillar, 


MD,  San  Antonio,  was  elected  presi- 
dent of  the  Texas  Affiliate  of  the 
American  Diabetes  Association. 

Darrell  Tanelian,  MD,  PhD,  director 
of  the  Eugene  McDermott  Center 
for  Pain  Management  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
Center  at  Dallas,  was  appointed  to 
the  Subcommittee  on  Cancer  Pain  of 
the  American  Pain  Society’s  1994 
Committee  on  Continuous  Quality 
Improvement  in  Acute,  Cancer  and 
Chronic  Pain. 

Theodore  P.  Votteler,  MD,  clinical 
professor  of  surgery  and  pediatrics  at 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  received  the 
Children’s  Medical  Foundation  of 
Texas  Distinguished  Service  Award  in 
Medicine  for  his  contributions  to  the 
field  of  pediatric  surgery. 

DEATHS 


Randolph  Lee  Clark,  Jr,  MD,  87; 

Houston;  Medical  College  of  Vir- 
ginia, 1932;  died  May  3,  1994. 

Donald  T.  Dodge,  MD,  83;  San  An- 
tonio; Cornell  University  Medical 
College,  1937;  died  May  1,  1994. 

D.  Truett  Gandy,  MD,  94;  Austin; 
Rush  Medical  College  of  Rush  Uni- 
versity, 1927;  died  April  26,  1994. 

Fabian  Hanson,  MD,  77;  Fort 
Worth;  University  of  Mainz,  Ger- 
many, 1962;  died  March  7,  1994. 
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Robert  F.  Lewis,  MD,  70;  Odessa; 
Baylor  College  of  Medicine,  1951; 
died  February  23,  1994. 

S.J.  Lerro,  MD,  86;  Austin;  Case 
Western  Reserve  University  School  of 
Medicine,  1933;  died  May  1 1,  1994. 

Harry  M.  Spence,  MD,  88;  Dallas; 
Harvard  Medical  School,  1930;  died 
May  11,  1994. 

Berry  N.  Squyres,  MD,  70;  Lub- 
bock; The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1950;  died 
May  16,  1994. 


GENE  THERAPY  AND 
IMMUNORECONSmUTION 
OFIMMUNODEFiaENQ 
DISEASES 

A SEMINAR  - SEPT.  19, 1994 

CO  SPONSORED  BY 

IMMUNE  DEFICIENCY  FOUNDATION 
AMERICAN  ACADEMY  OF 
ALLERGY  AND  IMMUNOLOGY 

A review  of  the  different  types  and 
current  modes  of  diagnoses  of 
immunodeficiency  diseases  and 
current  modes  of  immune  reconsti- 
tution.  An  update  of  the  recent 
advances  in  bone  marrow  trans- 
plantation, stem  cell  therapy  and 
gene  therapy  for  primary  immuno- 
deficiency with  potential  applica- 
tion to  patients  with  secondary 
immunodeficiency  diseases. 

For  primary  care  physicians,  health 
care  workers,  clinical  immunolo- 
gists, resident  trainees  In  allergy 
and  immunology,  infectious  dis- 
eases and  rheumatology,  medical 
school  faculty,  biotechnology  scien- 
tists and  hospital  administrators, 

FOR  REGISTRATION  INFORMATION 
CAUL  IDF  at  1 (800)  296-4433  or 
FAX  (410)  461-3292 


SPEAKERS  AND  AFFILIATIONS 


R.  Michael  Blaese,  M.D, 

Chief.  Clinical  Gene  Therapy  Branch 
National  Center  for  Human  Genome 
Research,  National  Institutes  of  Health 

Kenneth  W.  Culver,  M.D. 

Executive  Director 

Human  Gene  Therapy  Research  Institute 

Alexandra  H.  Filipovitch,  M.D. 

Professor  of  Pediatrics  and  Head. 

Pediatric  Immunology,  University 
of  Minnesota 

Joanne  Kurtzberg,  M.D. 

Professor  of  Pediatrics  and  Co-Director, 
Pediatric  Bone  Marrow  Transplant 
Program,  Director,  Pediatric  Bone 
Marrow  Research  Program,  Duke 
University  Medical  Center 

Harry  L.  Malech,  M.D. 

Deputy  Chief,  Laboratory  of  Host 
Defenses,  Coordinator  of  Gene  Transfer 
Technology,  NIAID  Office  of  the  Director, 
Division  of  Intramural  Research,  National 
Institutes  of  Health 

Jennifer  M.  Puck,  M.D. 

Chief,  Immunologic  Genetics  Section 
Laboratory  for  Gene  Transfer, 

National  Center  for  Human  Genome 
Research.  National  Institutes  of  Health 


David  Rawlings,  M.D. 

Postdoctoral  Research  Associate 
Howard  Hughes  Medical  Institute 
Research  Laboratories,  University  of 
California,  Los  Angeles 

Howard  M.  Rosenblatt,  M.D. 

Associate  Professor  of  Pediatria 
Baylor  College  of  Medicine 
Bone  Marrow  Transplant  Program 
Texas  Children's  Hospital 

William  T.  Shearer,  M.D.,  Ph.D. 

Professor  of  Pediatrics.  Microbiology  and 
Immunology,  Baylor  College  of  Medicine 
Chief,  Allergy  and  Immunology  Service 
Texas  Children 's  Hospital 

Kenneth  Weinberg,  M.D. 

Associate  Professor  of  Pediatrics 
Division  of  Research  Immunology 
Bone  Marrow  Transplantation,  Children's 
Hospital  of  Los  Angeles 
University  of  Southern  California 
School  of  Medicine 


The  American  Academy  of  Allergy  and 
Immunology  is  an  organization  accred- 
ited by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  spon- 
sor continuing  medical  education  for 
physicians-  This  course  meets  the  crite- 
ria for  6 hours  of  Category  1 credit 
toward  the  Physicians  Recognition 
Award  of  the  American  Medical 
Association. 


FEE  $100,  $40  Medical  School  Faculty. 

Free  to  medical  residents  and  post  graduate  fellows. 

THE  WOODLANDS  CONFERENCE  CENTER  AND  RESORT 
THE  WOODLANDS,  TEXAS 

SUPPORTED  BY  A GRANT  FROM 

AMERICAN  RED  CROSS  BIOMEDICAL  SERVICES 


‘‘Whatever  Your  Needs  Demand” 


Part  Time 

Individual 

Group 

Corporate 

Slot 

Per  Patient 

D&O 

Locum 

Excess 

Declined 

Clinic 

Hospital 

M.S.O. 

Discounts 

H.B. 18 

L.L.P. 

H.P.A. 

I.P.A. 

“We  Can 

Provide 

Independently  Representing  Our  State’s  Finest  Malpractice  Companies  Since  1986 

National  Health  Services,  Friendswood,  Texas 
Thomas  E.  Sheridan  Agency  Inc. 

(800)  634'9513 


VOLUME  90  ★ NUMBER  8 


9 


Our  General  Agents  are  full  time  employees  of  The  Medical  Protective  Company.  Like  the 
company  they  represent,  these  agents  work  exclusively  with  the  health  care  community  and 
are  experienced  in  both  medicine  and  the  law.  We  are  especially  proud  of  our  Texas  General 
Agents...  averaging  over  23  years  of  experience  in  professional  habihty  protection. 

Extensive  training  and  experience  provide  each  General  Agent  the  expertise  to  help  you  avoid 
professional  hability  problems  and  to  offer  you  concise,  accurate  information  on  the  proper 
course  of  action  in  the  event  a suit  is  filed.  To  learn  more  about  how  Texas  Medical  Protective 
General  Agents  can  help  you,  contact  your  local  Texas  office... 


(800)  344-1899 


t/te  ii'nce  ^833 


WITH 


GAMMA  KNIFE 
BRAIN  SURGERY 
A-  P ATWM.TiM:#S.,S 
TWO  DAYS  OF 
WORK. 


T H R 


Imagine.  No  incision.  No  hair  loss.  Virtually  no  pain  and  nothing  to  recover  from.  That’s  the  beauty 
of  radiosurgery  with  the  Leksell  Gamma  Knife  over  conventional  brain  surgery.  This  revolutionary 
new  treatment  is  now  being  provided  to  patients  at  Hermaim  Hospital,  one  of  very  few  facilities  in 
the  nation  with  the  capability. 

The  Gamma  knife  is  not  really  a knife  at  all.  Using  sophisticated  computer  technology,  it 
directs  gamma  radiation  directly  on  a tumor  or  blood  vessel  abnormality  and  destroys  it  over  time, 
without  damaging  surrounding  tissue.  It’s  that  simple.  It’s  that  effective.  Most  adults  don’t  even 
require  general  anesthesia,  and  the  entire  procedure  is  completed  in  a single  day. 

So  patients  are  able  to  return  to  their  normal  routine  the  very  next  day.  Unless,  =_  ^ 
of  course,  they  have  a better  idea. 

For  more  information  or  patient  referrals,  call  1 '800-49-0 AMMA.  HERMANN 


641 1 Fannin  Houston,  Texas  77030-1501 

Affiliated  mth  The  University  of  Texas  Medical  School  at  Houston 


GAMMA  KNIFE 
RADIOSURGERY 


I Science  & Education 

I On  the  leading  edge 

i Texas  researchers  are  developing  the  next  generation  of  medical  technology 

i By  Mark  Richardson,  Associate  editor 


Its  the  year  2005,  and  America  is 
again  at  war.  Soldiers  from  the 
101st  Airborne  land  in  the  high- 
lands of  Sri  Lanka  as  part  of  a Unit- 
j ed  Nations  action  to  halt  the  massacre  of 
j civilians  by  antigovernment  rebels. 

: A squadron  of  paratroopers  is  ambushed  almost  imme- 

i diately  and  sustains  heavy  casualties.  The  unit’s  corpsman 
: radios  a command  post  and  sets  a flare  to  guide  a C-130 
: transport  to  drop  a surgical  pod  into  the  battle  zone. 

: In  8 minutes,  the  pod  is  parachuted  in  and  set  up,  a 

i telemetry  link  established,  and  an  orthopedic  surgeon  be- 
: gins  to  remove  shrapnel  from  a corporal’s  right  leg. 
i But  the  surgeon  isn’t  on  the  front;  she’s  in  a remote  sur- 
: gical  suite  some  13,000  miles  away  in  Fort  Benning,  Ga, 
i operating  on  the  cybernetic  image  of  the  wounded  soldier 
: through  a mask  and  gloves  using  virtual  reality,  while  a re- 
: mote  unit  on  the  battlefield  mimics  her  exact  movements. 

: Quick  action  saves  the  soldier’s  leg  and  he  is  shipped  from 
: the  battlefield  to  a hospital  in  the  rear  to  recuperate. 

• Texas  ingenuity  at  work 

: This  scenario  may  read  like  a chapter  from  a science 
I fiction  book,  but  the  technology  to  perform  “telepresence 
i surgery  is  one  of  dozens  of  leading-edge  technologies  and 
I procedures  being  developed  and  tested  today  in  Texas 
I medical  research  labs. 

• The  Lone  Star  State  is,  in  fact,  a leader  in  developing 
: new  medical  technologies,  with  researchers  creating  new 
: products,  procedures,  and  techniques  that  are  likely  to  be 
I put  into  clinical  use  in  the  next  few  years. 

: Biomedical  and  biotechnical  research  are  billion-dollar 

I enterprises  in  Texas,  and  as  those  industries  grow,  so  does 
I the  number  of  products  in  the  medical  “pipeline”  on  the 
I way  to  your  office,  clinic,  or  hospital. 

I Alone,  or  in  collaboration  with  other  centers  of  excel- 
; lence,  Texas-based  researchers  are  developing  answers  to 
: some  of  the  most  puzzling  questions  of  our  time,  includ- 
• ing  the  mapping  of  the  human  genome,  coping  with  can- 
• cer,  and  understanding  the  human  immune  system. 


Some  new  technologies  are  developed  from  scratch, 
with  the  seed  of  an  idea  growing  into  a useful  medical 
tool,  while  others  tend  to  evolve,  with  researchers  enhanc- 
ing current  technologies  and  procedures  or  finding  new 
ways  to  utilize  older  techniques. 

Many  researchers  work  in  modern,  spacious,  well- 
equipped  laboratories,  funded  by  federal  or  private  grants, 
while  others  toil  in  unused  basement  space  on  a shoe- 
string, often  crafting  the  parts  for  their  inventions  with 
their  own  hands  in  their  spare  time.  Sometimes  several  re- 
searchers are  working  toward  the  same  goal  but  are  using 
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A three-dimensional  human  torso,  above  and  opposite  page,  was  developed  by  High  Techsplanations, 
Inc,  for  use  in  a virtual  reality  surgical  simulator.  The  cybernetic  torso  can  be  manipulated  360  ° and 
is  designed  so  that  each  layer  of  tissue  can  be  peeled  back  to  reveal  the  human  anatomy. 


very  different  means  to  achieve  it. 

But  all  are  working  to  help  practic- 
ing physicians  provide  their  patients 
with  better  and  more  efficient  medical 
care. 

Worldwide  surgery  by  proxy 

Though  surgery  using  virtual  reality 
may  seem  futuristic,  its  developer,  Jay 
Mabrey,  MD,  an  assistant  professor 
of  orthopedics  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio,  says  the  procedure  will  have 
numerous  practical  uses  beyond  the 
battlefield. 

“Surgical  residents  could  perform 
their  first  surgeries  on  virtual  reality 


generated  patients  rather  than  on  live 
people,”  he  said.  “Airlines  don’t  let  a 
pilot  take  off  in  a multimillion-dollar 
aircraft  without  first  spending  hun- 
dreds of  hours  training  in  a flight 
simulator.  This  technology  would 
serve  the  same  purpose  in  medicine.” 

The  software  for  the  virtual  reality 
body  is  being  developed  by  High 
Techsplanations,  Inc,  of  Rockville, 
Md.  The  body  is  designed  to  be 
three-dimensional  and  interactive. 
The  surgeon  wears  a mask  with  a 
built-in  screen  that  covers  his  or  her 
entire  field  of  vision.  The  surgeon 
also  wears  a special  set  of  Data 
Gloves,  which  respond  to  any  finger 


or  hand  motions  and  impart  a tactile  • 
response  back  to  the  user.  : 

“When  the  surgeon  pokes  or  : 
prods  the  organs  [of  the  virtual  reali-  • 
ty  body],  the  gloves  will  make  his  : 
hands  feel  the  resistance,  while  the  : 
mask  will  show  what  is  being  • 
touched,”  Dr  Mabrey  said,  adding  ; 
that  the  original  idea  for  the  technol-  : 
ogy  came  from  a brainstorming  ses-  • 
sion  some  years  earlier  when  he  was  a i 
major  in  the  Army.  i 

“We  asked  ourselves,  ‘How  do  we  • 
provide  the  best  medical  care  in  the  j 
world  to  our  soldiers  without  putting  i 
our  best  doctors  at  risk  by  parachut-  ; 
ing  them  into  a battle  zone?’  We  | 
came  up  with  the  ‘Doc  in  a Box,’  or  j 
surgical  pod  idea,  from  that,”  he  said,  j 
When  using  a remote  surgical  i 
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A robotic  DNA  sequencing  laboratory  at  The  University  of  Texas  Southwestern  Medical  Center 
can  process  10,000  DNA  samples  a day,  compared  with  about  20  a day  for  a lab  technician  us- 
ing manual  methods. 


pod,  surgeons  would  see  the  patient 
through  high-resolution  cameras  or 
work  from  three-dimensional  images 
ot  the  patient  developed  from  a com- 
puted tomography  (CT)  scan. 

One  of  the  many  nonmilitary  uses 
for  the  technology  would  be  to  ex- 
tend the  reach  of  specialty  and  sub- 
specialty surgeons  into  rural  hospi- 
tals, where  such  care  is  difficult  to 
obtain.  Dr  Mabrey  says.  “Also,  the 
work  of  a professor  could  be  record- 
ed during  actual  surgery  and  played 
back  for  a student,  who  could  see 
and  feel  the  operation  exactly  the 
way  the  teacher  demonstrated  it.” 

There  are  several  obstacles  that 


must  be  overcome  before  virtual  reali- 
ty surgery  can  become  available,  he 
says,  the  largest  being  that  faster  and 
more  powerful  microcomputer  sys- 
tems must  be  developed  to  operate  all 
the  facets  of  the  technology  in  a use- 
ful time  frame.  It  currently  takes  a 
massively  parallel  supercomputer  to 
operate  the  system,  and  the  highest 
performing  Reduced  Instruction  Set 
Computing  (RISC)  chips  only  pro- 
vide 50%  to  75%  of  the  power  need- 
ed to  run  the  system. 

But  with  the  current  pace  of  com- 
puter advances.  Dr  Mabrey  expects  a 
working  model  of  the  system  to  be 
available  sometime  in  the  next  5 years. 


A nanovolume  manipulation  testbed  can  hold  up 
to  96  DNA  samples  for  a single  electrostatic  test. 


So  many  genes,  so  little  time 

The  Human  Genome  Project,  a mul- 
timillion-dollar  effort  to  construct  a 
map  of  the  human  genetic  system,  is 
scheduled  to  take  place  over  a 1 5-year 
period,  ending  shortly  after  the  turn 
of  the  century.  One  reason  the  project 
is  expected  to  take  so  long  is  that  sci- 
entists believe  there  are  more  than 
100,000  gene  pairs  to  be  discovered 
before  the  picture  will  be  complete. 

Since  the  process  of  sequencing 
DNA  is  slow  and  painstaking,  re- 
searchers have  begun  looking  at  au- 
tomation to  speed  up  the  process. 

A research  project  using  laborato- 
ry robotics,  albeit  recently  imported 
from  California,  is  under  way  at  The 
University  of  Texas  Southwestern 
Medical  Center  in  Dallas,  under  the 
direction  of  Glen  Evans,  MD,  PhD, 
and  Harold  “Skip”  Garner,  PhD.  The 
automated  gene-sequencing  robot, 
using  mere  “nanovolumes”  of  genetic 
material,  is  capable  of  testing  more 
than  10,000  samples  in  a day. 

According  to  Dr  Garner,  that  com- 
pares to  an  average  of  about  20  samples 
a day  performed  by  a lab  technician. 

“The  speed  with  which  we  are 
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able  to  process  the  material  will 
greatly  increase  science’s  ability  to 
construct  a clear  picture  of  the 
genome,”  he  said.  “Our  process  is 
faster  and  cheaper  that  the  standard 
method.  We’ve  had  to  rewrite  many 
of  the  protocols  as  we’ve  shrunk  the 
equipment  down  in  size,  but  this 
process  is  ideal  for  focused  efforts  on 
a particular  gene.” 

Drs  Evans  and  Garner,  armed  with 
a 4-year,  $16  million  grant  from  the 
.Human  Genome  Project,  have  moved 
'their  project  from  the  private  sector  to 
academia.  The  automated  DNA  se- 
quencing technology  was  developed 
when  the  two  were  in  the  Biosciences 
Division  of  General  Atomics  in  San 
Diego,  Galif,  but  the  opportunity  to 
work  in  an  academic  setting  and  to 
gain  considerably  larger  lab  space 
I convinced  them  to  bring  their  pro- 
gram to  Southwestern’s  Simmons  Bio- 
medical Research  Lab  in  Dallas. 

As  the  genome  project  progresses, 

! physicians  will  be  increasingly  using 
1 genetic  screening  as  a routine  part  of 
[diagnosis,  according  to  Dr  Garner. 
Several  potential  products  may  be 
, spun  off  the  robotics  technology,  in- 
cluding a new  diagnostic  test  for  cys- 
tic fibrosis  screening,  new  spectrapho- 
tometers,  and  more  sophisticated 
software  for  working  with  genetics. 

Gene  splicing:  pathways  to  a cure 

One  of  the  brightest  hopes  on  the 
horizon  for  many  who  have  cancer  is 
gene  therapy:  the  ability  to  change 
the  structure  of  a diseased  or  defec- 
tive gene  by  grafting  it  with  a healthy 
gene  or  replacing  it  with  new  DNA. 


The  challenge  scientists  face  is  in- 
tegrating the  new,  healthy  genetic 
material  into  the  patient’s  genetic 
structure.  Research  physicians  in  two 
Texas  institutions  are  studying  ways 
to  accomplish  this,  but  have  taken 
very  different  roads  to  arriving  hope- 
fully at  the  same  place. 

Jack  A.  Roth,  MD,  a thoracic  sur- 
geon at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  in 
Houston,  has  developed  a promising 
gene-splicing  protocol  using  disabled 
retroviruses  to  deliver  the  gene  con- 
structs to  the  cancer  cell  in  vivo. 

‘'The  host  cells  that  are 
shot  by  the  DNA  will  act 
as  if  they  are  infected  by 
the  pathogeUy  producing 
an  immune  response. 

“Retroviruses  are  a very  potent 
way  of  delivering  new  genetic  materi- 
als into  the  body,”  Dr  Roth  said. 
“The  retrovirus  will  enter  only  a 
rapidly  growing  cell,  so  rapidly  pro- 
liferating cancer  cells  will  have  a 
propensity  to  take  up  retroviruses.” 

He  says  his  research  has  centered  on 
mutations  of  the  p53  gene,  the  most 
frequently  mutated  gene  in  human 
cancers  yet  identified.  His  technique  is 
currently  undergoing  the  testing  neces- 
sary for  approval  by  the  federal  Food 
and  Drug  Administration. 

A team  of  scientists  at  UT’s 
Southwestern  Medical  Center  have 
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taken  a much  different  tack  toward 
introducing  genetic  material  into  the 
human  body:  a gene  gun. 

According  to  lead  researcher 
Stephen  Johnson,  MD,  use  of  the 
gun  is  based  on  the  theory  that  the 
human  immune  system  constantly 
rids  itself  of  cancer  cells,  and  that 
when  a malignant  tumor  does  form, 
it  is  because  something  has  gone 
wrong  with  the  immune  system. 

Using  compressed  helium  as  a 
propellant,  the  gun  literally  shoots 
microscopic  gold  pellets  coated  with 
DNA  into  the  host  body  to  stimulate 
the  immune  system  to  fight  the  can- 
cer cells. 

“The  host  cells  that  are  shot  by 
the  DNA  will  act  as  if  they  are  infect- 
ed by  the  pathogen,  producing  an 
immune  response,”  said  Dr  Johnson, 
who  is  a professor  of  microbiology  at 
Southwestern.  “We  are  taking  the 
same  approach  as  an  immunization 
would  to  stimulating  the  immune 
system  against  the  cancer  cells.” 

The  gene  gun,  which  is  roughly 
the  size  of  a 12-ounce  soft  drink  can, 
may  also  have  a role  in  the  battle 
against  AIDS,  as  well  as  a variety  of 
other  diseases  and  conditions. 

The  gene  gun  originally  was  de- 
veloped for  use  by  plant  molecular 
biologists,  but  Dr  Johnson  and  his 
colleagues  quickly  saw  its  applica- 
tions in  dealing  with  the  human  im- 
mune system. 

“This  technology  also  could  be  used 
to  provide  immunizations  to  Third 
World  countries  where  refrigeration  of 
the  serum  for  vaccines  is  not  possible,” 
he  said.  “The  genetic  material  we  use 
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with  the  gun  is  very  stable  and  does  not 
need  any  special  handling.” 

Tried-and-true  cryosurgery 

Another  area  of  research  where 
physicians  are  taking  different  paths 
to  the  same  goal  is  dealing  with  tu- 
mors of  the  liver. 

James  Huth,  MD,  chief  of  surgi- 
cal oncology  at  UT  Southwestern, 
has  begun  applying  the  tried  and 
true  methods  of  cryosurgery  to  eradi- 
cate malignancies  on  the  liver. 

“In  the  past,  we  have  often  had  to 
resect  large  portions  of  the  liver  in  or- 
der to  remove  a tumor,”  he  said.  “But 
with  cryosurgery,  we  are  able  to  iso- 
late the  malignancy  and  not  damage 
the  surrounding  tissue.  The  patient 
also  loses  a great  deal  less  blood.” 

Using  a cryonic  probe.  Dr  Huth 
is  able  to  reach  the  most  deep-seated 
tumors  and  freeze  them  to  -20°C, 
crystallizing  the  cells  and  stopping 
their  growth.  He  is  studying  a similar 
technique  for  cancer  of  the  prostate 
and  lung  tumors. 

However,  Steven  A.  Curley,  MD, 
associate  professor  of  surgery  at  M.D. 
Anderson,  is  taking  a radically  different 
approach  to  eradicating  liver  tumors 
that  are  not  candidates  for  resecting. 

Dr  Curley’s  approach  takes  advan- 
tage of  the  fact  that  while  the  liver 
receives  blood  from  both  the  hepatic 
artery  and  the  portal  vein,  malignant 
tumors  of  the  liver  are  supplied  only 
by  the  hepatic  artery. 

Utilizing  a dual  balloon  vena  cava 
catheter,  he  can  isolate  the  blood  sup- 
ply of  the  liver  and  deliver  a concen- 
trated dose  of  doxorubicin  to  the  tu- 
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mor  via  the  hepatic  artery.  The  blood 
leaving  the  liver  is  then  filtered  to  re- 
move the  chemotherapeutic  agent  that 
was  not  absorbed  by  the  tumor  before 
it  is  returned  to  the  bloodstream. 

Dr  Curley  reported  in  the  June  15 
edition  of  the  Journal  of  the  American 
Medical  Association  that  of  1 0 patients 
undergoing  the  treatment,  7 showed  a 
marked  reduction  in  tumor  size,  and 
in  2 patients,  the  tumor  was  reduced 
enough  to  permit  surgical  resection. 

Improving  medical  images 

With  few  exceptions,  the  better  a 
physician  can  see  a patient’s  malady 
or  condition,  the  better  the  treatment 
regimen  he  or  she  can  perform. 

''We  can  measure  both 
the  hard  outer  shell  of  the 
bone  and  the  more  spongy 
inner  material.  ” 

With  this  in  mind,  Peter  P.  An- 
tich,  PhD,  professor  of  radiology  at 
UT  Southwestern,  has  developed  sev- 
eral imaging  techniques  that  give 
physicians  a much  better  look  at  their 
patients’  conditions. 

Dr  Antich  holds  the  Wechun  Pak 
Professorship  of  Bone  Biophysics  at 
Southwestern,  and  his  primary  inter- 
est is  in  imaging  the  bone  structure. 
Along  with  his  colleagues.  Dr  Antich 
has  developed  an  imaging  device  us- 
ing reflection  ultrasound  to  measure 
density  through  the  entire  structure 
of  the  bone. 
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“We  can  measure  both  the  hard 
outer  shell  of  the  bone  and  the  more 
spongy  inner  material,”  he  said. 
“This  is  a particularly  good  method 
of  diagnosing  osteoporosis.” 

Reflection  ultrasound  also  is  used 
in  Dr  Antich’s  lab  to  determine  in 
which  direction  a person’s  bone  is 
strong  and  in  which  it  is  weak,  thus 
measuring  its  resistance  to  fractures. 

Other  high-resolution  imaging  de- 
vices developed  in  Dr  Antich’s  lab  in- 
clude a device  designed  to  study  the 
transport  and  utilization  of  biomole- 
cules using  single  photon  emission 
computed  tomography  and  positron 
emission  tomography. 

Tip  of  the  iceberg 

While  high  technology  is  often 
blamed  as  a catalyst  for  the  upward 
spiral  of  medical  costs,  most  of  the 
projects  highlighted  here  were  aimed 
at  improving  the  efficiency  of  a diag- 
nosis or  procedure,  taking  less  time, 
or  reducing  expenses  for  patients  and 
the  health-care  system. 

Many  of  the  devices  and  proce- 
dures reviewed  in  this  article  will  find 
their  way  into  your  practice  in  the 
next  few  years.  And  these  are  but  a 
small  sampling  of  the  hundreds  of 
new  technologies  and  procedures  be- 
ing developed  at  Texas  research  insti- 
tutions. 

With  the  quantity  of  research  and 
development  going  on,  the  practice 
of  medicine  promises  to  be  an 
ever-changing  profession  during  the 
next  decade.  ★ 
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Through  our  Hispanic  Health  Initiative,  Eli  Lilly  and 
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• Patient  Education  Materials  and  Programs 

Culturally  sensitive  materials  in  Spanish  to  enhance 
quality  of  care 
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Can  you  retire  when  you  want? 

Careful  planning  can  help  your  pension  program 
survive  the  changes  in  todays  investment  market 

By  Mark  Richardson,  Associate  editor 


ore  than  a few  physicians 
have  been  heard  grumbling 
that  if  health-system  re- 
form complicates  life  any 
further,  they  will  just  retire. 

Well  . . . not  so  fast. 

Changes  in  the  tax  law,  coupled  with  several  proposed 
aspects  of  reform,  could  change  many  of  the  rules  under 
which  physicians  have  set  up  retirement  and  pension 
plans  for  themselves  and  their 
employees. 

According  to  many  financial 
planners,  now  is  the  time  for  a 
careful  review  of  pension  and 
retirement  plans,  especially 
those  set  up  more  than  10  years 
ago,  to  make  sure  there  are  no 
surprises  when  you  retire. 

Several  factors  are  making 
previous  pension  and  retire- 
ment plans  potentially  obso- 
lete, including  recent  changes 
in  the  tax  code,  longer  life  ex- 
pectancies, and  potential  legal 
liability  problems  with  some 
traditional  pension  plans. 

A taxing  situation 

Uncle  Sam  is  always  looking 
for  ways  to  get  his  hand  in 
your  pockets.  These  days,  peo- 
ple with  six-figure  incomes  are 
particularly  vulnerable. 

According  to  Don  Chambers,  CPA,  chief  financial 
officer  of  Mercer  Consulting  in  Houston,  many  physi- 
cians may  be  unable  to  fund  their  current  pension  plans 
in  1994  because  of  changes  in  the  tax  law. 

“Up  to  30%  of  doctors  who  make  more  than 
$150,000  a year  could  no  longer  fund  their  retirement 
plans  ...  as  a result  ol  President  Clinton’s  revenue-raising 


plan,”  he  said.  “One  way  the  government  plans  to  raises 
more  money  is  by  reducing  the  amount  of  money  going 
into  retirement  plans;  therefore,  more  of  the  earned  in- 
come will  be  taxed.” 

Mr  Chambers  says  the  Clinton  proposal  would  reduce 
the  salary  limit  lor  retirement  plan  calculations  from 
$235,840  in  1993  to  $150,000  in  1994.  That  change  has 
significantly  increased  staff  retirement  plan  costs  for  a 
doctor  making  more  than  $235,000. 

“Take,  for  example,  an  integrated  profit-sharing  plan 
that  was  providing  $30,000  a year  to  the  doctor,”  he  said. 

“In  1993,  staff  costs  were  typi- 
cally 8.2%  of  staff  wages.  Start- 
ing in  1994,  that  figure  jumps 
to  16.1%.” 

Even  by  limiting  their  pen- 
sion funding  to  $22,500  (15%  of 
$150,000),  staff  costs  would  still 
increase  to  12. 1%  of  staff  wages. 

Mr  Chambers  says  a new 
type  of  retirement  plan  may 
help  avoid  some  of  these  prob- 
lems. It  is  commonly  called  a 
“cross-tested,”  “new  compara- 
bility,” “super  integrated,”  or 
“average  benefits  test”  plan. 

“This  is  a totally  discre- 
tionary plan,  similar  to  a profit- 
sharing  plan,”  he  said.  “This 
means  you  can  fully  fund  one 
year,  skip  the  next,  partial  fund 
the  next,  and  so  on.” 

Cross-testing  allows  a prac- 
tice to  create  two  or  more  rate 
groups  of  employees,  produc- 
ing an  improved  result  where  the  average  age  of  the 
physicians  (compensated  at  a much  higher  rate)  is  higher 
than  the  staff  (compensated  at  a lower  rate).  When  the 
doctors  are,  on  average,  7 years  or  more  older  than  the 
staff,  staff  costs  can  be  reduced  by  50%  or  more  to  a tra- 
ditional profit-sharing  plan  and  10%  or  more  to  an  age- 
weighted  plan. 
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playing  the  system 

jAs  tax  laws  and  pension  plans  be- 
jcome  more  complicated,  physicians 
jshould  never  forget  the  most  basic 
daw  of  investing;  Buy  low,  sell  high. 

J According  to  Stephen  J.  Mc- 
jManus,  CFP,  an  investment  coun- 
selor for  Paine  Webber  in  Dallas, 
physicians  should  be  looking  right 
mow  to  maximize  their  investments 
itwhile  minimizing  their  liabilities.  [ 

I “Without  a doubt,  physicians  are 
lltrying  to  figure  out  how  to  deal  within 
;(the  system,”  said  Mr  McManus,  who 
: primarily  counsels  physicians  on  their 
: retirement  and  pension  plans.  “The 
ijsystem  is  going  to  hurt  a lot  of  highly 
iipaid  professionals.  What  that  means  is 
[that  they  need  to  figure  out  how  to  ' 

; sock  away  money  while  they  can.” 

Currently,  the  markets  have  many 
"physicians  nervous  about  what  will 
happen  to  their  nest  eggs, 
i “You  know,  in  Texas  we’ve  had  so 
;:many  people  who  in  the  past  20  ] 
ilyears  have  put  their  money  in  oil  and 
l|gas  or  real  estate.  People  have  lost 
[{fortunes,  and  now  they  just  want 
[(anything  that  is  safe,”  he  said.  “They 
iihave  become  paranoid.”  j 

1 Whatever  type  they  choose,  in- 
! vestors  should  always  look  for  a way 
to  avoid  taxes  on  their  retirement 
Tunds  or  pension  plans,  he  says,  [ 
■ adding  that  one  relatively  safe  place  I 
is  the  charitable  remainder  trust, 
i “Investors  have  the  benefits  of 
I zero  capital  gains  on  a yearly  basis, 
typically  what  they  deposit  they  can  | 
I write  off,  and  they  give  it  to  a charity  | 
in  the  end,  which  is  a beneficial 
; goal,”  he  said.  “But  the  ability  to  cre- 


ate an  endowment  and  use  the  funds 
in  the  interim  is  a huge  benefit.” 

He  said  that  with  tighter  regula- 
tions a possibility  in  the  future, 
physicians  need  to  set  up  pension 
plans  now  that  will  give  them  the 
most  flexibility  later. 

“Physicians  should  choose  the 
types  of  plans  that  allow  them  to  re- 
ceive funds  if  someone  drops  out  of 
the  plan  before  they  are  vested,”  he 
said.  “For  instance,  in  an  SEP  [sim- 
plified employee  pension]  or  IRA  [in- 
dividual retirement  account],  they 
have  to  contribute  for  each  employ- 
ee, and  if  an  employee  leaves,  the 
funds  go  with  that  employee. 

“If  they  have  a different  type  of 
program,  such  as  a profit-sharing 
plan  where  there  is  a longer  vesting 
period,  when  someone  leaves  before 
they  are  vested,  the  funds  default 
back  to  the  practice.” 

The  emphasis  of  pension  plans 
has  changed,  as  well. 

“Several  years  ago,  the  most  com- 
mon plans  were  the  defined-benefit 
plans,  whereby  you  got  a fixed  income 
when  you  left,”  Mr  McManus  said. 
“For  instance,  if  you  work  at  General 
Motors  for  30  years,  you  put  in  a cer- 
tain amount  each  year,  multiply  that 
by  a certain  percent,  and  you  walk 
away  with  a $30,000-a-year  pension.” 

Companies  in  recent  years  have 
been  getting  away  from  that  concept. 

“They  don’t  want  the  fiduciary 
responsibility  to  manage  the  money, 
so  they  have  switched  over  to 
defined-contribution  plans,”  he  said. 
“One  of  the  benefits  of  defined-con- 
tribution plans  is  that  they  allow  the 


individual  investors  to  choose  their 
own  investments.” 

That  way  the  companies  can  iso- 
late themselves  from  most  liability  in 
connection  with  the  pension  funds. 
Often,  Mr  McManus  says,  when  a 
pension  fund’s  portfolio  is  poorly  in- 
vested or  declines  because  of  bad  in- 
vestments, lawsuits  are  brought 
against  the  company  by  pensioners. 

I It  doesn’t  get  any  easier 

Setting  long-term  objectives,  crafting 
a comprehensive  plan,  and  periodi- 
cally tweaking  it  to  maintain  maxi- 
mum performance  are  the  keys  to  re- 
tiring with  the  income  you  need,  says 
Howard  Rochestie,  JD,  chairman  of 
Mercer  Consulting. 

“The  investment  game  has  be- 
come more  complex  than  ever,”  he 
said.  “Investment  strategies  are  differ- 
ent. Even  the  words  used  in  the  in- 
dustry have  changed.  Terms  like  ‘as- 
[ set  class,’  ‘cross  correlation,’  and 
‘global  diversification’  have  popped 
up  in  just  the  last  few  years.  It  is  crit- 
ical to  know  what  they  mean  and 
how  they  will  affect  your  portfolio.” 

He  also  adds  that  picking  a win- 
ning stock,  bond,  or  fund  ahead  of 
time  is  virtually  impossible. 

“How  a fund  performed  this  year 
tells  you  nothing  about  how  it  will 
perform  next  year,”  he  said.  “A  study 
on  how  the  top  10  performers  of  500 


The  information  presented  in  this  article  is  for  the  pur- 
pose of  general  information  and  should  not  be  considered 
investment  advice.  Before  acting  on  any  of  the  investment 
strategies  outlined  here,  you  are  strongly  urged  to  consult  a 
qualified  financial  planner  or  investment  counselor  for 
professional  advice. 
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Where  should  you  be? 

The  financial  advisers  we  consulted  for  this  article  say  you  should  follow  different  investment  strategies  at  different  times  in 
your  life,  mirroring  important  events  like  purchase  of  a home,  birth  of  your  children,  career  advancement,  and  paying  for 
your  childrens  college  education.  Your  planning  strategy  should  be  ready  to  adapt  to  changing  needs  and  to  take  advantage 
of  the  opportunities  they  present. 


In  your  30s  This  may  be  the  toughest  time  in  most 
people’s  lives  to  put  away  money.  Typically,  this  is  when 
a first  home  is  bought,  when  families  are  started,  and 
for  many  physicians,  when  the  cost  of  starting  a practice 
and  paying  off  medical  school  debt  is  the  greatest. 

But  the  experts  say  this  is  also  a critical  time  to  begin 
building  a nest  egg.  If  you  start  investing  $10,000  a year 
at  a moderate  rate  of  return  in  your  mid-30s,  you  will 
have  close  to  $1  million  by  age  65.  But  if  you  wait  until 
your  mid-40s  to  begin,  you  would  have  to  invest  more 
than  $20,000  a year  to  reach  the  same  goal.  Plans  such 
as  SEPs  or  IRAs  can  make  a big  difference  during  these 
years.  This  is  also  the  time  to  pursue  more  aggressive 
(though  potentially  volatile)  investments.  The  potential 
for  big  rewards  is  high,  and  you  are  young  enough  to  re- 
cover from  a minor  setback. 

The  lesson;  The  earlier  you  start,  the  better. 

In  your  40s  Because  this  is  the  time  when  your  in- 
come is  close  to  or  at  its  peak,  you  should  be  optimizing 
your  investments.  Begin  increasing  the  percentage  of 
your  contribution  and  maintain  yout  assets  in  fairly  ag- 
gressive investments,  primarily  stocks. 

By  this  point  in  your  life,  your  income  should  provide 
considerably  more  than  enough  to  cover  the  basics,  such 
as  a house  payment,  loan  payments,  and  college  costs. 

One  rule  of  thumb  is  to  keep  the  percentage  of  your 
retirement  portfolio  invested  in  stocks  equal  to  100  mi- 
nus your  age.  For  example,  if  you  are  45  years  old,  you 
should  keep  55%  of  your  portfolio  in  stocks. 

The  lesson:  Make  hay  while  the  sun  shines,  and  maxi- 
mize your  investments  during  your  highest  earning  years. 


In  your  50s  By  this  time  in  their  lives,  most  physi- 
cians have  made  a success  of  their  practices  and  things 
are  running  along  more  or  less  smoothly.  Now  is  the 
time  to  begin  analyzing  how  much  you  have  put  away 
and  whether  it  will  be  sufficient  to  actually  provide  the 
income  you  need  during  retirement.  If  there  is  a short- 
fall, you  can  still  make  changes  to  avert  problems  later. 

This  is  a good  time  to  look  at  the  pension  plan  you 
have  set  up  for  your  employees.  If  upping  your  contri- 
bution to  make  up  for  a shortfall  would  mean  upping 
the  amount  you  put  in  for  employees,  you  may  want  to 
look  at  changing  over  to  a different  type  of  plan. 

Now  also  is  the  time  to  begin  shifting  your  investments 
into  more  fixed-rate  instruments  such  as  bonds  or  certificates 
of  deposit  and  to  begin  moving  out  of  the  more  volatile  in- 
struments, such  as  stocks,  commodities,  and  options. 

The  lesson:  Act  now  to  shore  up  any  weak  spots  in  your 
retirement  plan. 

In  your  60s  If  you  have  planned  properly,  you  should 
begin  enjoying  a lower  workload  and  more  leisure  time. 
But  if  you  haven’t  planned  properly,  you’ll  have  to 
scramble  to  catch  up  as  you  near  the  end  of  your  career. 

This  is  the  time  to  begin  looking  at  how  you  will 
distribute  the  proceeds  of  your  plan  to  avoid  excessive 
taxes  or  penalties.  Proper  planning  and  timing  of  your 
distributions  is  essential  not  only  to  avoid  the  tax  bite 
but  also  to  make  certain  you  don’t  outlive  your  nest  egg. 

The  lesson:  Review  your  retirement  program  at  regular 
intervals  to  make  sure  it  is  always  moving  toward  the  goals 
you  have  set.  And  enjoy  your  retirement  — you  worked 
hard  for  it. 
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funds  from  1980  to  1989  did  in  the 
subsequent  year  proved  this:  None  of 
the  top  10  performed  better  than 
100th  in  the  next  year.” 

He  emphasizes  that  in  many  as- 
pects of  investing,  the  old  rules  sim- 
ply do  not  apply  anymore. 

“Based  on  long-term  studies,  we 
know  that  among  portfolio  determi- 
nants, portfolio  design  outperforms 
market  timing  and  security  selection 
by  a huge  margin.  The  study  showed 
that  91.5%  of  the  return  on  a portfo- 
lio was  attributed  to  its  design.  Only 
4.6%  was  attributed  to  security  selec- 
tion and  1.7%  to  market  timing.” 

According  to  Mr  Rochestie,  a com- 
prehensive, strategic  investment  plan 
is  the  best  way  to  make  sure  you’ll  be 
able  to  choose,  at  a planned  point  in 
time,  whether  or  not  to  work. 

“Without  a plan,  decisions  will 
often  be  made  on  a knee-jerk  basis, 
without  knowing  their  impact  on  the 
overall  plan,”  he  said.  “Chaos  will  be 
the  rule  rather  than  the  exception.” 

Mr  Rochestie  and  his  firm  advo- 
cate “passive”  investment  manage- 
ment tactics  to  help  his  clients  reach 
their  financial  goals  “without  the 
emotional  and  financial  price  paid  in 
using  market  timing  and  security  se- 
lection strategies.”  ★ 


MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


' e are  a dedicated  group  of 
professionals  that  have  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physicians  claim  history,  specialty 
or  previous  problems. 


AbeWeeN 



For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  collect  LTC  James  Valentine 
214-767-1640  or  210-826-9892  or  713-963-0815 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Profile 

|Robert  Duran,  MD 

! The  playful  side  of  a professional 

'By  Cindi  Myers 


1 

1 

The  toy  car  sitting  on  the  desk  is  a 
work  of  art,  from  the  intricately 
crafted  interior  with  its  function- 
al gear  shifter  and  tiny  hand 
brake  to  the  glossy  mint-green  paint  job 
and  the  small  spare  tire  revealed  when  the 
trunk  is  opened.  Robert  Duran,  MD, 
demonstrates  these  fine  points,  his  surgeon’s 
hands  carefully  fitting  a key  into  the  top  of 
the  car.  A few  turns  and  the  vehicle  races 
across  the  polished  desktop.  He  grins.  “This 
is  one  of  my  favorite  toys.” 

Toys  aren’t  just  child’s  play  to  Dr  Duran.  The  San 
Marcos  general  surgeon  has  collected  more  than  300  tiny 
trucks  and  wind-up  wonders  from  an  era  before  plastic 
and  television  tie-ins.  Dump  trucks,  fire  engines,  road 
graders,  and  race  cars  line  the  walls  of  his  office  and  fill 
shelves  in  his  waiting  room  and  exam  rooms. 

Is  it  the  surgeon’s  eye  for  detail  that  has  led  Dr  Duran 
to  collect  these  finely  crafted  models  or  the  boy  inside  the 
man  who  has  created  his  own  toy  store  of  the  past? 

“I  just  think  they’re  real  pretty,”  Dr  Duran  said  of  his 
collection.  “They’re  intricate.”  He  opens  the  hood  of  a 
German-made  car,  revealing  the  miniature  engine  inside. 
“I  really  liked  big  cars  — the  old  Mercedes  and  Porsches 
and  sports  cars  and  ’57  Chevys,  but  the  reality  of  trying 
to  restore  a car  like  that  and  where  to  put  it  and  how  to 
maintain  it,  plus  the  fact  that  I’m  not  mechanically  in- 
clined — this  was  the  next  best  thing.” 

He  pulls  a sports  car  from  the  shelf,  a sleek  number 
that  even  in  miniature  screams  “speed.”  “This  is  a Viper.  I 
would  love  to  have  this  car,  but  I can’t  afford  it.  That’s 
about  a $65,000  car.  My  model  cost  me  about  $25.” 

Memories  of  a happy  childhood 

Dr  Duran’s  love  of  toys  goes  back,  naturally,  to  his  child- 
hood. Growing  up  on  the  south  side  of  San  Antonio,  he 

CINDI  MYERS  is  a freelance  writer  based  in  Wimberley. 


San  Marcos  general  surgeon  Robert  Duran,  MD,  shows  off 
some  of  the  antique  toy  vehicles  in  his  collection. 


and  his  nine  brothers  and  sisters  played  with  Tonka  toys 
and  Japanese-manufactured  tin  cars. 

Some  ol  the  toys  in  his  collection  today  are  duplicates 
of  ones  he  remembers  loving  as  a child  — a fire  truck,  a 
road  grader,  a red  auto  carrier  with  a yellow  Corvette. 
“None  of  these  ate  my  original  toys,”  he  said  with  a laugh. 
“Mine  didn’t  last.” 

Dr  Duran  acquired  his  first  antique  toy  when  he  was 
still  a child.  “We  moved  into  this  home  that  was  quite 
old,  probably  50  years  old,”  he  said.  “My  dad  and  the  rest 
of  us  fixed  it  up.  In  the  attic  we  found  a bunch  of  old 
toys,  and  this  was  one  of  them.”  He  displays  a metal  doll 
buggy,  the  pink  and  blue  paint  faded  a little,  as  if  worn  by 
fond  use  as  much  as  by  time.  “I  just  thought  this  was  the 
neatest  thing.” 
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‘‘Patients  really  seem  to  like  to  just 
sit  here  and  watch  these.  Sometimes 
they  bring  me  toys.** 


After  graduation  in  1987  from 
The  University  of  Texas  Southwest- 
ern Medical  School  in  Dallas,  Dr 
Duran  completed  his  residency  in 
North  Dakota.  While  there,  he  at- 
tended an  antique  show  and  was  at- 
tracted to  some  cast  iron  toys,  partic- 
ularly a motorcycle  cop  very  much 
like  one  in  his  collection  today. 

“I  thought  this  would  be  a neat 
hobby,  but  the  prices  seemed  to  be 
just  out  of  my  reach,”  he  recalled. 
“And  then  when  I came  to  San  Mar- 
cos and  became  a ‘real’  doctor,  I 
guess,  I started  collecting.” 

Toys  that  tell  a story 

While  some  collectors  concentrate 
on  one  particular  type  of  toy  vehicle 
— motorcycles  or  Jaguars,  for  in- 
stance — Dr  Duran  has  all  kinds  of 
toys.  “Basically,  what  I like  and  what 
I see  that  catches  my  interest  is  what 
I collect,”  he  said.  “I’ve  got  mainly 
cars,  trucks,  and  carriers,  but  I’ve 
got  some  tractors,  mechanical  toys,  a 
few  planes.” 

The  toys  in  Dr  Duran’s  office 
come  from  around  the  world  — tin 
cars  from  Japan,  mechanical  toys 
from  Spain,  automobiles  from  Ger- 
many, cast  iron  from  the  United 
States,  even  a space  capsule  from  the 
Eastern  Block. 

Many  of  the  toys  have  personal 
meaning  — the  road  grader  like  the 
one  he  played  with  as  a child;  the 
mechanical  model  of  the  Lincoln 
Tunnel,  which  his  wife,  Laurie,  drove 
through  for  years  when  she  lived  in 
New  Jersey;  or  the  battered  tin  baby 
buggy  from  his  childhood  home. 

^4 


Others  caught  his  eye  because  of  their 
beauty  or  intricate  detail.  He  demon- 
strates the  mechanism  on  a Tonka 
fire  truck  that  allowed  it  to  spray  real 
water  from  its  hoses. 

“The  other  thing  I liked  about 
them  was  that  they  made  neat  tracks 
in  the  dirt,”  he  added,  wheeling  the 
truck  across  the  carpet. 

The  stories  behind  the  toys  and 
the  memories  they  recall  give  an 
added  dimension  to  Dr  Duran’s  hob- 
by. This  isn’t  the  pastime  of  some  de- 
tached investor  looking  for  a new 
way  to  make  money.  “It’s  real  hard 
for  me  to  get  rid  of  a toy,”  he  admit- 
ted. Each  carries  a story  — where  he 
acquired  it,  who  manufactured  it, 
even  what  was  going  on  in  the  world 
when  the  toy  was  made. 

“You  can  categorize  toys  with  the 
changing  economy,  the  changing 
world  situation,”  he  explained,  point- 
ing to  a shelf  full  of  cast  iron  trucks. 
“These  are  pre- World  War  II.  Iron 
obviously  was  abundant.  Around  or 
after  the  time  of  World  War  II,  ship- 
ping costs  were  very  expensive  and 
these  were  heavy.  They  went  to 
Japanese  tin  after  the  war.” 

Putting  patients  at  ease 

A collection  of  art  or  antique  furniture 
might  intimidate  some  people,  but 
everyone  can  relate  to  toys.  And  for  a 
patient  who  is  nervous  or  anxious 
about  impending  surgery,  the  toys 
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provide  a distraction  beyond  that  of- 
fered by  magazines  or  pictures  on  the 
wall.  “Patients  really  seem  to  like  to 
just  sit  here  and  watch  these,”  Dr  Du- 
ran said  of  his  waiting  room  display. 
“Sometimes  they  bring  me  toys.” 

From  his  Looney-Tunes  tie  to  the 
lemon-yellow  Mazda  in  the  parking 
lot  to  the  toys  scattered  among  the  pa- 
tient charts  and  medical  journals  on 
his  desk.  Dr  Duran  proves  that  profes- 
sionalism and  fun  can  go  together. 

“I  really  enjoy  this,”  he  said  of  his 
hobby.  “I  meet  a lot  of  interesting 
people,  and  that’s  also  a nice  part  of 
it.”  He  leans  back  in  his  chair  and 
smiles.  “To  be  real  honest  with  you, 
maybe  it’s  just  the  kid  in  me.”  ★ 


EmCare 

Physician  Staffing  Services 


EmCare  Physician  Staffing  Services  (EPSS) 
is  a physician  staffing  company  that 
provides  the  following  services: 

• Locum  Tenens 

• Permanent  Placement 

• Low  Volume/Acuity  ED  Practice 
Management 

• Radiology  Department  Practice 
Management 


For  more  information, 
please  call: 

800/535-9535 


1717  Main  St.  • Suite  5200  • Dallas,  TX  75201 

¥ 

MARK  YOUR  CALENDAR 


TEXAS  MEDICAL 
EDUCATION  PRESENTS 

"PEDIATRICIAN'S  CHOICE" 
TEXAS  STATEWIDE 
PEDIATRIC  UPDATE 

Saturday,  November  5, 1994 
Austin,  Texas 
Embassy  Suites  Hotel 
8:00  - 6:00 

Multiple  topics  recommended 
by  pediatridans  to  be  presented 
. by  nationally  recognized  speakers. 

Organized  by  DUip  J.  Kamik  M.D. 

For  further  information  contact  Diana 
at  (512)  458-6121  extension  290. 


m 

■ 

No  administrative  headaches 
and  time  to  improve  your  chili. 

One  of  the  nation’s  fastest  growing  privately  held  companies,  JSA  is  proud  of 
exceptionally  high  customer  satisfaction  ratings  and  an  annual  compounded 
growth  rate  of  97%.  We  believe  that  the  selection  of  services  like  ours  should 
\ A / depend  on  quality,  credentials  and  medical  practice  styles.  Apparently,  many 

\ /\  / ^ others  believe  that,  too. 

V V hS-t  do  you  if  you’re  board  certified  or  board  prepared  in  family 

\A/h0n  you  cross  your  appetite.  We’re  expanding  the  physician  staff  at 

S^^hySICIS-D  \A/I'th  where  we  provide  services  to  the  military  beneficiaries 

You’ll  find  JSA  a worthy  partner.  For  more 
information,  call  Susan  M.  Mamakos,  Professional  Recruitment,  JSA  Healthcare 
Corporation,  5565  Sterrett  Place,  Suite  200,  Columbia,  MD  21044-  Phone 
(800)  966-2811;  Fax  (410)  964-0598.  FOE. 
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THE  STATE 

of  the  MEDICAL  UNION 


ichael  Warren,  sometimes  found  between  the  medical 


MD,  believes  he  and  the  married  life.  But  does  connu- 
may  have  found  bial  bliss  require  a revolution  in  the 
the  bright  side  of  managed  care.  health-care  system?  Understanding  the 

“With  the  advent  of  managed  care,  difference  between  what  has  tradition- 

which  is  steering  medicine  in  the  di-  ally  made  for  a good  physician  versus 

rection  of  large  group  practices,  many  what  constitutes  a good  spouse  could 

of  the  stresses  unique  to  physicians’  in  itself  spur  an  insurrection,  accord- 

marriages  will  be  relieved,”  said  Dr  ing  to  one  expert.  Yet  a recent 

Warren,  a Galveston  urologist  and  au-  survey  conducted  by  a group  o 

thor  of  many  humor  columns  about  Dallas  psychiatrists  concludes 

life  in  medicine.  But  he  admitted,  that  medical  marriages  are 

“That  may  be  the  only  advantage.”  no  better  or  worse  than  any 

However  off-the-cuff.  Dr  War-  others,  and  at  least  some  Texas 


ten’s  remark  highlights  the  tension  physicians  and  their  spouses  agree, 


IS  DR  RIGHT  THE 
WRONG  CHOICE? 


Others  have  been  trying  to  marry  their  chil- 
dren off  to  doctors  since  Hippocrates  was 
an  eligible  bachelor,  and  its  easy  to  see  why. 

Those  who  dedicate  their  lives  to  medicine  share  certain 
desirable  characteristics;  they  are  generally  ambitious,  com- 
passionate, determined,  intelligent,  independent,  and  com- 
petent. Most  of  them  will  rise  to  the  higher  echelons  of 
their  communities  in  terms  of  income  and  influence.  Add 
to  that  the  lure  of  free  samples  of  Advil  and  Seldane,  and  it 
would  appear  matchmaking  mothers  have  the  right  idea. 

Not  necessarily,  says  Roy  W.  Menninger,  MD,  chair- 
man of  the  board  of  trustees  of  the  Menninger  Founda- 
tion in  Topeka,  Kan,  who  has  conducted  annual 
seminars  in  Colorado  for  medical  couples 
since  1978. 

“The  very  characteristics  that  make 
good  physicians  are  also  the  ones  that 
create  marital  problems,”  explained  Dr 
Menninger,  who  coedited  the  1988 
book  Medical  Marriages  and  who 
studies  couples  attending  the  Men- 
ninger Clinic  seminars. 

Take  ambition  and  determination, 
for  instance.  The  physician’s  often 
unspoken  but  greatest  ambition  lies  in 
triumphing  over  death,  and  the  path 
toward  that  goal  is  perfection,  he  says. 

“They  are  conscientious,  compulsive, 
and  thorough  in  every  detail,  bordering  on 
obsessive-compulsiveness,”  Dr  Menninger 
said.  “But  there  is  a gap  between  their  expecta 
tions  of  themselves  and  what  they  can  actually  ac 
complish,  and  that  results  in  a chronic  sense  of  inadequacy.” 

To  combat  that  feeling,  he  says,  the  typical  physician 
will  work  even  harder,  put  in  longer  hours,  and  give  until 
there  is  nothing  left  to  spare  for  a spouse. 

There’s  a downside  to  all  that  compassion,  too.  Dr 
Menninger  says,  and  it  amounts  to  this:  While  physicians 
can  certainly  dish  it  out,  they  can’t  seem  to  take  it. 

Dr  Menninger  says  numerous  studies  show  that  most 
physicians  feel  they  didn’t  receive  enough  nurturing  dur- 
ing their  childhoods.  “As  adults,  they  miss  the  nurturing 
they  feel  they  never  had  — but  now  they  are  uncomfort- 
able with  it,”  Dr  Menninger  said.  “In  a turnabout  way, 
the  physician  can  lavish  on  the  patient  the  nurturing  he 
or  she  secretly  wants  but  didn’t  get.” 

Why  isn’t  that  good  for  the  spouse?  Dr  Menninger  ex- 
plains that  husband-wife  relationships,  as  opposed  to 
physician-patient  ones,  aren’t  one-sided  propositions. 
Giving  to  a spouse  within  the  bonds  of  a marriage  means 
receiving  in  return  — and  becoming  both  dependent  and 


intimate  as  a result. 

Intimacy,  Dr  Menninger  says,  is  anathema  to  the 
physician  personality.  And  that,  really,  is  the  crux  of  the 
matter,  at  least  for  men. 

“If  medical  marriages  — or  more  specifically,  male 
physicians  — could  tolerate  intimacy,  the  kind  of  conver- 
sations in  the  marriage  about  innermost  concerns,  wishes, 
and  fears,  then  it  would  be  much  easier  for  either  one  or 
the  other  to  talk  about  changing  aspirations  for  the  rela- 
tionship,” Dr  Menninger  said. 

“As  time  passes  and  each  partner  grows  and  develops, 
they  must  renegotiate  their  ‘marital  contract,’  and  to  the 
extent  that  the  male  physician  is  willing  to  share  his  feel- 
ings, it’s  possible  to  renegotiate  and  grow  together,”  he  said. 

As  for  women  physicians  — whose  socialization  encour- 
ages them  to  seek  intimacy  — the  health  of  their 
marital  relationships  hinges  more  upon  the  del- 
icate balance  of  equality  as  perceived  by  both 
spouses,  he  says.  In  a dual-physician  mar- 


riage, both  intimacy  and  equality  issues 
come  into  play. 


IN  MARRIAGES  BECAUSE 


OF  THEIR  TENDENCIES  TO 


WORK  EXCESSIVELY,  DELAY 


DALLAS  STUDY 
DEFIES  STEREOTYPES 


so 


1993,  four  Dallas  psy- 
chiatrists and  a research 
sociologist  surveyed  747 
members  of  the  Dallas  County  Med- 
ical Society  and  490  of  their  spouses. 
For  comparison,  they  also  surveyed  325 
members  of  the  Dallas  County  Dental  So- 
ciety and  231  of  their  spouses. 

In  the  report  of  their  findings,  published  in  the 
Bulletin  of  the  Menninger  Clinic,  the  researchers  contra- 
dicted the  belief  held  by  Dr  Menninger  and  other  re- 
searchers that  physician  marriages  are  particularly  troubled. 

The  researchers  — Jerry  M.  Lewis,  MD;  F.  David 
Barnhart,  MA;  Edgar  R Nace,  MD;  Doyle  I.  Carson, 
MD;  and  Byron  L.  Howard,  MD  — described  that  belief 
as  part  of  “a  set  of  interlocking  assumptions  about  the 
lives  of  physicians  in  which  pathological  psychological 
processes  are  emphasized.” 

Directly  addressing  Dr  Menninger’s  work  on  the  sub- 
ject, they  further  wrote  that  medicine  is  thought  to  be  at- 
tractive to  such  persons  because  it  appears  to  fit  well  with 
their  pathological  personality  traits. 

“In  the  Menninger  writings,  there’s  been  a lot  of  em- 
phasis put  on  the  obsessive-compulsive  traits  of  physicians 
and  how  that  leads  to  postponement  of  gratification,  ex- 
cessive work  habits,  and  avoidance  of  intimacy,”  said  Dr 
Nace,  one  of  the  researchers  and  medical  director  for  the 
impaired  professionals  program  at  the  Charter  Dallas 
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Health  System. 

Dr  Nace  doesn’t  dispute  the  possibility  that  such 
things  occur  in  some  medical  marriages.  He  cautions, 
however,  against  generalizing  that  concept  to  all  physi- 
cians. To  generalize,  he  explains,  researchers  must  look  at 
a large,  random  sample,  as  was  used  in  the  Dallas  study. 

The  authors  of  the  study  reported  that  about  85%  of 
each  group  surveyed  (physicians  and  their  spouses  and 
dentists  and  their  spouses)  scored  in  the  “good”  or  “fair” 
range  on  the  Marital  Relationship  Inventory,  a widely  used 
22-item  multiple  choice  instrument  that  explores  five  areas 
of  marital  relationships:  companionship,  agreement,  affec- 
tion-intimacy, sexuality,  and  general  satisfaction.  Only 
12%-17%  scored  in  the  “questionable”  or  “poor”  range. 

Significantly,  84%  of  both  groups  reported  that  they 
rarely  or  never  wished  they  had  not  married,  and 
almost  9 out  of  10  physicians  and  spouses  said 
they  would  marry  the  same  person  again. 

The  researchers  stated  succinctly: 

“The  picture  of  physicians’  marriages 
is  positive.” 


LONG  hours:  cause  or 

EFFECT  OF  DISCORD? 

he  experts  clearly  disagree. 

One  specific  area  of  discord 
lies  in  their  views  on  the  de- 
mands of  medical  training  and  practice 
and  how  those  demands  play  out  in  mari- 
tal problems. 

“The  physician’s  long  work  hours  tend  to 
be  more  an  effect  than  a cause  of  marital  prob 
lems,”  Dr  Menninger  said. 

By  that  he  means  not  only  that  long  work  hours  may 
indicate  physicians’  compulsiveness,  but  also  that  long 
hours  may  serve  as  a method  of  avoiding  marital  intimacy 
or  conflict. 

“I’ve  seen  doctors  who  do  that,”  Dr  Nace  said,  “but  I 
think  it’s  a very  small  minority.  Actually,  that  could  hap- 
pen among  any  professional  group,  and  I don’t  think  it’s 
peculiar  to  physicians.” 

Amanda  Early,  who  has  been  married  to  James  Early, 
MD,  a Linden  family  physician,  since  1978,  describes  long 
hours  and  rigid  schedules  as  just  part  of  the  territory,  a part 
she  came  to  understand  soon  after  her  marriage  began. 

Mrs  Early  remembers  a particularly  bad  case  of 
influenza  she  caught  while  Dr  Early  was  doing  a grueling 
general  surgery  residency  in  Columbia,  Mo. 

“I  was  so  sick  that  I could  not  care  for  my  child,  and  I 
had  just  run  out  of  diapers,”  she  remembered,  describing 
how  she  phoned  her  husband,  but  his  superior  wouldn’t 
let  him  leave  the  hospital.  “Jim  was  not  even  able  to  drive 


home,  across  town,  to  bring  me  diapers.” 

Her  brother  traveled  Irom  a neighboring  town  to  care 
for  the  child,  and  since  then  Mrs  PLarly  has  developed  ways 
of  managing  many  aspects  of  her  life  without  her  husband. 

“For  instance,  the  disposal  needs  to  be  replaced,”  she 
said.  Ask  her  husband?  “Forget  it.  1 just  have  to  take  care 
of  those  things,  remove  the  problem  so  that  he  doesn’t 
even  know  it’s  there.  He  just  doesn’t  have  time.” 

Yet  she  describes  her  marriage  as  happy,  noting  that 
Dr  Early  is  there  for  the  important  things  they  share, 
such  as  church  and  their  involvement  in  the  Texas  Med- 
ical Association. 

“There  are  a lot  of  professions  that  take  their  workers 
away,”  Mrs  Early  added.  “If  my  husband  were  a truck  driver, 
he’d  never  be  home.  Look  at  salesmen.” 

Beverlee  Herd,  president  of  the  Texas  Medical  As- 
sociation Alliance,  who  has  been  married  to 
James  Herd,  MD,  of  Fort  Worth,  for  36  years, 
agrees.  Mrs  Herd  says  not  only  do  all  profes- 
sions have  their  specific  demands,  all  mar- 
riages have  their  struggles. 

“When  our  daughters  decided  to 
get  married,  they  came  to  their  father 
and  me  for  advice,”  Mrs  Herd  re- 
called. “We  said,  ‘Don’t  get  married 
unless  you  think  you  can’t  take  an- 
other breath  without  him.  You  have 
to  think  it’s  that  important  to  make  it 
work  because  each  partner  has  to  give 
90%  and  expect  10%  in  return.’” 
Laughing,  she  went  on,  “I  myself 
have  planned  on  getting  divorced  every 
month  of  my  married  life.  My  husband,  a 
gynecologist,  would  say,  ‘Beverlee,  that’s  pre- 
menstrual tension,’  and  I’d  say,  ‘Not  so.’” 

Mrs  Herd  added,  “Actually,  medical  marriages  are  not 
too  different  from  other  marriages.” 


IRRECONCILABLE 
DIFFERENCES? 

s for  the  disparity  in  findings  among  re- 
spected physicians  such  as  the  Dallas  psy- 
chiatrists and  the  Menninger  researchers. 
Dr  Nace  offers  some  clues. 

“It  has  something  to  do  with  sample  selection,”  Dr 
Nace  said,  noting  that  Dr  Menninger  often  relies  upon 
subjects  who  in  one  way  or  another  appeal  to  the  Men- 
ninger Clinic  for  help. 

“That’s  a self-selecting  population,”  Dr  Nace  said,  “and 
not  necessarily  representative.” 

In  fact,  the  Dallas  researchers  found  that  more  physi- 
cians with  lower  levels  of  marital  satisfaction  reported  hav- 
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ing  been  in  marital  or  family  therapy,  outpatient  psy- 
chotherapy, or  outpatient  alcohol  treatment  than  those 
with  higher  levels.  Dr  Nace  suggests  that  perhaps  Dr 
Menninger  sees  the  most  troubled  medical  marriages  and 
they  do  have  in  common  the  problems  he  describes. 

Dr  Menninger  acknowledges  in  the  reports  of  his  stud- 
ies that  the  subjects  drawn  from  the  annual  work- 
shops he  conducts  are  self-selected.  However, 
he  contends  that  the  workshops  do  not  at- 
tract mostly  disturbed  couples  in  search  of 
marital  therapy. 

“On  the  contrary,”  he  and  coeditor 
Glen  O.  Gabbard,  MD,  stated  in 
Medical  Marriages,  “our  data  suggest 
that  participants  tend  to  be  psycho- 
logically healthy.  The  workshop  is 
described  as  a continuing  medical 
education  seminar,  not  as  a treat- 
ment or  therapy.” 

Dr  Menninger  also  notes  in  the 
book  the  societal  pressures  placed  on 
physicians  demanding  that  they  have, 
or  at  least  outwardly  present,  perfect 
lives.  He  doubts  whether  physicians  would 
feel  as  comfortable  revealing  their  deepest 
concerns  in  an  unsolicited  survey  as  they  would 
in  a protective  therapy  environment. 

For  the  moment,  there  seems  to  be  no  clear  path  to 
reconciling  the  two  viewpoints  — unless  it’s  the  possibili- 
ty that  physicians  living  in  Texas  are  happier  in  all  things, 
including  their  marriages,  than  physicians  elsewhere. 


WHAT  PHYSICIANS  SAY: 
BETTER  and  WORSE 


r Early  includes  among  the  rewards  of  his  mar- 
riage that  he  and  wife,  Amanda,  his  sweetheart 
in  high  school  and  now  his  office  manager,  to- 
gether serve  the  needs  of  their  community.  They  have 
also  been  through  a great  deal  together  and  have 
become  closer  for  it. 

“We  have  a long  history,”  he  said.  But 
he  admits  a medical  career  puts  a greater 
challenge  on  the  individual  partners. 

“It  really  requires  a solid  mar- 
riage,” he  said.  “Both  people  must 
be  secure.” 

Dr  Warren  echoes  that,  adding, 
“It  is  essential  that  appropriate  atten- 
tion be  paid  to  your  family  — your 
spouse  and  your  children  — and  you 
have  to  balance  that  against  the  de- 
mands of  a practice  that  requires  a 
huge  commitment.” 

Still,  he  said,  “Knowing  what  I know 
now,  1 would  seriously  question  whether 
I’d  want  to  be  married  to  a person  like  me.” 
One  recommendation  on  medical  marriages 
comes,  perhaps  ironically,  from  a physician  divorced  from 
a physician.  Asked  whether  she  would  ever  consider  marry- 
ing another  physician.  Fort  Worth  allergist  Susan  Rudd 
Wynn,  MD,  said,  “Sure.  I wouldn’t  automatically  rule  it  out. 
A marriage’s  success  depends  on  the  individuals.”  ★ 


M 


YTH  and  the  medical  wife 


LTHOUGH  she’s  NO  LONGER 
married  to  a physician,  Shery  Scott  French, 
of  San  Angelo,  continues  to  share  one  of 
the  frustrations  of  many  medical  wives:  She 
doesn’t  like  being  perceived  as  a bon  bon. 
“Physicians’  wives  are  portrayed  as  dependent,  having 
a coattail  identity,”  Ms  French  said.  “They  are  sup- 
fc  posed  to  be  prone  to  addiction,  hypochon- 
/ dria,  depression.  They  are  seen  as  having 
bad  marriages.” 

When  she  went  back  to  school  to  work  on 
her  master’s  degree  in  counseling  and  psy- 
chology,  she  decided  to  approach  the  question 
of  what  physicians’  wives  are  really  like  in  a 
manner  that  challenges  what  she  calls  the  “bon  bon”  per- 
ception; she  addressed  it  as  a scholar. 


“1  did  my  master’s  thesis  on  it,’  ’ Ms  Q 
French  said,  “and  none  of  those  percep- 
tions  were  borne  out  in  my  study.” 

Employing  standard  psychological 
tests,  she  compared  three  groups:  physicians’  wives, 
physicians’  ex-wives,  and  university  instructors’  wives. 

She  found  statistical  differences  between  physicians’ 
wives/ex- wives  and  university  instructors’  wives 
in  only  two  areas:  extroversion  and  depression. 

“The  physicians’  wives  and  ex-wives  tended 
to  be  higher  on  the  extrover- 
sion scale,”  she  said.  “And  while 
all  the  subjects  were,  on  average,  in 
the  normal  range  for  depression,  the 
instructors’  wives  were  a little  higher  on 
the  depression  scale.” 
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You  Have  to  Spend  Money 
to  Make  Money.  Well. . . 


^RMATOPATHOLOGY 
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DERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
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Fax  Reports 
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■ Frozen  Sections 

■ Diagnostic  Consultation 

* Slide  Processing 

* Rush  2 Hour 

Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN.  M.D.  CLAYJ.  COCKERELL.  M.D. 
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Maybe  Not 


In  this  environment  of  managed  care 
and  third  party  involvement,  pleasing 
the  customer  is  rapidly  becoming  a 
prerequisite  for  a successful  practice. 

By  utilizing  information  obtained  through 
a well-known,  validated  service  quality 
survey  instrument,  we  can  identify  the 
areas  important  to  your  patients,  and 
measure  their  satisfaction  with  your 
service. 

Upper 

Control 
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■ Mean 
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' Control 
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Call  today  for  more  information. 
We  can  mail  or  fax  back  to  you. 

OptiT  rax 

Service  Evaluation  & Improvement 

713/661-7727  • 800/388-6026 


Physicians  and  their  immediate  family  members 
can  receive  preferential  treatment 
in  mortgage  financing! 

The  AMA-Sponsored  Home  Mortgage  Program  is  provided  exclusively  by 
Prudential  Home  Mortgage  and  offers  physicians  special  features  such  as: 

■ Loan  commitment*  before  you  begin  searching  for  a home 
that  can  improve  your  bargaining  power  with  sellers 

■ Low  down  payment  programs 

■ Zero  point  option 

■ Fast  loan  decisions,  often  within  24  hours 

■ Full  refund  of  appraisal  cost  after  closing 

■ Competitive  rates  on  a wide  variety  of 

■ Toll-free  application  process 

■ No-cost  60  day  interest  rate  lock 

Just  call... 1-800-443-8877 

Mortgage  counselors  are  available  to  assist  you  from 
7 a.m.  to  1 1 p.nu  (Central  time)  Monday  through  Friday. 

*Your  loan  commitment  will  be  subject  to  the  terms  and  conditbns  stated  in  your  commitment  letter  for  this  program 
*’Bigibility  requirements  for  the  24  hour  loan  decision  include:  Single  family  dwelling  only,  with  a $500,000  maximum  loan  amount.  Condos,  co-ops,  second  homes  and  investment  properties  are  excluded.  Also,  because  your  loan 
deasion  is  not  subject  to  an  appraisal,  you  may  want  to  consult  your  legal  advisor  to  include  an  appraisal  contingency  in  your  purchase  contract.  Other  corxJitions  may  apply. 

© 1994  The  Prudential  lr\surance  Company  of  America.  All  bans  are  originated  by  The  Prudential  Home  Mortgage  Company,  Inc.  The  Prudential  Home  Mortgage  Company,  Inc.,  8000  Maryland  Avenue.  Oayton,  Missoun,  is  an 
affiliate  of  The  Prudential  Insurance  Company  of  Amenca.  doing  business  as  P.H  Mortgage  Company.  Inc.  in  Ohio  New  York  Office:  Expressway  Executive  Center.  Inc..  Suite  100.  48  South  Service  Road.  Melville.  New  York  11747; 
^zona  BK  8408;  Ronda  Licensed  Mortgage  LerxJer;  Illinois  Residential  Mortgage  Licensee;  Licensed  Mortgage  Banker/New  Jersey  Department  of  Banking;  Calif.  Broker/Lender . All  California  loans  will  be  made  pursuant  to  a 
California  Department  of  Corporations  Consumer  Finance  Lender  license  or  Commercial  Finance  Lender  license.  Equal  Housing  Opportunity 


Legislative  Affairs 

Taming  the  Medicaid  beast 

Lawmakers  are  looking  to  managed  care  to  rein  in  escalating  costs 

By  Ken  Ortolon,  Associate  editor 


In  1993,  the  Texas  Medicaid  program  launched  pi- 
lot projects  in  Austin  and  the  Galveston-Beau- 
mont-Port  Arthur  area  to  determine  the  feasibility 
of  using  managed  care  to  cut  the  cost  of  delivering 
health  care  to  poor  people. 


Those  pilots  hardly  have  had  a chance  to  show  their 
effectiveness,  but  state  lawmakers  already  are  pushing 
Medicaid  toward  a managed  care  approach  statewide.  The 
driving  force  behind  that  move  is  a projected  $2  billion 
shortfall  staring  the  Medicaid  program  straight  in  the  eye. 

At  a meeting  May  31  in  Austin,  the  Senate 
Health  and  Human  Services  Committee  directed 
its  staff  to  develop  recommendations  to  funda- 
mentally restructure  Medicaid  and  convert  it 
to  a comprehensive  managed  care  pro- 
gram. Staff  also  were  directed  to  work 
with  the  Texas  Department  of  Health 
to  evaluate  the  feasibility  of  ex- 
panding existing  Medicaid  man-  ./ 
aged  care  programs  into  addi- 
tional counties.  The  staff 
report  is  to  be  delivered  to  the 
panel  on  August  22. 

The  committee’s  action 
came  after  weeks  of  inten- 
sive studies  of  the  Texas 
Medicaid  program  and 


those  of  four  other  states 
that  already  have  moved 
toward  managed  care. 

The  study  was  ordered  by 
Lt  Gov  Bob  Bullock  in  an  interim  charge 
to  the  Health  and  Human  Services  Committee  after  it  be- 
came apparent  several  factors  were  driving  up  Medicaid 
spending  while  available  revenue  was  not  keeping  pace. 

Senator  Judith  Zaffirini,  who  chairs  the  Health  and 
Human  Services  Committee,  says  the  goal  also  is  to  redi- 
rect Medicaid  toward  disease  prevention. 

“Lieutenant  Governor  Bullock  wanted  to  turn  his  atten- 


tion to  Medicaid  and  look  at  it  not 
only  in  terms  of  the  cost,  but  also  to 
change  the  focus  to  wellness  and  pre- 
vention so  that  in  the  long  run  we 
will  keep  people  healthy,”  the  Laredo 
Democrat  said.  “That  is  our  priority.” 

In  testimony  before  the  committee 
in  May,  State  Medicaid  Director 
DeAnn  Friedholm  said  federally  mandated  program  expan- 
sions, coupled  with  increasing 
Medicaid  caseloads,  higher 
utilization  rates,  and  medical 
inflation,  had  produced  an 
explosion  in  Medicaid.  The 
program  now  serves  2.3  mil- 
lion Texans  with  $7.3  billion 
spent  in  1993.  Despite  the 
fact  that  Texas  ranks  third 
in  total  Medicaid  spending, 
it  is  48th  in  average  spending 
per  recipient. 

As  if  the  increased  demands  on 
the  program  weren’t  bad  enough, 
Ms  Friedholm  told  the  committee 
that  the  state  can  expect  to  lose  be- 
tween $160  million  and  $225  million 
in  federal  Medicaid  funding  through 
elimination  of  disproportionate  share  funds 
for  hospitals.  Those  funds  helped  hospitals  that 
had  unusually  high  Medicaid  patient  loads  and 
were  extremely  important  to  inner  city  and  rural 
hospitals  in  Texas. 

In  remarks  to  the  Texas  Medical  Association’s 
Council  on  Legislation  in  May,  Camille  Miller,  chief  of 
staff  for  the  Senate  Health  and  Human  Services  Commit- 
tee, said  the  Medicaid  deficit  could  exceed  $2  billion. 
More  precise  estimates  of  the  1996-1997  Medicaid  bud- 
get needs  are  expected  to  be  available  this  month. 


Texas  not  alone 

Ms  Miller  says  Texas  is  not  alone  in  facing  a Medicaid  crisis. 
“Most  states,  either  recently  or  right  now,  have  been 
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dealing  with  the  same  issue  of  double 
.digit  inflation  in  the  budgets  for  their 
jstate  Medicaid  programs  and  definite-  | 
jly  not  that  kind  of  double  digit  in- 
icrease  in  revenue,”  she  said. 

So,  in  a desperate  attempt  to  rein  | 
in  costs,  some  states  — and  now  Texas 
I — have  turned  to  managed  care, 
j Health  and  Human  Services  Com- 
mittee members  and  staff  reviewed 
programs  in  four  states  — Florida, 
Arizona,  Oregon,  and  Tennessee.  Ms 
Miller  says  the  committee  met  not  I 
only  with  Medicaid  agency  officials  in 
each  state  but  also  with  state  medical 
associations  and  representatives  of 
other  interest  groups  such  as  nurses, 
hospitals,  home  health-care  providers, 
and  consumers. 

I “We  asked  them  what  they  are  do- 
ing in  their  Medicaid  program  that  is 
new  and  creative  and  innovative  and 
has  cost-savings  implications  to  it,”  Ms 
Miller  said.  “Then  we  described  our 
situation  in  Texas  and  asked  them  for  ! 
their  advice.  We  always  asked  that  if 
they  were  starting  over  again,  what 
would  they  do  differently?  What  would 
they  advise  us  not  to  do  or  to  do?  We 
got  a plethora  of  suggestions.” 

Ms  Miller  says  the  committee  isn’t 
likely  to  copy  any  one  program 
among  the  four  states,  but  instead 
might  pick  and  choose, 
j “We  anticipate  picking  the  best 
ideas  from  all  four  states  and  any- 
thing else  that  we  can  find  that 
would  be  applicable  to  our  Texas 
Medicaid  program,”  she  said. 

And,  Senator  Zaffirini  says  the 
committee  members  are  keeping 
jopen  minds,  not  only  about  possible 


managed  care  systems  but  other  alter- 
natives for  improving  cost  effective- 
ness of  the  program. 

Florida  may  hold  key 

TMA  lobbyist  Harold  Freeman, 
however,  says  the  Health  and  Human 
Services  Committee  appears  to  be 
leaning  toward  the  Florida  program. 

“They  were  not  impressed  neces- 
sarily with  Tennessee,  particularly  be- 
cause of  the  fact  that  all  of  a sudden 
they  implemented  a program  with  no 
infrastructure  and,  according  to  some 
physicians  and  legislators  in  Ten- 
nessee, had  some  real  bad  results,” 
Mr  Freeman  said.  “Arizona  has  man- 
aged care  in  all  of  its  counties,  but  it 
has  a small  number  of  counties  com- 
pared to  Texas. 

“Oregon  is  known  for  the  contro- 
versial use  of  prioritization  not  only 
of  Medicaid  but  of  all  medical  ser- 
vices,” Mr  Freeman  continued.  “It 
doesn’t  really  have  what  the  commit- 
tee’s looking  for.  So  Florida  probably 
is  the  closest  fit  they  have.” 

Indeed,  the  demographics  in 
Florida  are  very  similar  to  those  in 
Texas.  It  is  a populous  state  with 
both  large  cities  and  extensive  rural 
areas.  It  has  faced  the  same  problems 
Texas  will  face  trying  to  make  man- 
aged care  work  in  both  settings.  And 
Florida  has  used  two  approaches  al- 
ready being  tried  in  the  Texas  pilots. 

Initially,  Florida  used  a traditional 
health  maintenance  organization 
(HMO)  approach.  Some  300,000 
Medicaid  patients  are  now  served 
through  HMOs  in  Florida,  says  Mike 
Dabbs,  TMA  director  of  quality  as- 


surance and  utilization  review.  How- 
ever, a primary  care  case  manage- 
ment model  is  being  added  to  the 
Florida  program.  Mr  Dabbs  says 
Medicaid  patients  will  have  the  op- 
tion to  remain  in  the  HMO  or  to  be 
assigned  to  a primary  care  physician 
who  will  be  responsible  for  managing 
all  of  their  health  care. 

The  difference  between  the  two 
systems  comes  in  payment  to  the 
physician,  Mr  Dabbs  says.  Under  a 
traditional  HMO,  the  doctor  receives 
a capitated  payment,  or  a set  month- 
ly fee  per  patient  regardless  of 
whether  or  not  he  or  she  sees  the  pa- 
tient. Under  the  primary  care  case 
management  approach,  the  physician 
receives  a small  per  patient  case  man- 
agement fee  plus  fee  for  service  each 
time  he  or  she  sees  the  patient. 

T exas  pilots  working 

In  the  Texas  pilots,  a traditional 
HMO  approach  is  being  used  in 
Austin  and  is  being  administered  by 
PCA  Health  Plans.  The  Galveston 
County-Jefferson  County  pilot  uses 
the  case  management  model.  Mr 
Dabbs  says  both  programs  have 
shown  some  cost  savings,  although 
the  programs  have  been  in  operation 
only  a few  months. 

“Nobody  really  has  any  strong  data, 
but  in  both  places  they  have  enough 
basic  information  to  show  that  emer- 
gency department  care  has  gone  down, 
particularly  emergency  department  care 
for  primary  care,  nonemergency  condi- 
tions,” Mr  Dabbs  said. 

Diverting  patients  from  high-cost 
settings  such  as  emergency  rooms 
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and  hospital  outpatient  clinics  and 
back  into  the  primary  care  physician’s 
office  is  the  bottom  line  goal  of  the 
managed  care  approach.  The  prob- 
lem, however,  lies  in  recruiting 
enough  primary  care  physicians  to 
handle  2.3  million  patients.  Medi- 
caid participation  by  primary  care 
physicians  in  Texas  and  across  the 
nation  has  been  low  because  reim- 
bursement rates  fail  to  cover  the 
physician’s  cost  of  providing  care. 

To  combat  that  problem,  a Med- 
icaid managed  care  system  probably 
would  have  to  boost  payments,  Mr 
Dabbs  says. 

“What  it  probably  will  mean  is  a 
little  more  money  for  the  primary 
care  physicians  and  a little  less  or 
about  the  same  money  for  special- 
ists,” he  said.  “The  reason  you  can 
increase  reimbursement  in  the  physi- 
cian sector  is  because  you  save  money 
in  the  emergency  rooms.” 

While  physicians  would  welcome 
better  reimbursement,  the  conversion 
to  managed  care  in  Medicaid  likely 
would  present  physicians  with  many 
of  the  same  hassles  they  face  in  deal- 
ing with  managed  care  organizations 
for  their  private-pay  patients.  While 
that  might  be  a stumbling  block  to 
increasing  physician  participation, 
Mr  Dabbs  says  federal  Medicaid  re- 
quirements might  actually  force 
managed  care  organizations  to  deal 
more  favorably  with  their  Medicaid 
business  than  they  have  with  their 
commercial  business. 

Solving  the  rural  problem 

The  biggest  obstacle  to  converting  to 
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a managed  care  system  will  be  mak- 
ing it  fit  both  urban  and  rural  set- 
tings. In  urban  areas,  the  state  likely 
would  contract  with  existing  HMOs 
to  administet  the  program.  However, 
Mr  Dabbs  says  none  of  the  current 
HMOs  operating  in  Texas  have  any 
experience  in  rural  areas. 

“I  think  there  certainly  would  be  a 
focus  on  an  HMO-based  system  in 
the  major  metropolitan  areas,”  Mr 
Dabbs  said.  “Outside  the  major  met- 

^^Outside  the 
major  metropolitan 
areas,  there’s 
really  a question 
of  whether  there 
is  an  HMO 
infrastructure  that 
can  handle  it.” 

ropolitan  areas,  there’s  really  a ques- 
tion of  whether  there  is  an  HMO  in- 
frastructure that  can  handle  it.” 

Rio  Grande  City  family  physician 
Mario  Jimenez,  MD,  says  conversion 
to  managed  care  would  threaten  ac- 
cess in  rural  areas. 

“Our  concern  is  that  if  we  were  to 
go  into  a managed  care  situation  at 
this  time,  we  would  not  have  the  in- 
frastructure in  rural  communities  to 
continue  providing  access  to  health 
care,”  he  said.  “In  rural  communities, 
you  can’t  get  physicians,  you  don’t 
have  the  office  space,  you  don’t  have 
the  facilities,  you  don’t  have  equip- 
ment, you  don’t  have  nurses.” 
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Dr  Jimenez  told  the  Health  and 
Human  Services  Committee  in  May 
that  conversion  to  a strict  capitated 
payment  system,  such  as  a traditional 
HMO,  additionally  would  devastate 
the  advances  some  physician  prac- 
tices have  made  through  designation 
as  rural  health  clinics  and  federally 
qualified  health  clinics. 

“Our  big  fear  is  that  cost-based  re- 
imbursement would  be  taken  away 
from  us,”  Dr  Jimenez  said. 

Under  cost-based  reimbursement, 
rural  health  clinics  are  paid  based  on 
the  actual  costs  of  providing  care.  In- 
cluded in  the  calculation  of  those  costs 
are  facilities  and  equipment  costs,  as 
well  as  salaries  for  physicians  and  other 
providers.  Dr  Jimenez  says  cost-based 
reimbursement  currently  is  providing 
his  rural  health  clinic  with  $49  per  pa- 
tient encounter.  Reimbursement  likely 
would  be  cut  significantly  under  a cap- 
itated HMO  system. 

“Cost-based  reimbursement  under 
rural  health  clinics  has  allowed  us  to 
be  able  to  attract  nurses,  nurse’s  aides, 
physicians,  and  midlevel  practitioners 
at  a competitive  price,”  he  said.  “It  al- 
lows us  to  be  able  to  offer  benefits 
packages  to  our  employees.  It  allows 
us  to  be  able  to  buy  equipment  that’s 
needed  to  continue  providing  services. 
It  allows  us  to  do  the  things  that  are 
needed  in  rural  communities  to  en- 
sure that  we  can  continue  having  ac- 
cess to  health  care.” 

The  $2  billion  question 

Even  if  a managed  care  approach  can 
be  devised  that  will  work  in  both  ur- 
ban and  rural  Texas,  it  is  far  from 
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clear  whether  managed  care  can 
achieve  the  savings  that  are  needed 
and  achieve  them  quickly. 

“That’s  the  $2  billion  question,” 
Ms  Miller  said.  “That’s  exactly  what 
the  Medicaid  office  is  trying  to  deter- 
mine right  now  — what  kind  of  cost 
savings  you  can  expect  going  to  a 
managed  care  system  and  in  what 
kind  of  time  frame.” 

If  managed  care  savings  are 
inadequate  to  solve  the  projected 
1996-1997  shortfall,  lawmakers  will 
have  only  three  other  options  — cut 
optional  services,  such  as  the  pre- 
scription drug  program;  cut  reim- 
bursement to  physicians;  or  cut  eligi- 
[ bility  and  serve  fewer  patients. 

I “Those  options,  of  course,  are  not 
what  you  want  to  do,  because  if  Med- 
icaid does  not  serve  this  population, 
you’re  going  to  be  cost  shifting  to  oth- 
er folks  to  pay  for  it,”  Ms  Miller  said. 

“If  you  are  not  able  to  get  the  ser- 
vices paid  for  through  Medicaid,  you 
are  cost  shifting  that  money  to  the 
local  hospital  districts,  ie,  the  taxpay- 
ers, or  you’re  cost  shifting  that  mon- 
ey to  other  insurance  carriers,  com- 
panies that  are  paying  premiums  on 
their  employees.  The  cost  has  to  be 
picked  up  somewhere.”  ★ 
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Where  are  the  war  zones? 

TMA  takes  a closer  look  at  medical  liability 

By  Beth  Graddy,  Associate  editor 


In  June  1994,  Antonio  Falcon,  MD,  took  his  tale 
to  Congress.  Testifying  before  the  House  Judiciary 
Committee  as  it  gathered  information  for  health- 
system  reform.  Dr  Falcon  described  how  last  year, 
after  more  than  a decade  without  a lawsuit,  he  found 
himself  the  target  of  four  claims. 


Clearly,  something  was  wrong,  the  Rio  Grande  City 
family  physician  told  committee  members. 

Dr  Falcon  and  partners  Mario  Jimenez,  MD;  Porfirio 
Sergio  Rodriguez,  MD;  and  Roberto 
Gonzalez,  MD,  who  together  faced 
six  claims,  found  it  difficult  to  be- 
lieve that  after  all  their  years  of  pro- 
viding quality  health  care  in  the  Rio 
Grande  Valley,  they  had  suddenly 
fallen  below  standard.  Ironically, 
some  of  the  plaintiffs  seemed  to 
agree,  voting  with  their  feet 
main  patients 
of  the  practice 
even  while  pursu- 
ing claims  against 
individual  members. 

“At  least  two  patients 
were  suing  me  or  one  of  my 
partners  while  continuing  to 
see  us  for  their  pregnancies,”  Dr 
Falcon  said  in  an  interview  with  Texas  Medicine. 

“One  woman  had  filed  a wrongful  termination  of  preg- 
nancy suit  against  me  and  one  of  my  partners,  but  she 
continued  to  see  one  of  my  other  partners  for  obstetrics.” 

Lawsuit  abuse  became  so  overwhelming  that  on  April 
21,  1993,  the  four  family  physicians  and  a neighboring 
physician,  Raymond  P.  Mussett,  MD,  announced  they 
would  discontinue  providing  obstetrics. 

“We  knew  that  this  action  would  cause  a significant 
hardship  for  a majority  of  our  patients,  but  the  lawsuit 
pressure  was  just  too  much,”  Dr  Falcon  told  the  commit- 
tee. “We  were  giving  up.” 


Dr  Falcon  had  learned  what  hard 
numbers  would  soon  verify,  he  told 
the  judiciary  committee,  proffering 
the  results  of  a study  by  the  Texas 
Medical  Association  revealing  that  the 
frequency  of  claims  against  Texas 
physicians  has  been  rising  at  an  alarm- 
ing rate,  particularly  since  1988. 

In  Starr  County,  where  Dr  Falcon 
practices,  62.5%  of  physicians  had  claims  filed  against 
them  in  1992,  according  to  the  study.  Those  numbers  put 
Starr  County  in  sixth  place  in  1992  for  highest  frequency 
of  malpractice  claims  among  counties  with  populations 
under  100,000. 


Rapidly  rising  claims 

TMA  released  “Medical  Professional  Liability:  An  Ex- 
amination of  Claims  Frequency 
and  Severity  in  Texas”  in 
May  1994  to  much  media 


attention.  The  study,  con- 
ducted with  the  aid  of 
Tonn  & Associates,  an 
Austin-based  consulting 
and  research  firm,  rep- 
resents the  second  phase 
in  a long-term  effort  to 
measure  and  track  trends 
in  professional  liability  in 
Texas.  It  followed  up  on  an  ini- 
tial report  released  in  1992  at  the 
request  of  the  Governor’s  Health  Care 
Policy  Task  Force. 

“The  earlier  report  was  really  a com- 
pendium of  what  was  readily  available  and 
didn’t  involve  any  real  research  into  the  is- 
sue,” explained  David  Marcus,  PhD,  di- 
rector of  TMA’s  health-care  financing  department. 
“What  we  wanted  to  do  in  the  second  phase  was  find  out 
what  is  really  happening.” 

To  that  end,  TMA  obtained  raw  data  from  the  Texas 
State  Board  of  Medical  Examiners,  to  which  all  Texas 
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claims  must  be  reported.  That  data 
! made  it  possible  to  analyze  medical 
' liability  in  ways  that  had  not  been 
done  before,  Dr  Marcus  says. 

I “We  were  able  Lor  the  first  time 
: to  separate  plaintiffs’  claims  from 
I defendants’  claims,”  he  said.  “That’s 
important  because  a single  plaintiff’s 
claim  often  involves  more  than 
one  physician.” 

Dr  Marcus  points  out  that  one 
bad  surgery  outcome,  for  example, 
I may  result  in  one  plaintiff  making  a 


! surgeon,  the  anesthesiologist,  the  pri- 
I mary  care  physician,  and  the  consult- 
ing physician.  Thus,  one  plaintiff’s 
claim  and  four  defendants’  claims 
could  result. 

j “When  we  look  at  plaintiffs’  claims, 
j that  really  tells  us  how  litigious  the 
i population  is  because  it  gives  us  undu- 
I plicated  episodes  that  have  generated 
j claims,”  Dr  Marcus  explained.  “The 
number  of  defendants’  claims  — or 
claims  against  physicians  — tells  us 
how  this  problem  is  affecting  physi- 
cians in  this  state.” 

Furthermore,  TMA  was  able  to  ex- 
amine individual  counties  and  deter- 
mine what  percentage  of  the  county’s 
physicians  had  claims  filed  against 
them  in  a particular  year,  revealing 
that  county’s  frequency  of  claims. 

By  breaking  it  down  this  way,  the 
real  toll  of  medical  liability  can  be 
determined.  Dr  Marcus  says. 

“The  study  revealed  an  explosion 
in  the  frequency  of  claims  across  the 
board,”  said  Kim  Ross,  TMA  direc- 
tor of  public  affairs.  “But  many 
Texas  counties  have  become  lawsuit 


war  zones. 

Of  Texas  counties  with  popula- 
tions of  100,000  or  more,  those  with 
the  highest  frequencies  of  claims  in 
1992  were,  in  descending  order:  Hi- 
dalgo, Montgomery,  Cameron,  Webb, 
Williamson,  Nueces,  Tarrant,  Lub- 
bock, Jefferson,  Smith,  and  Harris. 

“Physicians  are  being  sued  out  of 


practice,  cutting  off  availability  of 
care,”  Mr  Ross  said.  “We  clearly  see 
red-lined  areas  where  it’s  difficult  for 
good  physicians  to  practice,  and  that 
results  in  serious  deterrents  to  physi- 
cians’ migrating  into  those  areas.” 

Consequences  for  availability  of  care 

John  McNew,  MD,  like  Dr  Falcon, 
knew  something  of  the  toll  lawsuit 
abuse  takes  on  access  to  care  even  be- 
fore the  study.  Dr  McNew’s  case 
demonstrates  how  the  likelihood  of 
being  sued  depends  not  only  on  prac- 
tice location  but  also  on  specialty. 

Without  Drs  Falcon,  Jimenez,  Ro- 
driguez, Gonzales,  and  Mussett,  a 
three-county  area  roughly  the  size  of 
Rhode  Island  would  have  no  physi- 
cian providers  of  obstetrics. 

Dr  McNew  says  that  without 
him,  Brazos  County  and  the  sur- 
rounding area  would  have  no  one 
willing  to  deliver  prenatal  care  to  all 
Medicaid  patients. 

Although  Dr  McNew  is  board 
certified  in  family  practice,  much  of 


his  work  is  in  obstetrics.  He  delivers 
about  400  babies  a year,  380  of  them 
covered  by  Medicaid. 

“I  take  all  the  Medicaid  that 
comes  to  me,”  he  said.  “Very  few 
obstetricians  will  take  Medicaid 
without  limit  or  reservation.  They 
can’t  afford  it.  Their  private  patients 
would  quit  them.” 


In  December  1993,  Dr  McNew 
was  informed  by  his  medical  liability 
insurance  carrier,  American  Physi- 
cians Insurance  Exchange  (API),  that 
he  was  too  risky  to  insure  and  that  it 
would  not  renew  his  policy  this  year. 

In  30  years,  he  had  experienced 
only  two  obstetrical  claims  against 
him,  the  combined  total  expenditure 
on  both  coming  to  less  than  $2,000. 
Despite  that,  he  says,  he  was  told 
during  negotiations  with  API  that 
the  carrier  would  renew  his  policy 
only  if  he  ceased  delivering  babies. 

“They  said,  ‘You’re  going  to  get 
sued  sooner  or  later,”’  Dr  McNew 
recalled. 

A spokesman  for  API  refused  to 
go  on  record  about  the  case,  saying 
only  that  as  a business,  the  company 
has  to  make  a profit.  And  the  TMA 
study  backs  up  the  company’s  notion 
that  the  liability  risk  of  obstetrics 
means  providing  coverage  in  that 
area  isn’t  the  way  to  do  it. 

The  frequency  of  claims  against 
physicians  in  obstetrics  and  gynecol- 


“When  we  look  at  plantiffs’  claims,  that  really  tells  us 
how  litigious  the  population  is  because  it  gives  us 
unduplicated  episodes  that  have  generated  claims.” 
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ogy  rose  from  102  claims  in  1980  to 
563  claims  in  1992.  Possibly  because 
they  often  perform  obstetrics,  the 
frequency  of  claims  against  physi- 
cians in  family  practice  rose  at  a simi- 
lar rate,  from  92  claims  in  1980  to 

543  in  1992. 

Giving  up  on  API,  Dr  McNew 
contacted  two  other  liability  insurers, 
both  of  whom  turned  him  down 
upon  hearing  how  much  obstetrics 
he  practices.  Eventually  he  found  an 


out-of-state  company  willing  to  pro- 
vide coverage. 

“If  I had  not  been  able  to  hnd  a car- 
rier, I would  not  have  been  able  to  con- 
tinue,” he  said.  “In  May,  I did  53  ob- 
stetrics workups.  The  local  hospitals 
would  have  had  many  of  those  as  walk- 
ins,  with  little  or  no  prenatal  care.” 

A tool  for  tort  reform 

“Some  so-called  consumer  groups  in 
Washington  say  that  malpractice  re- 
lief as  part  of  health-system  reform  is 
unnecessary,  that  the  number  of 
claims  is  falling,”  Dr  Marcus  said. 
“This  study  shows  that  is  not  the 
case  here  in  Texas.” 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


And  in  Texas,  as  well  as  in  Wash- 
ington, TMA  has  already  begun  to 
use  the  study  to  advocate  for  much- 
needed  reform,  says  Mr  Ross. 

“In  the  last  session  of  the  Texas 
Legislature,  we  put  in  place  a very 
specific  lawsuit  abuse  package  to  tar- 
get frequency,”  Mr  Ross  said.  “The 
legislation  we  passed  drew  severe  crit- 
icism from  hardliners  among  the  trial 
lawyers  and  was  damned  with  faint 
praise  by  some  tort  reformers.  Only 


time  will  tell  about  its  efficacy,  and 
we  reserve  the  right  to  return  to  these 
issues  again.” 

In  the  meantime.  Dr  Falcon,  like 
Dr  McNew,  has  found  his  own  solu- 
tion, even  if  it  may  be  more  of  a 
Band-Aid  than  a cure. 

“With  the  help  of  the  Texas  De- 
partment of  Health  and  others,  we 
were  able  to  start  a pilot  program  in 
which  my  partners  and  I practice  ob- 
stetrics under  the  auspices  of  a feder- 
ally funded  community  health  cen- 
ter,” Dr  Falcon  said.  “That  provides 
us  with  immunity  from  lawsuits.” 

Although  he  calls  that  an  ideal  sit- 
uation, the  law  that  provides  for  such 
arrangements  will  go  through  the 
sunset  process  in  a few  years,  he  says. 

“We  absolutely  need  tort  re- 
form,” Dr  Falcon  said.  “The  tort 
system  is  broken.” 


New  antireferral 
ban  wider  but 
has  many 
exceptions 

By  Hugh  M.  Barton,  JD 
TMA  assistant  general  counsel 

New  federal  legislation  ban- 
ning self-referral  becomes  ef- 
fective January  1,  1995. 
Known  as  “Stark  H”  because 
it  was  the  second  antireferral  law 
sponsored  by  Rep  Fortney  “Pete” 
Stark  (D-Calif),  the  new  law  was  in- 
corporated into  the  Omnibus  Budget 
Reconciliation  Act  of  1993  (1).  The 
general  premise  remains  the  same  as 
in  “Stark  I”:  A physician  may  not  re- 
fer a Medicare  or  Medicaid  patient  to 
a facility  with  which  the  physician 
has  either  an  ownership  interest  or  a 
financial  relationship,  nor  may  the  fa- 
cility itself  bill  Medicare  or  Medicaid 
for  services  rendered.  Previous  articles 
have  dealt  with  the  original  law  and 
its  problems  (2,3).  This  article  will 
focus  on  the  new  law. 

Scope  of  the  new  law 

The  law  will  extend  the  ban  on  self- 
referral to  include  not  only  clinical 
laboratories  but  other  “designated 
health  services”  as  well.  These  are 
clinical  laboratory  services;  physical 
therapy  services;  occupational  thera- 
py services;  radiology  or  other  diag- 
nostic services;  radiation  therapy  ser- 


“Some  so-called  consumer  groups  in  Washington  say 
that  malpractice  relief  as  part  of  health-system  reform  is 
unnecessary,  that  the  number  of  claims  is  falling.” 
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vices;  durable  medical  equipment; 
parenteral  and  enteral  nutrients, 
equipment,  and  supplies;  prosthetics, 
orthotics,  and  prosthetic  devices; 
home  health  services;  outpatient  pre- 
scription drugs;  and  inpatient  and 
outpatient  hospital  services. 

The  new  law  does  not,  however, 
preclude  a physician  who  owns  a di- 
agnostic or  treatment  facility  from 
accepting  Medicare  patient  referrals 
from  nonowning  physicians. 

Major  exceptions 

Physicians  who  have  medical  invest- 
ments should  pay  close  attention  to 
the  exceptions  in  the  new  law.  Of 
these  exceptions,  some  apply  to  a 
physician’s  ownership  of  a facility 
and  some  apply  to  other  kinds  of 
financial  relationships  a physician 
may  have  with  a facility. 

In-ojfice  ancillary  services.  This  is 
one  of  the  most  significant  excep- 
tions and  existed  in  prior  law.  Self-re- 
ferral for  a service  is  permitted  if  the 
service  is  either  personally  performed 
by  the  referring  physician  or  under 
his  or  her  supervision;  the  work  is 
done  in  the  same  building  as  the  re- 
ferring physician’s  medical  practice; 
and  Medicare  billing  is  done  either 
by  the  referring  physician  or  by  an 
“entity”  wholly  owned  by  the  physi- 
cian. 

(When  a group  practice  claims 
this  exception,  all  in-office  ancillary 
services  must  be  billed  under  a group 
provider  number.) 

This  exception  is  limited  to  the 
referring  physician’s  own  medical 
building  or  to  a building  expressly 


used  by  the  physician  for  the  provi- 
sion of  “designated  health  services” 
other  than  clinical  laboratory. 

Group  practices.  Physicians  in 
group  practice  may  refer  within  the 
group.  Physicians  in  group  practice 
may  be  paid  a share  of  overall  profits 
or  a productivity  bonus  if  the  profit 
share  or  productivity  bonus  is  not  di- 
rectly related  to  the  volume  or  value 
of  referrals  by  such  physicians.  The 
term  “profit”  has  not  been  defined. 

The  law  now  requires  that  “sub- 
stantially” all  services  be  billed  under  a 
group  provider  number.  This  may 
provide  the  Health  Care  Financing 
Administration  a profile  of  the  services 
each  group  offers,  making  it  easier  to 
spot  outlier  ancillary  services  (4). 

To  claim  this  exception,  physician 
members  of  the  group  must  person- 
ally conduct  no  less  than  75%  of 
their  physician-patient  encounters  as 
members  of  the  group  rather  than  as 
part  of  their  individual  practices. 

There  was  a movement  in  Con- 
gress to  increase  the  minimum  group 
size  requirement  for  this  exception  to 
five  physicians.  However,  the  new 
law  retains  the  two-member  mini- 
mum. This  may  have  been  partly  in 
response  to  medical  society-supplied 
data  claiming  that  physicians  would 
see  nonpayment  of  up  to  300,000 
necessary  procedures  per  week  (5). 
Also  abandoned  was  a requirement 
that  group  practices  with  multiple 
offices  have  not  less  than  five  physi- 
cians per  office  location  to  qualify  for 
the  exception. 

Hospital  oivnership.  Physicians 
may  qualify  for  an  exception  by  own- 


ing an  entire  hospital.  This  exception 
applies  if  the  referring  physicians  are 
authorized  to  perform  services  at  the 
hospital  atid  the  ownership  or  invest- 
ment interest  is  in  the  hospital  itself 
and  not  merely  in  a subdivision  of 
the  hospital. 

Rural  providers.  If  substantially  all 
services  furnished  by  a physician- 
owned  entity  are  provided  to  patients 
residing  in  a rural  area,  physicians 
may  qualify  for  an  exception.  The 
“substantially  all”  services  language 
tightens  this  exception  somewhat, 
because  it  prohibits  providers  from 
locating  on  the  edge  of  rural  areas, 
thus  technically  qualifying  for  the  ex- 
ception while  marketing  to  adjacent 
urban  areas. 

Generally,  a physician  may  claim 
a rural  provider  exemption  if  a hospi- 
tal in  that  area  is  considered  a rural 
hospital  for  Medicare  reimburse- 
ment, meaning  the  area  lies  outside 
of  Metropolitan  Statistical  Areas 
(MSA)  (6).  (Texas  MSAs  are  listed  in 
accompanying  hox  on  p 41.) 

Prepaid  plans.  Medical  services 
rendered  in  federally  approved 
Medicare  managed  care  plans  remain 
an  exception  to  both  the  ownership 
and  financial  relationship  aspects  of 
the  self-referral  ban.  In  other  words, 
physicians  who  have  ownership  inter- 
ests in,  or  financial  relationships 
with,  these  plans  may  safely  refer  pa- 
tients to  the  plans  for  “designated 
health  services.” 

Physician  incentive  plans.  This  new 
exception  to  the  financial  relation- 
ship prohibition  involves  any  com- 
pensation arrangement  (including 
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withhold,  capitation,  or  bonus)  that 
may  offer  the  direct  or  indirect  effect 
of  reducing  or  limiting  services.  Un- 
der its  terms,  physician  compensa- 
tion may  take  into  account  the  vol-  j 
ume  or  value  of  referrals,  but  only  if:  \ 

• No  patient-specific  payments  are 
made  to  reduce  or  limit  medically 
necessary  services.  In  other  words, 
a physician  would  be  unable  to 
collect  a bonus  for  premature  dis- 
charge of  a particular  patient. 
And, 

• In  the  case  of  a plan  that  puts  ei-  [ 
ther  the  physician  or  the  group  at  | 
“significant  financial  risk,”  the  { 
plan  meets  any  requirements  that 
may  be  imposed  by  regulation.  In 
other  words,  where  the  entity  is 
composed  in  such  a manner  that 
physician  members  assume  sig- 
nificant risk  depending  on  its  suc- 
cess or  failure,  volume-oriented 
payments  may  be  allowed. 

The  plan  also  must  provide  the 
US  Department  of  Health  and  Hu- 
man Services  with  sufficient  informa- 
tion to  be  able  to  judge  the  plan.  Re- 
porting regulations  are  expected. 

Other  exceptions 

Securities  ownership.  Under  Stark  I, 
physicians  could  purchase  publicly 
traded  shares  in  a clinical  laboratory 
if  the  shares  were  generally  available 
to  the  public.  Under  Stark  II,  physi-  ] 
cians  may  exchange  partnership 
shares  for  stock  if  that  investment  is 
available  to  the  general  public  at  the 
time  the  partnership  shares  are  of- 
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fered  in  trade  (7). 

There  is  an  asset  test  for  the  pub- 
licly traded  securities  exception.  Stark 

I required  that  publicly  traded  securi- 
ties be  in  corporations  with  at  least 
$100,000,000  in  “total  assets.”  Stark 

II  uses  the  term  “stockholder  equity 
exceeding  $75,000,000”  and  “total 
assets  exceeding  $75,000,000”  for 
mutual  funds  (8). 

Congress  rejected  a proposal  by 
imaging  centers  to  phase  in  a 
$50,000,000  minimum  over  5 years 
with  limits  on  the  amount  of  stock  that 
physicians  could  own  because  of  fears 
that  most  imaging  companies  could 
not  meet  either  the  $75,000,000  or 
$100,000,000  tests  (9). 

Office  space.  Stark  II  requires  that 
“the  space  rented  or  leased  does  not 
exceed  that  which  is  reasonable  and 
necessary  for  the  legitimate  business 
purpose  of  the  lease  or  rental  . . . .” 
(Stark  1 stated  that  “the  aggregate  space 
rented  or  leased  is  reasonable  and  nec- 
essary for  the  legitimate  business  pur- 
pose of  the  lease  or  rental  . . . .”)  Fur- 
ther, Stark  II  allows  physicians  to 
share  common  areas  of  a facility  and 
pay  a pro  rata  share  of  the  expenses, 
which  is  more  liberal  than  the  existing 
“safe  harbor”  provision  (10). 

Equipment  rental.  The  exception 
for  equipment  rental  is  similar  to  the 
office  space  exception  but  does  not  al- 
low payment  of  a pro  rata  share  of  the 
expenses  of  operating  leased  equip- 
ment. This  is  significant  because  it 
prohibits  “shared  facility”  laboratory 
and  x-ray  equipment  where  nonown- 
ers contribute  to  the  maintenance  and 
operation  of  equipment  they  use. 
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Employment  relationships.  This  ex- 
ception to  the  compensation  arrange- 
ment prohibition  has  been  broadened 
from  hospital  employers  to  any  em- 
ployers. It  is  similar  to  the  existing 
safe  harbor  regulation  with  the  no- 
table exception  that  productivity 
bonuses  are  now  specifically  allowable. 
In  addition,  bonuses  may  be  paid  to 
immediate  family  members  of  physi- 
cians. Thus,  a laboratory  may  now 
employ  a physician’s  spouse  and  com- 
pensate him  or  her  with  a bonus. 

Personal  services  contracts.  This  new 
exception  is  similar  to  the  safe  harbor 
rule  provision  but  does  not  use  the 
term  ''aggregate  compensation.”  This 
exception  has  been  interpreted  to 
mean  that  facilities  may  set  a per  hour 
rate  of  pay  instead  of  an  overall,  flat 
annual  salary,  and  it  seems  to  allow 
fee-for-service  arrangements  that  are 
prohibited  under  the  personal  services 
safe  harbor  (11). 

Physician  recruitment.  This  excep- 
tion to  the  financial  relationship  prohi- 
bition is  unchanged  from  Stark  I. 
Compensation  under  a recruitment 
program  must  not  be  based  on  the  vol- 
ume or  value  of  referrals,  and  physi- 
cians may  not  be  required  to  refer  pa- 
tients to  the  recruiting  hospital.  (The 
revised  group  practice  productivity 
bonus  exception  and  prepaid  plan  ex- 
ceptions are  more  liberal  in  this  area.) 

Things  that  didn’t  happen 

No  “all-payor”  coverage.  Although 
Congress  added  Medicaid  to  the  list 
of  payors  covered,  the  proposed  ex- 
pansion to  all  payors  did  not  occur. 

No  “shared  facility”  exception.  Nei- 
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ther  Stark  I nor  Stark  II  has  a “shared 
facility”  exception.  This  area  will 
continue  to  present  problems,  both 
for  physicians  with  clinical  laborato- 
ries and  other  services  that  must 
guess  whether  a particular  arrange- 
ment is  an  “entity”  and  thus  possibly 
subject  to  the  relerral  ban  (2). 

No  “entity”  definition.  Stark  II,  like 
Stark  I,  does  not  define  the  basic  term 
“entity,”  thus  continuing  to  make  it 
difficult  to  determine  exactly  what  le- 
gal structures  are  subject  to  the  self- 
referral ban.  However,  under  pro- 
posed rules  published  in  March  1992, 
an  “entity”  is  a sole  proprietorship, 
trust,  corporation,  partnership,  foun- 
dation, not-for-profit  corporation,  or 
unincorporated  association  (12). 

No  “small  entity”  exception.  Stark 
II  contains  no  “small  entity”  excep- 
tion to  the  ownership  or  investment 
prohibition  like  that  found  in  cur- 
rent safe  harbor  regulations.  Thus, 
when  health  services  are  provided  by 
or  through  a partnership,  limited 
partnership,  trust,  “Subchapter  S” 
corporation,  professional  association, 
unincorporated  association,  or  the 
like,  they  may  be  subject  to  the  pro- 
hibition on  referrals  unless  another 
exception  applies. 

Penalties 

Violation  of  Stark  II  carries  the  same 
potential  penalties  as  Stark  I.  Any 
“designated  health  services”  provided 
in  violation  of  the  law  may  result  in 
Medicare  or  Medicaid  denying  pay- 
ment, Medicare  or  Medicaid  requir- 
ing refunds  of  any  payments  re- 
ceived, a possible  civil  monetary  I 


penalty  of  up  to  $15,000  per  claim, 
and  a possible  civil  monetary  penalty 
ol  up  to  $100,000  lor  “circumven- 
tion schemes.”  Finally,  failure  to  re- 
port information  as  required  may  re- 
sult in  a civil  monetary  penalty  of  up 
to  $10,000  per  day. 
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Texas  Metropolitan 
Statistical  Areas 

The  fiollowing  Metropolitan  Statistical 
Areas  (MSAs)  are  considered  urban 
areas  ofi  Texas  by  the  US  Census  Bu- 
reau. Any  areas  outside  these  MSAs 
are  considered  rural  fior  purposes  ofi  the 
Stark  II  rural  provider  exemption. 

Abilene  (Taylor  eounty) 

Amarillo  (Potter  and  Randall  counties) 
Austin-San  Marcos  (Travis,  Hays, 
Williamson,  Bastrop,  and  ealdwell 
counties) 

Beaumont-Port  Arthur  (Hardin,  Jefferson, 
and  Orange  counties) 

Brazoria  (Brazoria  eounty) 
Brownsville-Harlingen-San  Benito 
(eameron  eounty) 

Bryan-eollege  Station  (Brazos  eounty) 
eorpus  ehristi  (Nueces  and  San  Patricio 
counties) 

Dallas  (Dallas,  eollin,  Denton,  Ellis, 
Henderson,  Hunt,  Kaufman,  and 
Rockwall  counties) 

El  Paso  (El  Paso  eounty) 

Fort  Worth-Arlington  (Tarrant,  Parker, 
Johnson,  and  Hood  counties) 
Galveston-Texas  Gity  (Galveston  Gounty) 
Houston  (Harris,  Ghambers,  Fort  Bend, 
Liberty,  Montgomery,  and  Waller 
counties) 

Killeen-Temple  (Bell  and  Goryell  counties) 
Laredo  (Webb  Gounty) 

Longview-Marshall  (Gregg,  Harrison,  and 
Upshur  counties) 

Lubbock  (Lubbock  Gounty) 
McAllen-Edinburg-Mission  (Hidalgo 
Gounty) 

Odessa-Midland  (Ector  & Midland 
counties) 

San  Angelo  (Tom  Green  Gounty) 

San  Antonio  (Bexar,  Gomal,  Guadalupe, 
Wilson  counties) 

Sherman-Denison  (Grayson  Gounty) 
Texarkana  (Bowie  Gounty) 

Tyler  (Smith  Gounty) 

Victoria  (Victoria  Gounty) 

Waco  (McLennan  Gounty) 

Wichita  Falls  (Archer  and  Wichita  counties) 
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THE  NEXT  10  SECONDS  COULD 
CHANGE  YOUR  LIFE  FOREVER! 


(But  only  if  you  take  action. 
Otherwise,  it's  just  another  lO  seconds.) 


FommPiuaia 

MANAGEMBNT' 

(713)  439.7437 


'^e^y  to  revitalize  your  practice  and 
pursue  a rich,  rewarding  quality  of  life? 
Then  take  action  right  now  and  call  us! 
We’ve  coached  thousands  of  practices  to 
leveb  of  prosperity  that  can  only  be 
achieved  through  a total  team  approach. 


Douglas  C.  McNabb 
Federal  Criminal 
Defense  Attorney 


HEALTH  CARE  FRAUD  CRIMES 


Recognized  as  one  of  Texas'  leading  federal  crim- 
inal defense  attorneys,  Douglas  C.  McNabb  has 
earned  a reputation  for  his  aggressive  representation 
and  knowledgeable  preparation  in  defending  the 
rights  of  individuals  charged  with  federal  crimes.  In 
addition  to  a heavy  trial  practice  that  causes  him  to 
travel  throughout  the  Uniteci  States,  Mr.  McNabb  also 
represents  individuals  in  their  federal  criminal 
appeals  and  in  grand  jury  representation. 

Mr.  McNabb  limits  his  practice  to  defending  peo- 
ple who  are  being  investigated  by  federal  agencies 
such  as  the  FBI,  DEA,  ATF,  IRS,  Secret  Service,  or 
Customs.  During  the  course  of  his  career,  he  has  suc- 
cessfully defended  clients  charged  with  federal  crimi- 
nal offenses  including  health  care  fraud  crimes,  tax 
crimes,  bank  fraud  crimes,  money  laundering  crimes, 
mail /wire  fraud  crimes,  environmental  crimes, 
export/import  crimes,  bankruptcy  fraud  crimes,  and 
drug  crimes. 


Mr.  McNabb  has  been  involved  in  numerous  high  profile  cases  that  have  been  the 
subject  of  several  books  and  movies.  He  is  licensed  to  practice  before  the  U.S.  Supreme 
Court  and  other  federal  courts  throughout  the  United  States.  Mr.  McNabb  is  a member 
of  the  Houston  and  Federal  Bar  Associations,  State  Bar  of  Texas,  National  Association  of 
Criminal  Defense  Lawyers,  and  the  Texas  Criminal  Defense  Lawyers  Association.  Mr. 
McNabb's  offices  are  located  on  the  62nd  Floor,  Texas  Commerce  Tower,  in  the  heart  of 
downtown  Houston.  Phone  (713)  237-0011. 


Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a Certificate  of  Special  Competence  in  these  areas. 


‘The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 

The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
option  for  the  billing  needs  of 
physicians.  Provider  Financial 
Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  of  your  AIR 


Maximize  revenue 


Reduce  reimbursement  time 

Reduce  overhead  at  least  30% 
Increase  staff  productivity 

“P,F.SJ.  takes  the  burden 
of  billing  off  your  mind  \ 
without  taking  the  controls 
out  of  your  hands!** 

Call  us  today! 
(800)  766-5405 


Robert  E.  McAfee,  AID  Senator  Kay  Bailey  Hutchison  David  R.  Smith,  MD 


jConference  to  emphasize 
unity  of  medicine 

E CAN  ALL  HANG 
together,  or  . . . 

In  the  face  ol  dizzying 
and  unprecedented  change,  i 
jit’s  more  important  than  ever  for 
physicians  to  locus  on  the  strengths 
they  share.  “Uniting  lor  Excellence” 
jis  the  theme  ol  the  Texas  Medical  As- 
(sociation’s  1994  Fall  Leadership  Con- 
ference to  be  held  Saturday,  Septem-  j 
'her  17,  in  Austin. 

American  Medical  Association 

I 

1 President  Robert  E.  McAfee,  MD,  of 
iSouth  Portland,  Me,  will  discuss 
challenges  facing  organized  medicine 
during  health-system  reform.  Senator 
Kay  Bailey  Hutchison  (R-Tex)  will 
provide  details  of  the  congressional 
[debate  on  reform.  Representative  J. 
Roy  Rowland  (D-Ga)  also  has  been  i 
invited  to  address  the  conference. 

On  the  homefront,  Texas  Com- 
missioner of  Health  David  R.  Smith, 
MD,  will  explore  the  implications  of 
health-system  reform  lor  Texas.  A j 
panel  session  featuring  Nancy  W. 
Dickey,  MD,  of  Richmond,  vice 
chairman  of  the  AMA  Board  of 
Trustees,  will  round  out  the  confer- 
ence program. 

A preconference  “Dawn  Duster” 
session  from  7:45  to  9:15  am  will  fo- 
cus on  recent  developments  in  man- 
aged care.  The  general  session  is 
scheduled  for  9:30  am  to  12:30  pm, 
followed  by  a luncheon  hosted  by  the 
Texas  Medical  Liability  Trust 
(TMLT).  All  events  will  be  held  at 


the  Stouffer  Austin  Hotel.  The  con- 
ference and  luncheon  are  free  and 
open  to  all  TMA  members. 

TMA’s  1995  Planning  Meeting 
for  association  leaders  will  directly 
lollow  the  conference.  The  associa- 
tion’s boards,  councils,  and  commit- 
tees will  meet  during  the  weekend  to 
set  priorities  and  develop  plans  lor 
the  coming  year. 

Conference  participants  also  may 
attend  a risk  management  seminar 
from  2 to  5 pm  titled  “A  to  Z Funda- 
mentals of  Risk  Management.”  The 
seminar  is  approved  for  continuing 
medical  education  credit  and  also 
may  be  supplemented  with  a 12-hour 
independent  study  program  designed 
to  qualify  House  Bill  18  participants 
or  TMLT-insured  physicians  for  dis- 
counted rates  on  liability  insurance. 
Cost  lor  the  complete  15-hour  semi- 
nar and  study  program  is  $185  for 
TMA  members,  $135  lor  TMLT-in- 
sured  members,  and  $285  for  non- 
members. Cost  for  the  3-hour  semi- 
nar alone  is  $75  for  TMA  members, 
$150  for  nonmembers. 

Preregistration  for  the  leadership 
conference  is  suggested  but  not  re- 


quired. For  registration  information, 
call  the  TMA  special  services  office  at 
(800)  880-1300,  ext  1346,  or  (512) 
370-1346.  To  register  for  the  risk 
management  seminar,  call  Eileen 
O’Donnell,  TMA  practice  manage- 
ment services,  at  (800)  880-1300,  ext 
1410,  or  (512)  370-1410. 

Editorial  committee 
members  appointed 

Kenneth  G.  Davis,  MD, 
of  Conroe,  and  John  C.  Jen- 
nings, MD,  of  Galveston,  have 
been  selected  to  serve  on  the 
Texas  Medicine  editorial  committee. 
The  l4-member  committee  sets 
broad  policies  for  Texas  Medicine  and 
reviews  clinical  articles  submitted  for 
publication  in  the  Journal  section  of 
the  magazine. 

Dr  Davis,  a family  practice  physi- 
cian, is  a frequent  contributor  and 
former  physician  editor  of  Texas 
Family  Physician.  He  also  has  served 
as  an  editorial  consultant  to  Texas 
Medicine.  Dr  Jennings,  who  is  resi- 
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dency  program  director  in  obstetrics 
and  gynecology  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 
previously  had  been  in  private  prac- 
tice for  1 5 years. 

Dr  Jennings  will  serve  a 3-year 
term,  and  Dr  Davis  will  complete  2 
years  of  a 3-year  term.  Both  physicians 
will  be  eligible  for  reappointment. 

Editorial  committee  members  Fa- 
zlur  Rahman,  MD,  San  Angelo; 
Luther  B.  Travis,  MD,  Galveston; 
and  David  Vanderpool,  MD,  Dallas, 
were  reappointed  to  3-year  terms. 
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Updated  physician 
directories  available 


OU  CAN  PUT  A WEALTH  OF 
information  at  your  fingertips 
with  the  Texas  Medical  Associa- 
tion 1994—1995  Physician 
Directory  published  in  July. 

The  directory  contains  alphabeti- 
cal and  geographical  listings  of  TMA 
member  physicians,  along  with  infor- 
mation about  the  association,  staff 
telephone  numbers,  and  resource 
guides.  Physician  members  can  re- 
ceive one  free  copy  of  the  directory. 
Additional  copies  are  available  to 
members  for  $20,  plus  8%  sales  tax. 

Physicians  who  requested  a direc- 
tory on  their  membership  update 
cards  will  receive  a copy  by  mail.  If 
you  don’t  receive  a copy  and  would 
like  one,  call  Christa  Griffith  in 
TMA’s  membership  department  at 
(800)  880-1300,  ext  1441,  or  (512) 
370-1441.  To  purchase  additional 
copies  or  for  nonmember  rate  infor- 
mation, call  Melissa  Beltz  in  the 
finance  department  at  (800)  880- 
1300,  ext  1491,  or  (512)  370-1491. 


Medical  missions  need  you 

Do  YOU  EVER  WISH  YOU 
could  set  aside  reform,  man- 
aged care,  and  all  the  bureau- 
cracy — even  if  only  for  a few 
weeks  — and  devote  all  your  ener- 
gies to  caring  for  patients  who  need 
and  appreciate  you?  It  probably 
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won’t  happen  here,  but  there’s  a 
good  chance  it  will  in  Honduras  or 
China  or  beyond  if  you  volunteer  to 
serve  on  a medical  mission. 

Listed  below  are  just  a few  of  the 
many  organizations  recruiting  physi- 
cians and  other  health-care  profes- 
sionals for  short-term  medical  mis- 
sions around  the  world. 

Baptist  Medical-Dental  Fellowship 

1548  Poplar  Ave 

Memphis,  TN  38104 

(800)  685-5286  or  (901)  272-2461 

Christian  Medical  Association 

PO  Box  3501 
Seal  Beach,  CA  90740 
(310)  592-3791 

Christian  Medical  and  Dental  Society 

PO  Box  830689 
Richardson,  TX  75083-0689 
(214)  783-8384 

Doctors  Without  Borders 

30  Rockefeller  Plaza 
Suite  5425 

New  York,  NY  10112 
(212)  649-5961 

General  Board  of  Global  Ministries  of 
the  United  Methodist  Church 

United  Methodist  Committee  on  Relief 

Room  1374 

475  Riverside  Dr 

New  York,  NY  10115 

(212)  870-3809 

Medical,  Eye  & Dental  International 
Care  Organization 

NationsBank  Building 

Suite  102 

624  S Austin  Ave 

Georgetown,  TX  78626 

(512)  863-8217  or  (512)  863-8666  ★ 


Medicine’s  View 


50  Years  Ago  in  Texas  Medicine 

August  1944 

The  clinical  use  of  penicillin: 

A report  of  115  cases  treated  in  an  Army  hospital 

By  Major  C.F.  Wollgast,  MC,  US  Army 
McCloskey  General  Hospital 
Temple,  Tex 


PENICILLIN  WAS  FIRST  MADE  AVAILABLE 

to  McCloskey  General  Hospital  on  July  25,  1943. 
During  an  eight  month  period  since  that  date, 
149  cases  have  been  accepted  for  treatment.  Of 
these,  115  cases  have  had  a reasonable  period  of  obser- 
vation follovv^ing  treatment,  the  results  of  which  are 
summarized  in  this  report.  . . . 

The  limitations  imposed  by  the  scarcity  of  material 
have  enforced  strict  selection  of  cases.  . . . Considering 
the  sharply  defined  selectivity  of  penicillin,  the  primary 
requisite  in  every  case  must  be  the  determination  of  the 
infecting  organism.  . . . 

Parenteral  Administration.  — Our  cases  required  on  an 
average  of  10,000  to  20,000  units  every  three  hours.  . . . 
The  daily  dose  was  varied  with  the  sensitivity  of  the  organ- 
ism rather  than  with  the  severity  of  the  infection.  ...  In  our 
opinion  there  is  no  logical  reason  for  decreasing  dosage  as 
the  infection  subsides,  for  at  this  stage  the  organism  may 
have  developed  some  resistance  to  penicillin.  . . . 

Local  Administration.  — Open  wounds  are  packed 
with  fine  mesh  gauze  saturated  with  dilute  penicillin 
(250  units  per  cc.)  and  then  sealed  with  vaseline  gauze. 
Dilute  solution  is  also  used  for  injection  into  sinus 
tracts  and  into  catheters  which  have  been  buried  deep 
in  operative  wounds.  . . . 

Penicillin  is  of  proven  value  in  the  treatment  of  os- 
teomyelitis, particularly  at  the  onset  of  the  infection. 
Healing  in  our  series  of  20  cases  has  been  relatively  slow 
and  the  total  dosage  required  more  than  with  other  in- 
fections. However,  improvement  has  been  more  rapid 
than  with  any  other  type  of  treatment.  . . . 

All  cases  classified  as  cellulitis  were  seriously  ill.  One 


patient  developed  gangrene  of  the  thigh  muscles  follow- 
ing a repair  of  a hernia  of  fascia  lata.  In  this  case  it  was 
necessary  to  excise  the  distal  three-fourths  of  the  vastus 
externus  and  rectus  femoris  muscles  with  exposure  of  the 
femur.  This  wound  was  left  open,  but  healed  rapidly  as  a 
result  of  local  and  parenteral  penicillin.  . . . Several  se- 
verely infected  amputation  stumps  were  treated.  All  cases 
in  this  group  recovered  and  are  examples  of  the  effect  of 
penicillin  upon  infections  involving  tissues  with  excel- 
lent blood  supply.  Local  and  systemic  evidence  of  infec- 
tion decreased  with  a rapidity  that  could  only  be  appre- 
ciated by  personal  observation.  . . . 

Of  great  interest  to  us  was  the  rapid  healing  of  four 
cases  of  leg  ulcer,  which  averaged  twenty-three  weeks  of 
hospitalization  prior  to  treatment.  . . . 

We  are  most  enthusiastic  over  the  results  in  8 cases  of 
bacteremia.  . . . All  patients  recovered  with  no  evidence 
of  endocarditis  or  other  permanent  damage.  . . . 

The  results  with  brain  and  subdural  abscesses  have 
been  discouraging.  Two  of  the  cases  were  of  long  dura- 
tion when  received  for  treatment;  both  patients  died.  . . . 

Conclusion 

Penicillin  has  proven  of  definite  value  in  the  treating  of  a 
diverse  group  of  infections,  some  of  which  were  chronic 
and  had  stubbornly  resisted  other  types  of  therapy;  oth- 
ers were  fulminating  and  of  an  alarming  nature. 

It  is  believed  that  penicillin,  if  available,  should  be 
used  in  cases  of  Staphylococcus  aureus  bacteremia  with- 
out preliminary  trial  of  the  sulfonamides.  . . . 

( Texas  State  Journal  of  Medicine.  I944;40[8]:225-230) 


VOLUME  90  ★ NUMBER  8 


45 


W'Ss  ■SKV 

IfeY'  *5*"  \*a<SMi.  -- 

jjSfesvfew'- 


cA  aw-  ^Bfar . 

- ■ -em 

■- 

v«  tAa.''«iV!  "•***  ■.+ 

ionivt^  ® 

iYTvfffiHBt  ‘■aV'i'CJir  YSWitiVo. 


' ^ -poT  anN  ‘’'J'*'^  “ 


^pA  m OV  ^ *! 


4--  •-i.'--.-=;----^;'i?CTi^^^^’. ' 

2s°oi  „ - , 

10^':  ^eUttaW®'  •:  ^Vj^i 

L«i£^  • nr‘- 


K** 


TMLT.  Your  Performance  Trust  for  Fifteen  years. 


1994.  A \ear  to  Celebrate!  Created  in  1979  bv  l exas  Medical  Association  and  head(|uai1ered 
in  Austin,  Texas  Medical  Liability  I'rust  is  growing  into  its  lilteenth  year  ol  protecting  lexas 
physicians  with  professional  medical  liabilitv  insurance.  Our  |)olicybolders  [)laee  a bigb  value 
on  I MId  ’s  medical  liabilitv  coverage  backed  by  strong  financials,  innovative  proactive  risk 
management  progr  ams,  and  outstanding  claim  mairagement  and  defense.  dAlLl  values  the  concerns 
of  Texas  physiciairs,  so  we  keep  abi'cast  of  those  state  and  national  legislative  issues  affecting  them. 

It  is  easy  to  see  why  so  many  lexas  physicians  choose  4 MIT  value!  Were  proud  ol  orrr 
per  lor  nrarree  these  past  fifteen  years  arrrf,  in  sorrre  ways,  we  re  right  where  we  started— here  irr  Texas 
|)roteeting  o/r/y  Texas  physicians.  Choose  TMLT.  4 our  Perfor  rirance  4 rust! 

For  a coverage  pr'oposaf  or  furlfier  irrfor-mation,  please  call  1-800-580-8658  or  1-512-454-6781. 


Created  and  Kndorsed  hv  l exas  Medical  Association 
Kndorsed  Irv  tire  IVxas  Aeadeirty  of  Fatrrily  Physicians 
6210  Higliway  200  Last.  Sirite  400  • Austin.  I'exas  78723-10.17 
P.O.  8o\  14746*  \ustin,  lexas  78761-4746 


FOR  THE  NASAL  AND 
NON-NASAL  SYMPTOMS 
OF  SEASONAL 
ALLERGIC  RHINITIS 


A 

Clear  Choice  In 
Antihistamine 

Therapy 


*$•  ^ 


Proven  efficacy 
Nonsedating 

The  incidence  of  sedation  with 
CLARITIN  Tablets  (8%)  was  similar 
to  that  of  placebo  (6%)  at  the 
recommended  dose. 

Rapid-acting^ 

CLARITIN  Tablets  started  working 
in  some  patients  in  as  soon  as 
30  minutes;  65%  of  patients 
experienced  relief  within  2 hours. ' 

Once-a-day  dosing 
Low  incidence  of  adverse  effects 


Clear  Benefits 
From  Start  To  Finish 


In  controlled  clinical  trials  using  the  recommended  dose,  the 
incidence  of  headache  (12%),  somnolence  (8%),  fatigue  (4%), 
and  dry  mouth  (3%)  with  CLARITIN  Tablets  was  similar  to  that 
of  placebo  (1 1%,  6%,  3%,  and  2%,  respectively). 

Over  1 billion  patient  days  of 
worldwide  experience 


' In  studies  with  CLARITIN  Tablets  at  doses  2 to  4 times  higher  than  the  recommended  dose 
of  10  mg,  3 dose-reiated  increase  in  the  incidence  of  somnoience  was  observed. 

t Relief  began  in  13%  of  treated  patients  vs  4%  of  placebo-treated  patients  within 
30  minutes  IP=.04).  At  2 hours,  48%  of  patients  receiving  placebo  experienced  relief 
Distribution  of  onsettimes  was  significantly  earlier  for  CLARITIN  Tablets  vs  placebo  (P=.03). 


Once-a-day 


Claritin 

ss  (loratadine) 


Please  see  following  page  for  brief  summary  of  Prescribing  Information. 


CWRITIN* 
brand  ot  loratadine 
TABLETS 

Long-Acting  Antihistamine 
BRIEF  SUMMARY 

(For  full  Prescribing  Information,  see  package  insert ) 

INDICATIONS  AND  USAGE 

CLARITIN  Tablets  are  indicated  for  the  relief  ot  nasal  and  non-nasal  symptoms  ot  seasonal  allergic  rhinitis 

CONTRAINDICATIONS 

CLARITIN  Tablets  are  contraindicated  in  patients  who  are  hypersensitive  to  this  medication  or  to  any  ot  its  ingredients. 

PRECAUTIONS 

General:  Patients  with  liver  impairment  should  be  given  a lower  initial  dose  (10  mg  every  other  day)  because  they  have  reduced 
clearance  ot  CLARITIN  Tablets. 

Drug  Interactions;  The  coadministration  ot  a single  20  mg  dose  ot  CLARITIN  Tablets  (double  the  recommended  daily  dose]  and 
a 200  mg  dose  of  ketoconazoie  twice  daily  to  12  subiects  resulted  m increased  plasma  concentrations  of  loratadine  (i80% 
increase  in  AUC)  and  its  active  metabolite,  descarboelhoxyloratadine  (56%  increase  in  AUC)  However,  no  related  changes  were 
noted  in  the  QTc  on  ECGs  taken  at  2. 6,  and  24  hours  after  the  coadministration  of  loratadine  and  ketoconazoie  Also,  there  were 
no  significant  differences  in  clinical  adverse  events  between  CLARITIN  Tablet  groups  with  or  without  ketoconazoie 
Other  drugs  known  to  inhibit  hepatic  metabolism  should  be  coadministered  with  caution  until  definitive  interaction  studies 
can  be  completed  The  number  ot  subjects  who  concomitantly  received  macroiide  antibiotics,  cimetidine.  ranitidine,  or  theo- 
phylline along  with  CLARITIN  Tablets  in  controlled  clinical  trials  is  too  small  to  rule  out  possible  drug -drug  interactions  There 
does  not  appear  to  be  an  increase  in  adverse  events  in  subjects  who  received  oral  contraceptives  and  CLARITIN  Tablets  com- 
pared to  placebo 

Carcinogenesis.  Mutagenesis,  and  Impairment  of  Ferllllty:  In  an  18-month  oncogenicity  study  m mice  and  a 2-year  study  in 
rats,  loratadine  was  administered  in  the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg/kg  (rats)  In  the  carcinogenicity  studies, 
pharmacokinetic  assessments  were  earned  out  to  determine  animal  exposure  to  the  drug  AUC  data  demonstrated  that  the  expo- 
sure of  mice  given  40  mg/kg  of  loratadine  was  3 6 (loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
10  mg/day  Exposure  ot  rats  given  25  mg/kg  of  loratadine  was  28  (loratadine)  and  67  (active  metabolite)  times  higher  than  a 
human  given  10  mg/day  Male  mice  given  40  mg/kg  had  a significantly  higher  incidence  ot  hepatocellular  tumors  (combined 
adenomas  and  carcinomas)  than  concurrent  controls  In  rats,  a significantly  higher  incidence  ot  hepatocellular  tumors  (com- 
bined adenomas  and  carcinomas)  was  observed  in  males  given  10  mg/kg  and  males  and  females  given  25  mg/kg  The  clinical 
significance  of  these  findings  during  long-term  use  ot  CLARITIN  Tablets  is  not  known 
In  mutagenicity  studies,  there  was  no  evidence  of  mutagenic  potential  in  reverse  (AMES)  nr  forward  point  mutation 
(CHO-HGPRT)  assays,  or  in  the  assay  lor  ONA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay)  or  in  two  assays  tor 
chromosomal  aberrations  (Human  Peripheral  Blood  Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay).  In  the  Mouse  Lymphoma  Assay,  a positive  finding  occurred  in  the  nonactivated  but  not  the  activated 
phase  of  the  study 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induction  in  the  mouse  at  40  mg/kg  and  rat  at  25  mg/kg,  but 
not  at  lower  doses 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rates,  occurred  at  approximately  64  mg/kg  and  was 
reversible  with  cessation  of  dosing.  Loratadine  had  no  effect  on  mate  or  female  fertility  or  reproduction  m the  rat  at  doses  of 
approximately  24  mg/kg 

Pregnancy  Category  B There  was  no  evidence  ot  animal  teratogenicity  in  studies  performed  in  rats  and  rabbits  There  are.  how- 
ever. no  adequate  and  well-controlled  studies  m pregnant  women  Because  animal  reproduction  studies  are  not  always  predic- 
tive ot  human  response,  CLARITIN  Tablets  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxyloratadine.  pass  easily  into  breast  milk  and  achieve  concentra- 
tions that  are  equivalent  to  plasma  levels  with  an  AUCm,n,/AUC(„sm,  ratio  ot  1 17  and  0 85  lor  the  parent  and  active  metabolite, 
respectively  Following  a single  oral  dose  ot  40  mg,  a small  amount  of  loratadine  and  me’tabolite  was  excreted  into  the  breast 
milt  (approximately  0 03%  of  40  mg  over  48  hours)  A decision  should  be  made  whether  to  discontinue  nursing  or  to  discon- 
tinue the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother  Caution  spould  be  exercised  when  CLARITIN 
Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use;  Safety  and  effectiveness  in  children  below  the  age  ot  12  years  have  not  been  established 
ADVERSE  REACTIONS 

Approximately  90.000  patients  received  CLARITIN  Tablets  10  mg  once  daily  in  controlled  and  uncontrolled  studies  Placebo- 
controlled  clinical  trials  at  the  recommended  dose  ot  10  mo  once  a day  varied  from  2 weeks'  to  6 months'  duration  The  rate  of 
premature  withdrawal  from  these  trials  was  approximately  2%  m both  the  treated  and  placebo  groups 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

10  mg  QD 
n = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFEKADINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significantly  based  on  age.  sex.  or  race,  although  the  number  of  non -white  sub- 
jects was  relatively  small 

In  addition  to  those  adverse  events  reported  above,  the  following  adverse  events  have  been  reported  in  2%  or  fewer  patients 
Autonomic  Nervous  System  Altered  salivation,  increased  sweating,  altered  lacrimation,  hypoesthesia,  impotence,  thirst,  flushing. 
Body  As  A Whole  Conjunctivitis,  blurred  vision,  earache,  eye  pain,  tinnitus,  asthenia,  weight  gam,  back  pain,  leg  cramps, 
malaise,  chest  pain,  rigors,  fever,  aggravated  allergy,  upper  respiratory  infection,  angioneurotic  edema 
Cardiovascular  System  Hypotension,  hypertension,  palpitations,  syncope,  tachycardia 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  blepharospasm,  paresthesia,  dizziness,  migraine,  tremor,  vertigo, 
^sphonia 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomiting,  flatulence,  gastritis,  constipation,  diarrhea,  altered  taste, 
increased  appetite,  anorexia,  dyspepsia,  stomatitis,  toothache 
Musculoskeletal  System  Arthralgia,  myalgia 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paronina,  amnesia,  impaired  concentration,  confusion,  decreased  libido, 
nervousness 

Reproductive  System  Breast  pam,  menorrhagia,  dysmenorrhea,  vaginitis 

Respiratory  System  Nasal  dryness,  epistaxis,  phaivngitis,  dyspnea,  nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis, 
sneezing,  bronchospasm,  bronchitis,  laryngitis 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  pruritus,  photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition 

In  addition,  the  following  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  of  loratadine’ 
peripheral  edema,  abnormal  hepatic  function,  including  jaundice,  hepatitis,  and  hepatic  necrosis,  alopecia,  seizures,  breast 
enlargement,  erythema  multitorme,  and  anaphylaxis 

OVERDOSAGE 

Somnolence,  tachycardia,  and  headache  have  been  reported  with  overdoses  greater  than  10  mg  (40  to  180  mg).  In  the  event  ot 
overdosage,  general  symptomatic  and  supportive  measures  should  be  instituted  promptly  and  maintained  tor  as  tong  as  necessary 
Treatment  of  overdosage  would  reasonably  consist  ot  emesis  (ipecac  syrup),  except  in  patients  with  impaired  consciousness, 
followed  by  the  administration  of  activated  charcoal  to  absorb  any  remaining  drug.  If  vomiting  is  unsuccessful,  or  contra- 
indicated, gastric  lavage  should  be  performed  with  normal  saline  saline  cathartics  may  also  be  ot  value  for  rapid  dilution  of 
bowel  contents  Loratadine  is  not  eliminated  by  hemodialysis  It  is  not  known  if  loratadine  is  eliminated  by  peritoneal  dialysis 
Oral  LDjg  values  for  loratadine  were  greater  than  500(J  mg/kg  in  rats  and  mice.  Doses  as  high  as  10  times  the  recommended 
clinical  doses  showed  no  effects  in  rats,  mice,  and  monkeys. 
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Texas  Medical  Association 
in  conjunction  with 
Texas  Workers' 
Compensation  Commission 

announce 

Texas 

Workers' 

Compensation 

A neiv  series  of  workshops  dealing  ivith 
the  Texas  workers'  compensation  sys- 
tem is  scheduled  for  12  cities  around  the 
state  during  September  and  October. 
The  role  and  the  responsibility  of  the 
f>hysicia)t  in  the  workers  compensation 
program  is  the  focus  of  these  seminars. 

A general  session  in  the  morning  is 
planned,  along  with  break-out  sessions 
for  prunary  care  "treating"  physicians 
and  for  referral  or  specialty  physicians 
in  the  afternoon. 

The  cost  of  the  seminar  is  $99  per 
Pierson.  Physicians  and  their  office 
staff  are  encouraged  to  attend. 


Dates  & Locations 


Tuesday,  September  27  -Austin 
Wednesday,  September  28  -San  Antonio 
Tuesday,  October  4 -Harlingen 
Wednesday,  October  5 -Houston 
Tuesday,  October  -11  Tyler 
Wednesday,  October  12  -Fort  Worth 
Tuesday,  October  18  -Amarillo 
Wednesday,  October  19  -Lubbock 
Thursday,  October  20  -Abilene 
Tuesday,  October  25  -Midland /Odessa 
Wednesday,  October  26  -El  Paso 
Tuesday,  November  1 -Dallas 
Thursday,  November  3 -Houston 

Brochures  with  registration 
forms  will  be  mailed  by  the 
end  of  August. 

For  further  information  contact  TMA's 
Practice  Management 
Services  Department  at 
(800)880-1300,  Ext.  1423 

TMA  Workshops 
401  W.  15th  St. 
Austin,  TX.  78701 
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Patterns  of  infant  mortality  in  relation  to  birth  weight, 
gestational  and  maternal  age,  parity,  and  prenatal  care 
in  Texas’  triethnic  population,  1984  through  1986 


Neonatal,  postneonatal,  and  infant 
mortality  rates  were  determined  in 
Texas’  triethnic  populations  from  1984 
through  1 986  with  relation  to  gesta- 
tional age,  birth  weight,  maternal  age, 
parity,  and  prenatal  care.  All  mortality 
rates  were  increased  in  the  black  popu- 
lation. Preterm  birth  and  low  birth 
weight  were  both  strong  predictors  of 
mortality.  The  neonatal  mortality  rate 
of  preterm  black  infants  was  actually 
lower  than  those  of  the  other  ethnic 
groups,  but  the  increased  proportion  of 
black  pregnancies  that  resulted  in 
preterm  and  low- birth-weight  births, 
together  with  their  elevated  postneona- 
tal mortality  rates,  produced  an  infant 
mortality  rate  that  was  twice  as  high  in 
black  as  in  Anglo  and  Hispanic  infants. 
The  infant  mortality  rate  was  highest  in 
infants  born  to  mothers  younger  than 
18  years,  of  high  multiparity,  and  with 
inadequate  or  no  prenatal  care.  Recog- 
nition of  these  associations  should  en- 
able improved  planning  of  care  for  all 
Texas  women  and  their  infants. 


From  the  School  of  Public  Health,  The  Uni- 
versity of  Texas  Health  Science  Center,  Hous- 
ton, Tex.  Send  reprint  requests  to  Dr  Kerr, 
professor,  Discipline  of  Human  Ecology, 
School  of  Public  Health,  The  University  of 
Texas  Health  Science  Center,  PO  Box  20186, 
Houston,  TX  77225. 
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Michele  Verrier,  MPH 
William  Spears,  PhD 

The  infant  mortality 
rate  (IMR)  is  perhaps  the 
best  single  measure  of  the 
health  and  well-being  of  a society 
(1).  Texas’  Health  Objectives  for  the 
Year  2000  include  reducing  the 
IMR  from  the  1990  rate  of  8.0  (2) 
to  no  more  than  7 per  1000  live 
births  (3).  How  this  will  be  accom- 
plished is  not  clear,  however,  other 
than  by  continuation  of  the  secular 
trend  to  lower  IMRs  that  accompa- 
nies societal  development. 

A number  of  reproductive,  de- 
mographic, and  socioeconomic  fac- 
tors have  been  associated  repeatedly 
with  increased  risk  for  infant  mor- 
tality (4).  While  their  causal  role  in 
infant  mortality  is  not  always  clear, 
these  factors  provide  targets  for  pre- 
ventive interventions  that  might  ac- 
celerate the  secular  trend.  To  iden- 
tify factors  that  might  be  targeted 
in  Texas,  we  studied  earlier  (5)  the 
1984-through-1986  triethnic  co- 
hort of  Texas  births  for  associations 
among  ethnicity,  gestational  age  at 
birth,  maternal  age,  parity  and  pre- 
natal care,  and  low  birth  weight 
(the  strongest  predictor  of  infant 
mortality  [6]);  we  concluded  that 
black  infants  had  a systematic  ten- 
dency to  be  born  at  earlier  gesta- 
tional ages  and  with  lower  birth 
weights  than  did  Anglo  and  His- 
panic infants.  Within  each  ethnic 
group,  mothers  younger  than  18 
years,  multiparous,  and/or  with  in- 
adequate or  no  prenatal  care  had 
increased  rates  of  preterm,  very 
low-birth-weight,  and  low-birth- 
weight  births.  The  present  study 
examined  that  birth  cohort  for  the 
association  of  the  same  risk  factors 
with  subsequent  infant  deaths. 
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Jeremy  Ying,  MS 
George  R.  Kerr,  MD 

MATERIALS  AND  METHODS 

Birth  certificates  for  the  approxi- 
mately 300,000  Texas  births  that  oc- 
cur each  year  are  recorded  by  the  Bu- 
reau of  Vital  Statistics,  Texas 
Department  of  Health.  To  obtain 
sufficient  data  for  meaningful  analy- 
ses of  factors  associated  with  uncom- 
mon events  such  as  infant  mortality, 
we  needed  to  combine  data  from  sev- 
eral years.  Accordingly,  we  obtained 
computer  files  containing  birth  cer- 
tificate information  for  the  924,843 
births  during  the  years  1984  through 
1986  and  matched  them  with  infor- 
mation on  the  death  certificates  for 
those  infants  who  died. 

Analyses  were  limited  to  births 
that  were  resident  (to  reduce  risk  of 
missing  out-of-state  deaths),  that 
were  singleton  (to  eliminate  the  in- 
creased risk  of  multiple-birth  preg- 
nancies for  preterm  birth,  low  birth 
weight,  and  infant  mortality),  and 
that  represented  the  three  major  eth- 
nic populations  of  the  state.  Black 
race  was  identified  on  the  birth  cer- 
tificate; white  race  was  subdivided 
into  “Anglo”  and  “Hispanic”  accord- 
ing to  whether  or  not  the  mother  was 
identified  on  the  birth  certificate  as 
being  “of  Spanish  origin.” 

Birth  weight  was  reported  on  vir- 
tually all  birth  certificates  and 
grouped  into  five  categories:  very  low 
birth  weight  (less  than  1500  g);  mod- 
erately low  birth  weight  (1500 
through  2499  g);  total  low  birthi 
weight  (less  than  2500  g);  normal 
birth  weight  (2500  through  3999  g); 
and  high  birth  weight  (4000  g or 
more).  The  gestational  age  at  birth’ 
(weeks  completed  from  the  first  day| 
of  the  last  menstrual  period)  was  esti- : 
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ma  ted  for  96.2%  of  births  and 
grouped  into  less  than  19  weeks,  2- 
week  intervals  between  19  to  20  and 
43  to  44  weeks,  and  45  weeks  or 
more.  As  defined  by  the  US  National 
Center  for  Health  Statistics  (7),  ges- 
tational ages  estimated  to  be  less  than 
37  completed  weeks  were  considered 
preterm.  More  than  96%  of  birth 
certificates  contained  information  on 
both  birth  weight  and  gestational 
age.  Maternal  ages  were  reported  for 
more  than  99.9%  of  births  and 
grouped  into  less  than  15  years,  15 
through  19,  20  through  24,  25 
through  29,  30  through  34,  35 
through  39,  and  40  years  and  over. 
Maternal  parity  was  reported  for 
100%  of  births  and  categorized  as 
primiparous,  high  multiparous  (3  or 
more  pregnancies  to  women  aged  25 
years  or  less;  4 or  more  to  women 
aged  25  years  or  more),  and  low  mul- 
tiparous (any  other  combination  of 
maternal  parities  and  ages).  Visits  for 
prenatal  care  were  reported  for  100% 
of  births;  in  95.0%,  prenatal  visits 
were  reported  in  adequate  detail  to 
be  categorized  as  adequate,  interme- 
diate, inadequate,  incomplete  (in- 
sufficient data  to  calculate  the  In- 
dex), or  none  by  a modified  Kessner 
Health  Service  Index  (8),  which  is 
based  on  the  trimester  of  the  first 
prenatal  visit  and  the  total  number  of 
prenatal  visits  during  gestation. 

The  statistical  package  SPSS-X  (9) 
was  used  for  analyses  of  the  relation- 
ships between  single  variables  report- 
ed on  the  birth  certificates  and  the 
neonatal  mortality  rate  (NMR:  in- 
fant deaths  from  ages  0 through  27 
days  per  1000  live  births);  the  post- 
neonatal  mortality  rate  (PNMR:  in- 
fant deaths  from  ages  28  through 


365  days  per  1000  live  births);  and 
the  IMR  (total  infant  deaths  per 
1000  live  births). 

RESULTS 

Births  and  infant  deaths 
A total  of  877,738  resident,  singleton 
births  were  reported  for  the  three 
ethnic  groups  during  the  3-year  peri- 
od: 55.1%,  31.3%,  and  13.6%,  re- 
spectively, to  Anglo,  Hispanic  and 
black  mothers.  A total  of  7344  infant 
deaths  were  reported  from  this  birth 
cohort:  48.9%,  29.4%,  and  21.8%, 
respectively,  from  the  same  ethnic 
groups.  This  resulted  in  an  overall 
IMR  of  8.4  per  1000  live  births,  and 
7.4,  7.8,  and  13.4  per  1000  Anglo, 
Hispanic,  and  black  births,  respec- 
tively (Table  1).  Neonatal  deaths  ac- 
counted for  61.4%  of  the  total,  an 
overall  NMR  of  5.1  per  1000  live 
births,  and  4.6,  4.8,  and  8.0  per 
1000,  respectively,  in  Anglo,  Hispan- 
ic, and  black  neonates.  The  overall 
PNMR  was  3.2  per  1000,  reflecting 
rates  of  2.8,  3.0,  and  5.3  per  1000  in 
the  same  ethnic  groups. 

Infant  mortality  associated  with 
specific  gestational  ages  at  birth 
A surprisingly  low  NMR  was  noted 
among  infants  with  gestational  ages 


estimated  to  be  less  than  23  weeks, 
but  the  overall  NMR  was  about  400 
per  1000  in  those  born  at  23  through 
24  weeks  of  gestation  (Fig  1).  There- 
after, the  NMR  fell  progressively  with 
advancing  gestational  age,  reaching  1 
to  2 per  1000  by  39  through  40 
weeks.  Between  24  and  38  weeks  of 
gestation,  the  NMRs  of  the  three  eth- 
nic groups  decreased  in  parallel,  but 
the  rates  in  black  neonates  were  con- 
sistently lower  than  those  of  Hispan- 
ics,  which  were,  in  turn,  consistently 
lower  than  those  of  Anglo  neonates. 
After  40  weeks  of  gestation,  the  NMR 
rose  slightly  in  all  three  ethnic  groups. 
The  NMR  of  all  births  was  about 
twice  as  high  in  black  (8.0  per  1000) 
as  in  Anglo  and  Hispanic  neonates 
(4.5  to  4.8  per  1000),  primarily  be- 
cause of  the  larger  proportion  of  black 
neonates  that  were  born  at  preterm 
gestational  ages. 

An  unexpectedly  low  PNMR  was 
also  noted  in  infants  born  at  the  earli- 
est estimated  gestational  ages,  but  the 
overall  PNMR  was  56.8  per  1000  live 
births  among  infants  born  at  25 
through  26  weeks  of  gestation  (Fig  2). 
Thereafter,  PNMRs  fell  with  increas- 
ing gestational  age,  reaching  levels  of 
2 to  3 per  1000  live  births  by  39 
through  40  weeks  of  gestation.  Be- 
tween 28  and  32  weeks,  the  PNMR 


Table  I.  Neonatal,  postneonatal,  and  total  infant  mortality  rates  (per  1000  live  births)  by  ethnic- 
ity, Texas  births,  1984  thorugh  1986.* 


Anglo 

Hispanic 

Black 

Total 

Neonatal  mortality  rate 

4.6 

4.8 

8.0 

5.1 

Postneonatal  mortality  rate 

2.8 

3.0 

5.3 

3.2 

Infant  mortality  rate 

7.4 

7.8 

13.4 

8.4 

‘Representing  877,738  resident,  singleton  births  and  7344  infant  deaths. 
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Fig  1.  Neonatal  mortality  rates  by  ethnicity  and  gestational  age  at  birth:  resident,  singleton  Texas 
births,  1984  through  1986. 

1000  -I 


'Per  1000  resident  and  singleton  live  births 


Fig  2.  Postneonatal  mortality  rates  by  ethnicity  and  gestational  age  at  birth:  resident,  singleton 
Texas  births,  1984  through  1986. 

1000  - 


'Per  1000  resident  and  singleton  live  births 

decreased  in  parallel  in  the  three  eth- 
nic groups,  with  no  particular  ethnic 
differences  apparent.  After  32  weeks, 
the  PNMR  was  consistently  higher  in 
black  infants,  while  rates  in  Anglo 
and  Hispanic  infants  wete  similar.  Af- 
ter 40  weeks  of  gestation,  PNMRs  in- 
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creased  slightly  in  all  three  ethnic 
groups,  with  black  infants  continuing 
to  have  the  highest  rates.  The  total 
IMR  reflected  the  combined  NMRs 
and  PNMRs,  with  unexpectedly  low 
rates  observed  at  the  earliest  gesta- 
tional ages,  but  the  overall  IMR  was 


400  to  500  per  1000  at  23  through 
24  weeks  of  gestation,  decreasing 
thereafter  until  39  through  40  weeks, 
when  values  of  3 to  5 per  1000  live 
births  were  reached  (Fig  3).  Between 
23  and  34  weeks  of  gestation,  the 
IMRs  of  the  three  ethnic  groups 
reflected  the  NMRs,  falling  in  paral- 
lel, with  the  rates  of  black  infants  con- 
sistently below  those  of  Hispanic  and 
Anglo  infants  (at  some  gestational 
ages,  the  IMR  of  black  infants  was 
less  than  half  that  of  Anglo  infants). 
After  34  weeks  of  gestation,  the  IMRs 
reflected  the  PNMR  pattern,  being 
highest  in  black  infants. 

Infant  mortality  associated  with 
specific  birth  weight  categories 
Birth  weight  was  also  a major  predic- 
tor of  infant  mortality,  with  IMRs  de- 
creasing progressively  as  birth  weight 
rose  (Table  2).  Very  low-birth- weight 
infants  had  an  IMR  of  349  per  1000, 
with  85%  of  deaths  occurring  in  the 
neonatal  period;  the  NMRs  of  Anglo 
and  Hispanic  neonates  were  slightly 
higher  than  that  of  black  neonates. 
Moderately  low  birth  weight  was  asso- 
ciated with  an  IMR  of  29  per  1000, 
with  62%  of  the  deaths  occurring  in 
the  neonatal  period;  the  NMRs  of 
Anglo  and  Hispanic  infants  were 
twice  that  of  black  neonates.  Normal 
birth  weight  infants  had  an  IMR  of 
4.0  per  1000,  with  60%  of  deaths  oc- 
curring in  the  postneonatal  period; 
the  IMRs  were  twice  as  high  in  black 
as  in  Anglo  and  Hispanic  infants. 
High-birth-weight  infants  had  the 
lowest  IMRs  (2.5  per  1000),  with 
NMRs  and  PNMRs  being  generally 
similar,  and  with  blacks  having  higher 
NMRs  and  IMRs  than  Anglo  and 
Hispanic  infants. 
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Fig  3.  InHint  mortality  rates  by  ethnicity  and  gestational  age  at  birth:  resident,  singleton  Texas 
births,  1984  through  1986. 

1000  -| 


*Per  1000  resident  and  singleton  live  births 


Infant  mortality  associated  with  ma- 
ternal age,  parity,  and  prenatal  care 
I Maternal  age 

I The  IMR  of  infants  born  to  mothers 
i younger  than  15  years  was  18.1  per 
1000  live  births,  falling  to  11.2  per 
1000  in  those  aged  15  through  19 
I years,  to  8.6  per  1000  in  those  aged 
1 20  through  24  years,  to  7.1  per  1000 
in  those  aged  25  through  34  years, 
and  then  rising  to  12.3  per  1000  in 
mothers  older  than  40  years  (Table 
3).  The  same  trend  was  seen  in  each 


ethnic  group  (except  for  black  moth- 
ers older  than  40  years),  and  (with 
this  exception)  the  NMRs,  PNMRs, 
and  IMRs  of  infants  born  to  black 
women  were  consistently  higher  than 
those  of  Anglo  and  Hispanic  infants 
at  all  maternal  ages. 

Parity 

The  IMR  was  highest  in  high  multi- 
parous women,  with  little  difference 
noted  between  primiparous  and  low 
multiparous  women  (Table  4).  The 


NMRs,  PNMRs,  and  IMRs  were 
about  twice  as  high  in  black  as  in 
Anglo  and  Hispanic  infants  at  each 
level  of  maternal  parity. 

Prenatal  care  index 

The  IMR  increased  from  6.3  per 
1000  in  pregnancies  with  adequate 
visits  for  prenatal  care,  to  8.8  per 
1000  in  those  with  intermediate  vis- 
its, to  9.2  in  those  with  inadequate 
visits,  and  to  22.9  per  1000  in  those 
for  which  no  prenatal  care  at  all  was 
reported  (Table  5).  The  NMRs,  PN- 
MRs, and  IMRs  were  almost  always 
much  higher  in  black  infants  at  each 
level  of  prenatal  care. 

DISCUSSION 

The  secular  reduction  in  IMR  that 
accompanies  societal  development  is 
thought  to  reflect  improved  socioeco- 
nomic conditions,  reduction  of  risk 
factors  associated  with  increased 
NMRs  (especially  low-birth-weight 
and  preterm  births),  reduction  of  en- 


Table  2.  Neonatal,  postneonatal,  and  infant  mortality  rates  associated  with  specific  birth  weight  categories,  by  ethnicity,  Texas  births,  1984 
thorugh  1986. 


Anglo 

Hispanic 

Black 

Total 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

VLBW 

308 

46 

354 

302 

64 

366 

271 

55 

326 

295 

53 

349 

MLBW 

21 

10.9 

32 

21 

11.0 

32 

9.8 

11.2 

21 

17.9 

11.0 

29 

LBW 

64 

16.2 

81 

63 

18.9 

82 

61 

19.7 

80 

63 

17.9 

81 

NBW 

1.6 

2.3 

3.8 

1.5 

2.2 

3.6 

1.5 

3.7 

5.2 

1.5 

2.4 

4.0 

HBW 

0.9 

1.4 

2.2 

1.6 

1.3 

3.0 

2.3 

1.3 

3.6 

1.2 

1.3 

2.5 

Total 

4.5 

2.8 

7.4 

4.8 

3.0 

7.8 

8.0 

5.3 

13.3 

5.1 

3.2 

8.3 

Representing  877,277  resident  singleton  births  and  7280  infant  deaths  for  which  birth  weights  were  recorded  on  the  birth  certificate. 

NMR  = neonatal  mortality  rate.  PNMR  = postneonatal  mortality  rate.  IMR  = infant  mortality  rate.  All  rates  are  deaths  per  1000  live  births. 
VLBW  = very  low  birth  weight  (under  1500  g).  MLBW  = moderately  low  birth  weight  (1500  through  2499  g).  LBW  = low  birth  weight  (under 
I 2500  g).  NBW  = normal  birth  weight  (2500  through  3999  g).  HBW  = high  birth  weight  (4000  g and  above). 

I Values  over  20  are  rounded  to  the  nearest  whole  number. 
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Table  3-  Neonatal,  postneonatal,  and  infant  mortality  rates  by  maternal  age  and  ethnicity,  Texas  births,  1984  through  1986. 


Matetnal 
Age,  y 

Anglo 

Hispanic 

Black 

Total 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

Undet  15 

8.9 

5.9 

14.8 

7.5 

6.0 

13.4 

16.9 

8.1 

25.0 

11.4 

6.8 

18.1 

15-19 

6.3 

4.9 

11.2 

5.2 

4.1 

9.4 

7.7 

6.9 

14.6 

6.2 

5.0 

11.2 

20-24 

4.6 

3.3 

7.9 

4.5 

3.0 

7.4 

8.0 

5.6 

13.6 

5.1 

3.5 

8.6 

25-29 

4.2 

2.2 

6.4 

4.3 

2.4 

6.8 

7.8 

4.0 

11.7 

4.7 

2.5 

7.1 

30-34 

4.1 

1.9 

6.0 

5.2 

2.5 

7.7 

7.6 

4.4 

11.9 

4.7 

2.3 

7.1 

35-39 

4.6 

2.2 

6.9 

6.6 

2.7 

9.3 

12.0 

4.6 

16.5 

6.1 

2.6 

8.7 

40+ 

6.9 

5.3 

12.2 

8.1 

4.6 

12.7 

6.9 

3.5 

10.4 

7.5 

4.8 

12.3 

Total 

4.6 

2.8 

7.4 

4.8 

3.0 

7.8 

8.0 

5.3 

13.4 

5.1 

3.2 

8.4 

Representing  877,587  resident,  singleton  births  and  7340  infant  deaths  for  which  maternal  age  was  reported  on  the  birth  certificates. 
NMR  = neonatal  mortality  rate.  PNMR  = postneonatal  mortality  rate.  IMR  = infant  mortality  rate. 


vironmental  risk  factors  associated 
with  increased  PNMRs,  and  im- 
proved access  to  more  effective  health 
care  (10-12).  The  IMR-reduction 
Health  Objective  for  the  Year  2000 
might  be  achieved  by  a continuation 
of  this  secular  process,  but  to  accom- 
plish an  accelerated  reduction,  we 
must  first  identify  causes  of  infant 
mortality  that  might  be  prevented  by 
specific  or  nonspecific  interventions 
(13).  The  ability  to  examine  matched 
birth  and  infant  death  records  pro- 
vides a valuable  opportunity  to  de- 
velop hypotheses  about  which  inter- 
ventions might  be  most  effective  in 
reducing  infant  mortality  from 
specific  causes  (14). 

Preterm  birth  is  probably  the  ma- 
jor risk  factor  for  infant  mortality 
(15),  and  9.2%  of  the  1984-through- 
1986  birth  cohort  were  considered 


preterm,  with  the  rate  in  blacks 
(15.7%)  being  higher  than  those  of 
Anglos  (7.1%)  and  Hispanics  (10.1%) 
(5).  One  of  the  enigmas  in  perinatal 
medicine  is  the  reason  for  the  higher 
IMRs  of  preterm  Anglo  as  compared 
to  black  newborns  of  the  same  gesta- 
tional age  (16,17).  But  the  elevated 
proportion  of  black  infants  born  at 
pfeterm  gestation  and  their  elevated 
NMRs  (even  if  not  elevated  to  the  ex- 
tent seen  in  Anglo  infants)  combined 
with  the  elevated  PNMR  of  black  in- 
fants to  result  in  an  overall  IMR  that 
was  almost  twice  as  high  in  black  as  in 
Anglo  and  Hispanic  infants. 

Low  birth  weight  is  also  a major 
risk  factor  for  infant  mortality  (6) 
and  reflects  some  combination  of 
preterm  birth  and/or  fetal  growth  de- 
lay. Black  mothers  in  this  cohort  had 
roughly  twice  the  proportion  of  very 


low-birth-weight  and  moderately! 
low-birth-weight  births  and  had! 
about  half  the  proportion  of  high-, 
birth-weight  births  as  Anglo  and  His-| 
panic  mothers  (5).  The  unexpectedly! 
low  IMR  of  infants  born  at  the  earli-i 
est  gestational  ages,  which  has  been! 
noted  in  many  previous  population! 
surveys  (18),  was  at  least  partly  ex-i 
plained  by  the  unexpectedly  high| 
birth  weights  of  some  of  those  in- 
fants. This  suggests  that  the  mostj 
likely  explanation  is  underestimation! 
of  the  duration  of  those  pregnancies! 
because  very  preterm  infants  with' 
birth  weights  appropriate  for  thati 
gestational  age  had  the  expected  high! 
IMRs,  while  those  with  heavier  birthi 
weights  had  IMRs  more  in  keeping! 
with  the  gestational  ages  appropriate; 
for  those  birth  weights.  ; 

A number  of  maternal  and  prena-j 


Table  4.  Neonatal,  postneonatal,  and  infant  mottaliry  rates  by  maternal  parity  and  ethnicity,  Texas  births,  1984  through  1986. 


Anglo 

Hispanic 

Black 

Total 

1 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR  , 

Primiparous 

4.6 

2.5 

7.1 

5.2 

2.6 

7.8 

8.2 

4.1 

12.3 

5.2 

2.7 

8.0 

Low  multipatous 

4.2 

2.7 

6.9 

4.5 

2.9 

7.3 

7.5 

5.2 

12.7 

4.7 

3.1 

7.8 

High  multiparous 

6.5 

4.8 

11.3 

5.0 

3.7 

8.7 

8.9 

7.9 

16.8 

6.2 

4.8 

11.0 

Total 

4.6 

2.8 

7.4 

4.8 

3.0 

7.8 

8.0 

5.3 

13.4 

5.1 

3.2 

8.4 

Representing  877,738  resident,  singleton  births  and  7344  infant  deaths  for  which  maternal  parity  was  reported  on  the  birth  certificate. 
NMR  = neonatal  mortality  rate.  PNMR  = postneonatal  mottality  rate.  IMR  = infant  mortality  rate. 
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Table  5.  Neonatal, 

postneonatal,  , 

and  infant 

mortality 

rates  by  adeqi 

Liacy  of  prc 

natal  care 

and  ethnicity,  fexas 

births,  1984  tli 

1 rough 

1 986. 

Anglo 

Hispanic 

Black 

Total 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

NMR 

PNMR 

IMR 

Adequate 

3.5 

2.0 

5.6 

4.3 

2.2 

6.5 

6.4 

3.9 

1 0.3 

4.0 

2.3 

6.3 

Intermediate 

5.1 

3.7 

8.7 

4.5 

2.9 

7.3 

6.8 

5.3 

12.2 

5.1 

3.6 

8.8 

Inadequate 

5.5 

5.4 

10.9 

3.5 

3.8 

7.3 

4.6 

6.5 

11.1 

4.4 

4.8 

9.2 

No  PNC 

17.8 

9.2 

27.0 

9.5 

5.3 

14.8 

31.0 

11.8 

42.9 

15.4 

7.5 

22.9 

Incomplete* 

12.0 

3.9 

15.9 

8.4 

4.0 

12.4 

18.6 

9.3 

27.9 

11.4 

4.6 

16.0 

Total 

4.6 

2.8 

7.4 

4.8 

3.0 

7.8 

8.0 

5.3 

13.4 

5.1 

3.2 

8.4 

Representing  877,738  resident,  singleton  births  and  7344  infant  deaths  for  which  details  of  PNC  were  provided  on  the  birth  certificate. 
NMR  = neonatal  mortality  rate.  PNMR  = postneonatal  mortality  rate.  IMR  = infant  mortality  rate.  PNC  = prenatal  care. 

‘Some  information  on  prenatal  care,  but  inadequate  to  calculate  Kessner  Index. 


tal  factors  also  predict  risk  for  IMR 
(4,19,20).  Risks  for  preterm  birth, 
low  weight  birth,  and  infant  mortali- 
1 ty  are  highest  at  the  extremes  of  ma- 
' ternal  age  (21),  and  previous  analyses 
of  this  birth  cohort  indicated  that  the 
I risks  for  these  adverse  outcomes  were 
higher  in  black  women  in  all  cate- 
gories of  maternal  age  (5).  Extremes 
t of  maternal  parity  are  associated  with 
a more  modest  increase  in  the  inci- 
dence of  these  adverse  pregnancy 
outcomes  (22),  but  they  are  again 
consistently  higher  in  black  women 
' of  each  parity  category  (5). 

Inadequate  prenatal  care  is  also  as- 
sociated with  an  increased  risk  for 
j adverse  pregnancy  outcomes  and  in- 
Sant  mortality  (23),  and  decreasing 
adequacy  of  prenatal  care  in  this 
birth  cohort  was  associated  with  in- 
creasing adverse  pregnancy  outcomes 
1(5)  and  IMRs,  but  black  women 
j were  at  highest  risk  within  each  cate- 
gory of  prenatal  care.  However,  even 
high-risk  categories  appeared  to  have 
i only  a modest  effect  on  adverse  preg- 
nancy outcomes  and  IMRs  of  His- 
panic infants. 

Risk  for  infant  mortality  probably 
'varies  with  the  number  of  coexisting 
I risk  factors  (24),  some  of  which  may 
be  targeted  for  sociologic  or  biomedi- 
cal preventive  strategies.  The  biologic 
! and  sociologic  risk  factors  for  preterm 


and  low-birth-weight  birth  are  estab- 
lished (4,25-29),  but  their  sensitivity 
and  specificity  for  predicting  the  out- 
come of  individual  pregnancies  are 
limited  (30).  Nevertheless,  the  consis- 
tently higher  risk  of  black  women  for 
adverse  pregnancy  outcomes  and  in- 
fant mortality,  regardless  of  the  causal 
processes,  should  be  considered  in 
planning  their  prenatal  care.  Teenage 
pregnancies  and  high  maternal  parity 
are  risk  factors  for  infant  mortality 
that  might  be  reduced  through  family 
planning.  Studies  have  reported  im- 
pressive improvements  in  pregnancy 
outcomes  after  provision  of  compre- 
hensive prenatal  care  (31).  And  cor- 
rection of  other  risk  factors  such  as 
maternal  smoking  (32)  and  inade- 
quate diet  (33)  may  also  reduce  risk 
for  adverse  pregnancy  outcome  and 
infant  mortality.  Perhaps  the  most 
promising  area  for  intervention  is  ap- 
parent in  the  sharp  reduction  in  the 
NMR  that  accompanies  each  addi- 
tional week  of  gestational  age  for 
preterm  births.  A number  of  strategies 
for  delay  of  preterm  birth  have  been 
proposed  (34),  and  delay  by  as  little  as 
2 weeks  may  reduce  the  risk  of  infant 
mortality  by  as  much  as  50%. 

These  studies  have  obvious 
methodologic  limitations.  The  infor- 
mation provided  on  the  birth 
certificates  may  not  always  be  valid. 


and  of  particular  concern  is  the  limi- 
tation in  estimating  gestational  age  at 
birth  (35).  Furthermore,  estimating 
the  “adequacy”  of  prenatal  care  by 
the  timing  and  number  of  prenatal 
visits  fails  to  identify  the  critical  con- 
tents of  that  care.  These  limitations 
are  countered  to  some  extent  by  the 
possibility  that  associations  of  risk 
factors  with  adverse  pregnancy  out- 
comes and  infant  mortality  may 
identify  either  cause-specific  or  non- 
specific interventions  that  might  be 
effective  in  reducing  those  outcomes. 
Such  analyses  have  not  previously 
been  possible  in  Texas  because  of  the 
limited  information  provided  on 
Texas  birth  certificates.  With  the  re- 
vised birth  certificate  adopted  in 
1989,  more  detailed  analyses  will  be 
possible.  Potential  benefits  include 
improved  understanding  of  the  caus- 
es of,  and  risk  factors  associated  with, 
adverse  pregnancy  outcomes  and  in- 
fant mortality,  and  an  improved  po- 
tential for  more  effectively  prevent- 
ing and  treating  them. 
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M U S C U 1. 1)  S K E L E T A L INJURY 

The  Musculoskeletal  Injury  Series,  an 
occasional  feature  oy"  Texas  Medicine, 
is  presented  by  the  Department  of 
Orthopaedics  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio.  Peter  Lf.  McGanity,  MD, 
serves  as  guest  editor  of  the  series. 


Send  reprint  requests  to  Anne  Little,  Depart- 
ment of  Orthopaedics,  The  University  of 
Texas  Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7774. 


Fracture  of  the  posterior  process  of  the  talus: 
a discussion  and  case  presentation 


Miguel  A.  Hernandez  III,  MD 


The  differential  diagnosis 

of  an  acute  ankle  injury 
should  include  fractures  of 
the  tibia,  fibula,  talus,  and  calcaneus 
as  well  as  Achilles  tendinitis,  partial 
avulsion  of  the  Achilles  tendon,  and 
subluxation  of  the  peroneal  tendons. 
In  some  cases,  what  is  believed  ini- 
tially to  be  an  ankle  sprain  is,  in  fact, 
an  uncommon  ankle  fracture.  Such  a 
case  of  fracture  of  the  posterior  pro- 
cess of  the  talus  is  presented. 

CASE  REPORT 

The  patient  is  a 43-year-old  Hispanic 
man  who  presented  with  a grossly 
swollen  right  ankle  3 days  after  slip- 
ping and  injuring  it  in  a fall.  Ecchy- 
mosis  extended  over  both  malleoli. 


Findings  of  the  neurovascular  exami- 
nation were  normal,  but  the  range  of 
motion  was  limited  by  pain  and 
swelling.  The  ankle  was  tender  to 
palpation,  both  laterally  and  medially 
to  the  Achilles  tendon.  Initial  radio- 
graphs taken  in  the  emergency  room 
were  reported  to  show  no  fracture 
(Fig  1).  The  ankle  was  wrapped  with 
an  elastic  bandage,  and  the  patient 
was  taught  to  walk  with  crutches, 
without  bearing  weight  on  his  right 
lower  extremity.  At  the  follow-up  ap- 
pointment 1 week  later,  the  patient 
presented  with  decreased  swelling 
and  ecchymosis  but  was  unable  to 
bear  weight  because  of  pain.  Repeat 
radiographs  revealed  a fracture  of  the 
posterior  process  of  the  talus  (Fig  2). 
The  patient  was  placed  in  a short  leg 


Fig  1.  Lateral  radiograph  of  right  ankle  taken  in  the  emergency  room 
showed  no  apparent  fracture. 
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Fig  2.  Lateral  radiograph  of  the  same  ankle  taken  1 week  later  revealed 
fracture  of  the  posterior  process  of  the  talus  (arrow). 


Fig  3.  Lateral  radiograph  of  the  right  ankle,  taken  1 year  after  excision 
of  posterior  process  of  the  talus,  showed  complete  healing. 


cast  and  allowed  partial  weight  bear- 
ing for  6 weeks.  He  was  encouraged 
to  increase  weight  bearing  on  the  an- 
kle as  his  discomfort  allowed.  Pain 
persisted  despite  vigorous  physical 
therapy  and  anesthetic  injections 
into  the  ankle  joint.  Seven  months 
after  the  injury,  a nonunion  of  the 
fracture  was  evident.  Excision  of  the 
posterior  process  was  recommended. 
The  patient  consented  to  the  proce- 
dure, which  was  performed  without 
complication.  After  the  operation, 
his  ankle  was  placed  in  a compressive 
dressing;  he  was  allowed  protected 
weight  bearing  for  2 weeks  and  full 
weight  bearing  thereafter.  At  follow- 
up 1 year  after  the  excision,  19 
months  from  the  date  of  injury,  the 
patient  had  an  excellent  result  with 
no  restriction  of  his  activity  (Fig  3). 

ANATOMY 

The  posterior  process  of  the  talus  is 
composed  of  medial  and  lateral  tu- 
bercles separated  by  a groove  for  the 
tendon  of  the  flexor  hallucis  longus 
(Fig  4).  The  posterior  fibers  of  the 
deltoid  ligament  insert  into  the  me- 
dial tubercle,  and  the  posterior 


talofibular  ligament  inserts  into  the 
lateral  tubercle  (1).  The  bifurcate 
talocalcaneal  ligament  has  one 
branch  that  attaches  to  the  smaller 
medial  tubercle  while  the  other  at- 
taches to  the  lateral  tubercle. 

OS  TRIGONUM  TARSI 

Occasionally,  a fracture  of  the  poste- 
rior process  of  the  talus  is  mistaken 
for  a normal  accessory  bone,  the  os 
trigonum.  The  os  trigonum,  reported 
to  be  present  bilaterally  in  approxi- 
mately 5%  of  people  and  unilaterally 
in  more  than  two  thirds  (2),  arises 
from  a separate  ossification  center 
just  posterior  to  the  lateral  tubercle 
and  either  fuses  with  the  posterior 
process  or  remains  as  a separate  ossi- 
cle throughout  life.  Rosenmuller  (3) 
first  described  the  os  trigonum  in 
1804.  In  1914,  Geist  (4)  presented  a 
series  of  100  roentgenograms  of  the 
ankle  in  asymptomatic  individuals;  7 
of  these  roentgenograms  showed  a 
unilateral  os  trigonum.  Three  of 
these  showed  a large  posterior  pro- 
cess on  the  contralateral  foot.  Bur- 
man  and  Lapidus  (5)  found  a sepa- 
rate bone  in  64  of  1000  feet 


examined  radiographically. 

As  with  other  accessory  bones,  the 
edges  of  an  os  trigonum  appear 
smooth,  and  its -body  is  composed  of 
dense  cortical  bone.  In  contrast,  a 
fracture  of  the  posterior  process  usu- 
ally has  jagged  edges  and  an  irregular 
cortical  surface.  In  cases  of  a chronic 
fracture  of  the  posterior  process  of 
the  talus,  these  features  are  less  dis- 
tinct, and  a technetium  bone  scan  is 
a more  definitive  test  to  differentiate 
between  the  two.  Johnson  et  al  (6) 
reported  a series  in  which  a tech- 
netium scan  showed  intense  in- 
creased uptake  at  the  posterior  pro- 
cess, indicating  fracture  or  nonunion. 

FRACTURE  OF  THE  POSTERIOR 
PROCESS  OF  THE  TALUS 

Patients  with  fractures  of  the  posteri- 
or process  of  the  talus  present  most 
frequently  with  symptoms  of  an  an- 
kle sprain.  Clinical  examination  may  I 
demonstrate  tenderness  anterior  andj 
deep  to  the  Achilles  tendon,  ecchy-j 
mosis,  joint  swelling,  crepitus,  andl 
pain  with  ankle  plantar  flexion  ori 
subtalar  motion.  Active  flexion  of  the 
great  toe  may  also  produce  pain  as! 
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Fig  4.  Diagram  of  posterior  process  of  the  talus.  Note  the  two  tubercles  separated 
by  the  groove  for  the  flexor  hallucis  longus  tendon. 


the  flexor  hallucis  longus  moves  over 
the  fracture  site. 

This  fracture  is  usually  caused  by 
forced  plantar  flexion  of  the  foot  that 
entraps  the  posterior  process  between 
the  calcaneus  and  the  posterior  lip  of 
the  tibia.  The  fracture  should  be  treat- 
ed initially  in  a short  leg  cast  or,  if 
swelling  is  severe,  in  a compressive 
splint  and  dressing.  The  patient  should 
be  protected  from  full  weight  bearing 
for  4 to  6 weeks.  If  the  posterior  tibial 
neurovascular  bundle  is  compressed 
with  neurologic  or  vascular  compro- 
mise, early  open  reduction  and  internal 
fixation  may  be  indicated  (7). 

Paulos  et  al  (8)  presented  a study 
of  1 5 patients  with  chronic  disability 
after  having  sustained  an  “ankle 
sprain.”  All  patients  demonstrated 
bony  changes  in  the  area  of  the  pos- 
terior talus,  consistent  with  fractures 
of  the  posterior  process.  Paulos  pro- 
posed cast  immobilization  if  the  frac- 
ture was  diagnosed  early  but  pre- 
ferred to  surgically  remove  the 
fragment  in  patients  for  whom  con- 


servative treatment  had  failed.  In  our 
experience,  excision  of  the  bony  frag- 
ment has  led  to  the  return  of  painless 
function  with  a good  or  excellent  re- 
sult in  most  patients  (9). 

CONCLUSION 

Fracture  of  the  posterior  process  of  the 
talus  may  be  easily  confused  with  an 
accessory  ossicle  or  a normal  talus. 
These  fractures  must  be  identified 
during  the  acute  setting  and  treated 
with  immobilization.  If  there  is  any 
doubt,  the  ankle  should  be  immobi- 
lized and  the  patient  kept  from  bear- 
ing weight.  Further  radiographic  eval- 
uation may  include  a bone  scan.  If  this 
fracture  is  missed,  the  chronic  sequelae 
may  include  posttraumatic  arthritis  or 
painful  nonunion  of  the  fracture. 
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Opportunities  Available 

Anesthesiology 

Board  Certified  Anesthesiologist  and  2 C.R.N.A.’s  with 
10  years  experience  in  outpatient  surgerx'  and  pain  manage- 
ment seeking  busy  practice  in  Texas.  Call  (409)  756-0300. 


Anesthesiology  Residency  positions  (CA-I 
level)  available  January  I,  1995  as  a result  of  mid- 
term graduations.  Must  have  completed  clinical 
base  year  requirements.  Department  is  academi- 
cally oriented.  Delightful  community  within  dri- 
ving distance  of  skiing,  etc.  Contact  Edward 
Wilson,  MD,  Residency  Program  Coordinator,  or 
Gabor  Racz,  MD,  Professor  and  Chairman, 
Department  of  Anesthesiology,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  Texas 
79430.  (806)  743-2981,  FAX  (806)  743-2984. 
Texas  Tech  University  and  Texas  Tech  HSC  are 
equal  opportunity/affirmative  action  employers. 


Emergency  Medicine 

Home  on  the  Range!  If  you’re  drawn  to  the  adventure  of 
the  wild  west,  we  can  help  you  get  there.  Emergency  Medi- 
cine practice  opportunities  available  in  the  Panhandle  of 
Texas.  Volumes  range  from  2,000  to  45,000  with  remuner- 
ation competitively  set.  For  more  information,  contact 
Cheryl  Grimm  at  1-800-745-5402  or  send/fax  CV  to 
Coastal  Emergency  Services  of  Dallas,  Inc.,  3010  LBJ  Free- 
way. Suite  1300,  LB#43,  Dept.  SAU,  Dallas,  TX  75234. 
FAX:  214-484-4395. 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)  822-9811  800-999-3728 

Fax  (210)  822-1885 


Needed:  Emergency  physicians  — North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Merri- 
mac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4- 
day  week,  13  hr  days,  50  weeks/year.  Profit  sharing  above 
guarantee.  Contact  Wayne  Williams,  MD,  915-942-8611, 
Shamrock  Clinics,  4208  College  Hills,  San  Angelo,  TX 
76904. 

Fort  Worth  area:  Immediate  opportunity  for  a Medical 
Director  at  an  impressive  five-story,  112-bed  hospital  just 
south  of  the  DFW  area.  Qualified  candidates  will  be 
BP/BC  primary  care  and  have  a strong  desire  to  lead  an 
efficient  team.  Competitive  remuneration,  benefits,  and 
support  from  a nearby  subsidiary  office.  For  further  infor- 
mation, please  contact  Cheryl  Grimm  at  1-800-745-5402 
or  fax/send  CV  to  Coastal  Emergency  Services,  P.A..  3010 
LBj  Freeway,  Suite  1300,  Dept.  SAU,  Dallas,  TX  75234. 
FAX:  214-484-4395. 

Texas,  Dallas/Ft  Worth  AND  East  Texas:  We  are  a multi- 
hospital group  committed  to  providing  extraordinary  med- 
ical care  and  leadership  in  the  field  of  emergency  medicine. 
FT  and  PT  positions  available.  Management  development 
training  and  ownership  options  available.  Contact  Carl 
Hunt  or  Ronald  A.  Hellstern,  MD,  FACEP,  Metroplex 
Emergency  Physicians,  PA,  14651  Dallas  Pkwy,  Ste  700, 
LB34,  Dallas,  TX  75225;  800/346-6687  or  214/233-5333. 

Strike  Gold  in  West  Texas!  Opportunities  available  for 
BC/BE  primary  care  physicians  at  10,000  volume  ED. 
Malpractice  insurance  can  be  procured.  Flexible  schedul- 
ing. Remuneration  begins  at  $131,000.  Call  Cheryl 
Grimm  at  1-800-745-5402  or  send  CV  to  Coastal  Emer- 
gency Services,  P.A.,  3010  LBJ  Freeway,  Suite  1300,  Dept. 
SAU,  Dallas,  TX  75234.  FAX:  214-484-4395. 

EAST  TEXAS 

Opportunity  for  primary  care  physician  in  emergency 
department  of  NEW  hospital  in  beautiful  east  Texas. 
Excellent  staff  back-up.  Enjoy  casual  lifestyle. 
Competitive  schools.  Recreation  includes  boating,  fishing, 
hunting.  For  more  details,  call  Sally  S.  Williams,  Coastal 
Emergency  Services  at  1-800-745-5402  or  send  CV  to 
3010  LBJ  Freeway,  Ste  1300,  LB43,  Dallas,  TX  75234. 


San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work  in 
the  emergency  departments  of  a prestigious  four  hospital 
system.  This  system  consists  of  four  Level  II  full-service 
community  hospitals  with  an  excellent  medical  and  nursing 
staff,  double  and  triple  coverage,  and  dictation  system. 
Total  ED  volume  of  95,000  annually.  Fee-for-service  remu- 
neration of  $155,000-$205,000  per  year.  Physicians  must 
be  Board  Certified  or  residency  trained  in  Emergency  Med- 
icine or  a primary  care  specialty.  Please  send  CV  to  Tom 
Tidwell,  Emergency  Physicians  Affiliates,  8700  Crownhill, 
Suite  #600-A,  San  Antonio,  Texas  78209-1130  or  call 
(210)  822-9860  for  more  information. 

TEXAS— Modern  minor  emergency/ambulatory  care  cen- 
ters seeking  well-rounded  practitioner  for  established  clin- 
ics in  Arlington  and  Abilene,  Texas.  Generous  modified  fee- 
for-service  income  package  with  superior  professional 
liability  insurance  included.  Must  have  good  experience  in 
family  medicine.  Industrial  medicine  experience  helpful. 
Send  CV  or  call  Keith  D.  Williams,  M.D.,  3305  North 
Third,  Ste  304,  Abilene,  Texas  79603,  (9 1 5)  676-3023. 


Texas,  Houston  area:  Seeking  BC/BP  PC/EM  physicians  j 
for  96-bed  facility  offering  state-of-the-art  medical  equip-  ' 
ment.  The  recent  Memorial  affiliation  has  hospital  pin-  i 
pointed  for  growth.  14,000  annual  ED  visits,  outstanding 
physician  backup.  The  Woodlands  is  located  27  miles  north 
of  Houston.  This  planned  community  was  built  on  25,000 
acres  of  forest  land.  Shopping,  entertainment,  recreation 
and  one  of  the  state’s  best  school  systems  make  this  an  idea) 
location  to  raise  a family.  Excellent  remuneration.  Profes- 
sional liability  insurance  can  be  procured  for  you.  For 
details,  call  or  send  CV  to  Pat  Weidman,  Coastal  Emer- 
gency Services  of  Dallas,  3010  LBJ  Freeway,  Suite  1300, 
Dept.  SAU,  LB#43,  Dallas,  TX  75234,  1-800-745-5402. 

EAST  TEXAS  — Great  opportunity  at  this  East  Texas  9- 
Bed  Emergency  Department.  Attractive 
compensation/benefits  package  including  professional  lia- 
bility insurance  coverage.  For  more  information,  contact 
Maria  Hurtado,  EMSA  1-800-422-3672,  ext.  7466.  EMSA 
1200  South  Pine  Island  Road,  Suite  600,  Fort  Lauderdale, 
Florida  33324-4460.  EEO/AA/M/F. 

Family/General  Practice 

Houston  — Ambulatory  extended  hours  clinic.  Subur- 
ban locations.  Contact  Practice  Dynamics,  11222  Rich- 
mond, Suite  125,  Houston.  TX  77082;  800-933-0911  or 
713-531-0911. 


Central  Texas  -Family  Practice  physician 
needed  for  Community  Flealth  Center.  OB 
optional  (no  deliveries  required),  but  pre- 
ferred, Bilingual  (English/Spanish)  help- 
ful. No  “on  call"  or  ER.  No  weekends  or 
late  nights.  Community  of  about  3,000; 
two  hours  from  Austin  and  DEW. 
Excellent  location  for  outdoors  person 
with  family.  Excellent  benefits  package 
with  highly  competitive  salary.  Call  or 
send  CV  to  Jerry  or  Gary.  817/893-5895. 
Cross  Timbers  Health  Clinics,  Drawer  30, 
De  Leon,  TX  76444, 


Two  family  physicians  are  seeking  a third  partner  to 

join  unique  practice.  Great  medicine,  4 months  off  per 
year.  No  night  or  weekend  calls.  Excellent  income,  with 
first  year  guarantee  and  relocation  expenses  ofifered.  Coastal 
area  with  year-round  sailing,  gardening,  fishing,  hunting, 
and  best  bird  watching  in  the  U,S.  Call  (210)  689-5506  or 
write  John  Kristensen,  M.D.,  Rt,  3,  Box  238H,  Harlingen, 
TX  78552  (Harlingen  is  a designated  All  American  City), 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 


Harlingen  — FP/OM  — no  call,  no  hospital,  regular! 
hours.  $150K  plus  bonus  and  benefits.  Competency  inj 
Spanish  required.  Contact  Practice  Dynamics,  1 1222  Rich-' 
mond,  Suite  125,  Houston,  TX  77082;  800-933-0911  or| 
713-531-0911.  : 
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Family/General  Practice 
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CORRECTIONAL 

HEALTHCARE 


PHYSICIANS/PSYCHIATRISTS 

Health  Services  Division  of  TDCJ  is 
seeking  full  time  Physicians  and 
Psychiatrists  for  the  expanding  Medical 
& Psych  Services  departments  in 
Houston  area,  Huntsville,  Gatesville, 
Rusk,  Amarillo,  Livingston,  Palestine. 
New  550  bed  inpatient  psych  facility  to 
open  in  Sugarland  Nov.  93.  Attractive 
salaries,  excellent  state  benefits,  normal 
work  schedule  M-F  with  reasonable  on- 
call.  TX  License,  DPS,  DEA.  Request 
for  more  information  and  application: 

Call  (409)  291-4030  or  send  resume  to: 


Texas  Department  of  Criminal  Justice 
P.O.  Box  99  Personnel  Office 
Huntsville, TX  77342 


I Become  the  newest  member  of  a well-established  and 
j progressive  four-physician  family  practice  group  in  Austin, 
Texas.  The  BE/BC  incoming  physician  will  join  one  of  the 
groups  members  at  a new  satellite  office  in  Northwest 
Austin.  The  group  has  an  affiliation  with  a 503'bed  tertiary 
medical  center.  The  family  physician  will  have  an  immediate 
patient  base.  A certain  portion  of  the  practice  will  provide 
services  under  a capitation  arrangement  in  addition  to  fee  for 
service.  Call  coverage  will  be  one  in  six.  As  an  employee  of 
the  group,  you  will  be  offered  a competitive  salary  plus  pro- 
, ductivity  incentives  and  a comprehensive  benefit  package, 
j Partnership  availability  with  no  buy-in  after  two  years.  For 


further  information  regarding  this  outstanding  opportunity, 
send  curriculum  vitae  to  Andrew  Johns,  Physician  Services  of 
America.  Suite  250,  2000  Warrington  Way,  Louisville,  KY 
40222  or  call  1-800-626-1857,  extension  237. 

DFW  — Both  IM  and  FP  — numerous  suburban  loca- 
tions. most  group  settings;  competitive  compensation  pack- 
ages. Contact  Practice  Dynamics,  11222  Richmond,  Suite 
1 25,  Houston,  TX  77082;  800-933-091 1 or  713-531-091 1 . 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


Immediate  openings  exist  nationwide  with  a 
focus  on  opportunities  in  Texas  and  Louisiana.  BC/BE 
primary  care  physicians  needed  in  a variety  of  prac- 
tice settings  including  SSG,  MSG,  clinic,  academic  and 
hospital  supported  positions.  Other  specialty  needs 
include  Cardiology,  Medical  Oncology,  Pediatrics, 
Dermatology,  and  OB/GYN.  Excellent  compensation 
packages  with  incentives,  relocation  assistance,  and 
benefits.  For  details  contact:  Professional  Healthcare 
Insource,  1200  Binz,  Suite  107  Houston,  TX  77004; 
1-800-289-5902  or  fax  CV  to  (713)  522-5902. 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 
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Classified  Directory 


Family/General  Practice 


Can  You  Remember  Life 
. . before  STRESS? 

Our  brand  new  Rural  Health  Clinic 
is  ready  to  remind  you  what  it  was  like!  We 
are  seeking  a FP/OB  physician  to  practice  a 
full  range  of  Family  Medicine  as  well  as 
perform  C-sections  and  minor  surgery.  The 
practice  situation  is  ideal,  the  loan 
repayment  and  benefits  package  are 
incredible  and  the  $160,000  net  income 
guarantee  is  outstanding  . . . 

But  that's  not  why  you  should  consider  this 
opportunity.  Come  to  our  small  Texas  town 
for  the  low  crime,  the  excellent  education, 
the  beauty  of  trees  and  lakes  and  the  recre- 
ation they  provide.  Most  of  all,  come  for  the 
family-oriented  values  we  share. 

Just  one  phonecall  to  stress  reduction! 
Heather  Buflington 

1-800-235-6745 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time). 
Wichita  Falls  Family  Practice  Residency  Program,  an 
affiliate  of  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas.  Must  be  board  certified  or  have  met  the 
educational  requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  {or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reference  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 

Internal  Medicine 


FAMILY  PRACTITIONER 

Busy,  Board-Certified  Family  Physician  in  NE 
San  Antonio  seeking  a board-certified  or  resi- 
dency trained  associate  for  established,  thriving 
practice.  Office  designed  for  two  physicians, 
benefits.  Opportunity  immediately  available. 
Please  call  (210)  650-3933. 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE, 
BOARD  CERTIFIED.  Attractive  opportunity  with  Baylor 
affiliated  group.  Attractive  compensation  package  including  pro- 
fessional liability  insurance  coverage,  and  attractive  benefit  pack- 
age for  full-time  physicians.  Opportunities  for  both  inpatient 
and  outpatient  clinic;  full-time  or  part-time;  8-  and  12-hour 
shifts,  AM  or  PM;  no  on-call  responsibilities.  Please  contact 
Brenda  Lancaster,  TPCA,  c/o  EmCare,  1717  Main  Street,  Suite 
5200,  Dallas,TX75201:  214/712-2018  or  1/800/527-2145. 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal! 
Medicine,  Gynecology,  or  Familyj 
Medicine.  To  assist  Houston  internist  in  [ 
office-based  diagnosis  and  treatment  of| 
auto-immune  disorders  in  women.  Texas  [ 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fitx  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220,  | 
Houston,  T7C  77054. 


RURAL  TEMS  QUALITY  OF  UFE 

means  great  practice  opportunities,  excellent 
schools,  and  clean  country  living.  At 
HealthFind  Saturday  and  Sunday,  September  17 
and  18,  you  can  waltz  across  Texas  in  just  a few 
hours  and  talk  with  community  representatives 
from  rural  towns  all  over  the  state.  Low  regis- 
tration fees  of  $40  for  resident  physicians  and 
$75  for  practicing  physicians  include  a night  in 
the  historic  Radisson  Plaza  Hotel  in  downtown 
Fort  Worth  and  most  meals  for  two  days.  Child 
care  available.  Call  the  Center  for  Rural  Health 
Initiatives  today  at  (512)  479-8891  for  informa- 
tion, to  register,  or  to  request  a free  copy  of  a 
video  about  HealthFind. 


Family  Practice  or  Internal  Medicine  Physician 

needed  full  or  part  time.  North  Dallas  private 
practice.  Board  certified/eligible  preferred. 
HMO/PPO  affiliations  a plus.  Income  only  lim- 
ited by  your  motivation.  Contact  Dr.  David 
Sikora  at  (214)  241-2195  or  mail  CV  to  Dallas 
North  Medical  Center,  2710  Valley  View  Lane, 
Dallas,  TX  75234-4925  or  fax  (214)  243-8260. 


Spanish-speaking  physicians  needed 
in  Southern  Texas:  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 
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DALLAS 

INTERNAL  MEDICINE 

Due  to  expansion,  multiple  S/S  internal 
medicine  groups  are  recruiting  for  BC/BE 
physicians.  Practice  high-quality  medicine 
with  one  of  these  established  groups.  All 
have  high-volume  patient  bases  and  out- 
standing community  visibility.  Affiliated 
with  an  expanding  major  medical  center, 
the  fully  equipped  and  staffed  offices  are 
located  near  the  wooded  hospital  campus. 
T~he  compensation  package  is  competitive, 
with  benefits  and  partnership  opportunities. 
Enjoy  living  and  working  in  a suburb  that 
offers  a quality  environment  with  parks, 
lakes,  an  abundance  of  outdoor  recreational 
activities  and  the  amenities  of  a major  city. 
Contact  Susan  Cullen,  Medical  Search 
Consultants,  Inc.,  3200  West  End  Ave.,  Ste 
500,  Nashville,  TN  37203. 

Telephone  800-380-1344. 

Fax  615-297-5605. 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 


Fax  or  phone  in  your  ad  to 
TexasMedicine  with  your 
Visa  or  Mastercard  number 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 


ntact  The  TEXAS  Specialists  For  Excellent  Practice  Opportunities 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
(eller,  Texas  76248-4205 


Physician 
Resource 
Network 


i 


(210)  732-3332 
1 -800-732-DOCS/3627 
Fax:  (210)  732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 
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TH  CENTRAL  TEXAS 

ional  Family  Physici 
unity  of  14,000.  Gre^q 
of  Dallas/Fort^ortl^^e 
y with  tokes  Vj^^Lnooor  recreational 

ffl e\al^ufl^!  rn  88-bed  hospital. 

f^ir^iriTOnt  or  solo,  with  4-way  call 
Generous  incentive  package, 
ct:  Vicki  Truitt. 

IrRAL  TEXAS 

■Joard  Certified  Family  Practitioners  seek 
Associate  for  group  setting.  OB  optional, 
plus  if  desired.  Hill  Country  community  of 
One  hour  from  Austin.  Paradise  for 
or  enthusiast.  Excellent  benefits  package 
emendous  income  potential. 
iCt:  Jim  Truitt. 

r WORTH 

sh  speaking  physician  needed  for  new 
lunity  health  center.  No  practice 


FAMfLY  PflACTICE 


management  hassles.  Office  based  practice. 
40  hour  work  week.  Excellent  salary  and  benefits. 
Contact:  Vicki  Truitt. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians. 
Attractive  well-equipped  offices  with  great 
support  staff.  Enjoy  many  amenities  the  historic 
and  multi-cultural  city  of  San  Antonio  has 
to  offer.  Excellent  salary  and  benefits  package. 
Contact:  Barry  Strittmatter. 

EAST  TEXAS 

Two  board  certified  Family  Physicians  are 
seeking  associate.  No  OB.  Small  university  town 
within  one  hour  of  Dallas/Fort  Worth  metroplex. 
Great  life  style  among  professionals.  Easy  access 
to  the  big  city  life  while  enjoying  a smaller 


OR  TEXAS  MEDICAL  SCHOOL 

s General  Medicine  physician  with  special 
3st  in  caring  for  HIV/AIDS  patients, 
al  practice  with  research  opportunities, 
existing  specialty  care  team  committed 
oviding  quality  care.  Generous  income 
ull  benefits  package.  Location  filled  with 
he  amenities  available  in  a major 
ipolitan  area, 
let:  Jim  Truitt. 

HANDLE 

t family  environment  offering  an  excellent 
iy  of  life  in  town  of  8,000.  Service  area  of 


MEDICAL  ONCOLOGY 


T WORTH 

imic  group  of  four  Medical  Oncologists 
s fifth  associate  for  group  practice.  Salary 
bonus,  and  excellent  benefits,  Great 
rtunity  to  practice  with  a top  notch  group 
enjoy  a life  style  in  a city  offering  an 
dance  of  outstanding  amenities, 
act:  Jim  Truitt. 


mTERNAL  MEDtCtNE 


20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous  incentive 
package  including  income  guarantee,  relocation 
and  office  space. 

Contact:  Jim  Truitt. 


FORT  WORTH 

Correctional  health  services  opportunities 
available.  Work  with  specialized  health  care 
team  (including  three  full  time  physicians 
and  a host  of  other  professionals)  in  new. 


community  life  style.  Many  recreational  and  social 
amenities.  Generous  incentive  package  from 
community  hospital. 

Contact:  Barry  Strittmatter. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with 
established  primary  care  group  or  independently, 
with  shared  call.  No  OB.  Interest  in  pediatrics  a 
plus.  Attractive,  well-equipped,  56-bed  hospital. 
Competitive  incentive  package. 

Contact:  Jim  Truitt. 

EAST  TEXAS 

A 358-bed  health  care  facility  seeks  additional 
board  certified  physician  to  practice  traditional 
medicine  in  a rural  health  clinic  setting.  Three- 
way  call  sharing.  OB  services  desirable  but  not 
mandatory.  Annual  temperature  67°.  Lakes  and 
outdoor  activities  abound.  Full  benefits 
package  plus  a sign  on  bonus. 

Contact:  Jim  Truitt. 


fully-equipped  comprehensive  medical  unit. 
High  incidence  of  diabetes  and  hypertension. 
Regular  hours,  limited  call;  excellent  income 
and  benefits. 

Contact:  Vicki  Truitt. 

CLINICAL  FACULTY  APPOINTM^ 

Tired  of  the  hassles  of  privateor^fic^  Four 
board  certified  Internists  n«^^^  iwJpK  time 
positions.  Manage  m^dicinlKeg^iceof  major 
teaching  hosoit^;  mlmc^lSnool  affiliation. 
Excelleo^^Sl^  WT^>OTefits;  very  limited  call 
respon^itffV.  \ 

Contact%Jim  Truitt. 


OftmOPAEDte  SOmERY 


NORTH  CENTRAL  TEXAS 
Sudden  illness  of  one  physician  in  a two- 
person  group  has  created  immediate  need  for 
orthopaedic  surgeon  in  thriving  north  Texas 
practice.  Seeking  recently-trained,  conservative 
general  orthopedist  whose  primary  concern  is 
for  quality  care.  Outstanding  opportunity  to 
step  into  established  practice.  Excellent 
incentive  package.  Call  Today. 

Contact:  Vicki  T ruitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single- 
specialty group  practice.  4-way  call  sharing. 
Ultra-modern  hospital  with  new.  Level  II 
nursery  and  designated  Pediatric  unit. 
Generous  income  and  benefits;  provider 
network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 


^YSICIAN  SEARCH  • PHYSICIAN  PLACEMENT  • MEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 
NAGEMENT  CONSULTING  • EDUCATIONAL  LEtmiRES  • PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


Classified  Directory 


Locum  Tenens 


Practice  medicine  where  and 
when  you  want. 

CompHealth/Kron  locum 
tenens  brings  options  to  the 
practice  of  medicine.  Options 
like  working  close  to  home. 

Working  full-time,  part  of  the 
year.  Working  across  the 
nation  while  you  decide 
where  you’d  like  to  settle 
permanently.  Or  working 
enough  to  stay  involved  in 
medicine  while  you  slow  down, 
and  live  it  up.  Practicing  medicine 
where  it’s  needed,  without  the 
administrative  burden  of  practicing 
on  your  own.  Explore  your  options. 

Call  us  today! 

1.800-453-3030 

Atlanta  ■ Chapel  Hill  ■ Grand  Rapids  ■ 


Locum 


E N E N S 


Salt  Lake  City 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immune. 

Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Anesthesiology 

Internal  Medicine 

Otolaryngology 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Pathology 

Office  Space 

Dermatology 

Neonatology 

Pediatrics 

Practices 

Emergency  Medicine 

Neurology 

Phys.  Med./flehab 

Property 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Radiology 

Cont.  Education 

Geriatrics 

Oncology 

Rheumatology 

Business  & Financial 

Ophthalmology 

Urology 

Services 

You  Don’t 
Have  to  Take  It 
...Any  more! 

Try  the  Worrv-fre^ 
LOCUM  TENENS 
Alternative  ...MDA. 

For  Primary  Care,  Call; 
ANNE  SHEFFIELD 
For  Ob/Qyn,  Call: 
ELAINE  KING 
For  Pediatrics,  Call: 
SANDY  PHILLIPS 

1 -800-780-3500 


-Paid 
Occurrence 
Insurance!  1/10) 
■•Personalized 
Service 
•"Premium 
Compensation 


With  MDA, 

otfVe 

n ControH 


Medical  Doctor  A ssociates,  Inc, 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 

October  1994 
November  1994 
December  1994 


DEADLINE 

September  1,1994 
September  30,1994 
November  1,1994 
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Locum  Tenens 


Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYri 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PKN) 


BE  A GOOD 


PHY^CIANS 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


Occupational  Medicine 


• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 


• Fair  client  rates  & excellent 
physician  compensation. 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-0316 


Neurology 

Board  Certified  Neurologist 

position  available  immediately, 
fulltime  for  multi-practice  clinic. 
$100,000  plus  annually.  Call 
Doctors  Clinic  713-953-9901. 


Ob/Gyn 


Spanish-speaking  physicians 

needed  in  Southern  Texas.  $200-300,000 
income  guarantees.  lOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


OCCUPATIONAL  HEALTH  PHYSICIAN 


Occupational  Health  Physician 
needed  - approximately  20 
hours/week.  Experience  preferred. 
Fax  CV  to 


512-353-1198. 


Ophthalmology 


TEXAS  OPHTHALMOLOGIST 

No  Overhead.  Refractions  and  Primary 
EyeCare  Only.  No  Call  or  Hospital 
Responsibility.  Excellent  Income 
Potential.  Equipment,  Staff,  and  Billing 
Provided.  Send  Resume'  to: 

3ist  P.O.  Box  2840  San 
Texas  76901 


Opthalmologist 

Angelo, 


Pediatrics 


Join  two  established  Pediatricians  in 
rapidly  growing  area.  Live  in  beautiful 
hill  country  of  Austin.  Competitive  net 
income  guarantee.  Send  CV  to: 

Northwest  Pediatrics, 

1111  Research  Blvd,  #150  Austin, 
TX  78754  Attn:  Rachel 


Established  Pediatrician  solo  practitioner  in  Dallas  seeks 
an  associate  to  join  him  in  his  busy  practice.  The  office  is 
based  at  a 463  bed  teaching  hospital  with  a level  III  NICU. 
Start-up  assistance  and  call  coverage  provided.  Interested 
candidates  contact  Kurt  Schussler  at  (214)  947-4579. 
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Pediatrics 

SAN  ANTONIO  — Progressive,  expanding  primary  care 
group  seeks  additional  BC/BE  pediatricians  to  expand  devel- 
opment of  top-notch  pediatrics  department.  40  hour  week, 
call  1:4,  ancillary  services  on-site,  congenial  colleagues.  SIX 
FIGURE  GUARANTEE  plus  bonuses  and  benefits  package. 
Cal!  or  send  C.V.  to  Jane  Vogt,  800-765-3055.  222  S.  Cen- 
tral, Suite  700,  St.  Louis,  MO  63105,  Fax  314-726-3009. 

Public  Health 


Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departments  are  seeking 
BE/BC  clinical  public  health  trained 
family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  for 
full-fime  employmenf  wifh 
excellenf  benefits. 

Join  our  innovative  and  progressive 
health  departments  and  work  with 
dedicated  health  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  call.  New  program 
development  and  research  oppor- 
tunities are  availabie.  Texas  license 
or  ability  to  obtain  required. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 


RADIOLOGY 


RF<;niiRG 


COMPREHENSIVE  MANAGEMENT  AND  STAFFING  SERVICES 

RIO  GRANDE  VALLEY 

Radiology  Resources  is  seeking  a Board  Certified  Radiologist  for 
growing  practice.  This  One  Hundred  Bed  Facility,  with  updated 
equipment,  does  approximately  29,000  general  diagnostic  studies  per 
year.  Flexible  schedule  to  epjoy  sun  and  surf. 

DALLAS/FORT  WORTH  METROPLEX 

Radiology  Resources  is  currently  seeking  Board  Certified 
Radiologists  interested  in  supplementing  their  income  in  a stress- 
free  environment.  Availability  1-5  hours  per  day  or  week.  Must  be 
ACR  accredited  in  Mammography. 

For  more  information  on  these  and  other  available  opportunities, 
please  contact  Elizabeth  Ice  at  l-(800)-523-9955  or  (214)  443-9955. 
You  may  fax  your  Curriculum  Vitae  to  us  at  (214)  443-9960  or  mail  it 
to  3466  Gillespie  Street,  Dallas,  Texas  75219. 


800  523^9955 


@ 

Fort  WorthyTarrant  County  Health  Department 


Diagnostic  Radiologist  with  CT,  MR,  Interventional, 
US,  Nuclear  Medicine  skills  to  join  group  of  six  Board 
Certified  Radiologists.  Two  hospitals,  private  offices,  service 
to  nearby  communities.  Centrally  located  to  San  Antonio, 
Austin.  Houston,  Corpus  Christi.  Good  family  environ- 
ment. Contact  James  Neumann,  MD,  Box  3610.  Victoria, 
TX  77903;  512-578-0317. 


Radiology 

Radiologist/CTSono:  Dallas  VA  Medical  Center  has  an 
immediate  opening  for  BC/BE  Radiologist  with  CT  and 
Sono  training/experience.  The  radiology  staff/faculty  and 
residency  program  are  fully  integrated  with  The  University 
of  Texas  Southwestern  Medical  Center  program  in  Dallas. 
For  further  information,  contact  Ward  M.  Terry.  MD,  at 
Dallas  VAMC,  Radiology  Service  114,  4500  S.  Lancaster 
Road,  Dallas.  TX  75216.  The  VA  is  an  equal  opportunity 
employer. 


i 

■ 

ILLNESS 

AWARENESS 


WEEK 


October  2-8, 1994 
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Radiology 


RADIOLOGY 


1-800-523-9955 

Other  Opportunities 

ODELL  & ASSOCIATES,  INC. 

NATIONAL 

Permanent  Physician  Placement  Services 

We  represent  HMO’s,  Hospital  Based 
Practices,  Group,  and  Solo  Opportunities 
I for  ALL  specialties. 

Inquiries  Welcome. 

I Contact  any  of  our  Physician 
Recruiters  at:  214/458-7900  or 
800/880-7900  or  fax  your  C.V.  to 
214/233-1215.  We  will  contact  you  at 
! your  earliest  convenience. 


Considering  a 
Practice  change?? 


Allow  us  to  commence  the  matching  process 
to  locate  a practice  opportunity  that  “fits” 
your  requirements  and  preferred  location.  We 
are  a nationwide  physician  search  firm.  Below 
' are  just  a few  of  the  many  openings  we  are 
I currently  working  on: 

FamUy  Practice,  BC/BE  - MSG,  SSG,  HMO, 
j Clinic:  TX,  LA,  SC,  NC,  NC,  CO,  GA 
I Internal  Medicine,  BC/BE  - MSG,  SSG, 
I HMO,  Clinic:  TX,  TN,  SC,  GA 

ENT,  BC/BE  - MSG,  SSG,  HMO:  TX,  LA,SC 
OB/GYN,  BC/BE  - MSG,  SSG,  HMO,  Clinic: 
TX,  LA,  GA,  SC 

FAX  or  mail  CV  to:  Frank  Marentez 
I Medical  Professional  Services 

I P.O.  Box  7374 

Woodlands,  TX  77387 
1-800-578-5061 
FAX:  713-298-2315 


DALLAS/FORT  WORTH  — Immediate  opportunities  for 
BE/BC  physicians  including  a Director  to  join  our  low 
trauma  Urgent  Care  Centers.  We  offer  an  attractive  com- 
pensation package,  excellent  benefits,  pleasant  working  con- 
ditions, support  staff,  and  subspecialty  back-up.  Send  CV  or 
contact:  KAISER  PERMANENTE,  Brenda  Moore,  12730 
Hillcrest,  Suite  600,  Dallas,  Texas  75230,  800/324-9913, 
214/458-5012,  FAX  214/233-5281.  EOE. 

CORPUS  CHRISTI, TEXAS  — Doctors  Regional  Med- 
ical Center  of  Corpus  Christi,  Texas  is  currently  seeking 
B.E./B.C.  physicians  interested  in  joining  established 
physician  practices.  Interested  candidates  in  the  following 
areas:  Family  Practice,  OB/GYN,  Internal  Medicine, 
should  contact  or  send  C.V.  to  Linda  Biediger,  Doctors 
Regional  Medical  Center,  3315  South  Alameda,  Corpus 
Christi,  TX  78411,  (512)  857-1501,  (512)  857-5960  FAX. 


Sherman  "The  Top  of  Texas" 
Emergency  Physician  Needed 

Rare,  unexpected  opening  for  Emergency 
Physician/Primary  Care  Board  Certified 
Physician.  This  opportunity  has  it  all! 
Democratic  group,  full  partnership-owner 
status  within  a year,  $1$  in  top  10%,  full 
benefit  package  and  more!  Group  has  a 
long-term  stable  contract.  Located  less 
than  one  hour  north  of  DEW  and  fifteen 
minutes  from  beautiful  Lake  Texoma.  For 
more  information,  call  Lisa  (903)  870-0294, 


Texas  Society  of 
Internal  Medicine 


ANNUAL  MEETING 


in  conjunction  with  the 

American  College 
OE  Physicians 
Texas  Academy  Chapter 

SATURDAY  WORKSHOP 

“Swimming  in  the 
Sea  of  Managed  Care” 


November  4-5,  1993 
Westin  Galleria  Hotel 
Dallas,  Texas 


13  Category  1 CME 
Credits  Available 


ACP 


For  additional  information  call: 

512-370-1508 
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Other  Opportunities 

^Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 

$100,000 

$100,000 

$ 50,000 

$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 
Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


Practices 

ENT  practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  &C  Pro- 
fessional Associates  at  (713)  782-8888  for  information. 


Rehabilitation  Clinic,  fully  equipped,  near  Methodist 
Hospital  in  Dallas.  Ideal  for  physician  skilled  in  physical 
medicine,  orthopedics,  neurology.  Will  consider  lease 
option  for  purchase.  Lucrative  practice — physician  retiring. 
Call  Bernard].  Dolenz,  MD,  at  214-821-0220. 


Ophthalmology  Practice  For  Sale  (office  building  and 
lour  lanes  of  equipment).  Will  consider  leasing  early  with 
intent  to  purchase.  Please  respond  to  Ad  Box  824,  Texas 
Medicine,  401  W 1 5th  St.,  Austin.  TX  78701 . 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I-800-284-4S60  / Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


Wanted 


Used  Cadwell  5200A  EMG  Machine  Wanted. 

214-879-3955:  214-991-7277. 


Continuing  Education 


The 

SPRING  BRANCH  MEDICAL  CENTER 

Tenth  Annual  Cancer  Conference 


miTLED 

“Head  & Neck  Cancer:  Detection, 
Evaluation  and  Management” 
SPEAKERS  INCLUDE; 

Robert  Behar,  M.D.  Dermoi  Durcan,  M.D. 

Helmuth  Goepfert,  M.D.  Warn  K.  Hong,  M.D. 
Maria  Scouros,  M.D. 

Wednesday,  September  28, 1994 
6i30  p.m.  to  9:00  p.m. 

The  Houstonian 
111  N.  Post  Oak  Lane 
Houston,  Texas  77024 

For  more  details,  please  call:(713)722-3706 


Where  die  Science  of  Technology  Meets  the  Art  of  Caring 


Eleventh  Annual  Santa  Fe  Colloquium  on  Cardiovas- 
cular Therapy.  October  6-8,  1994;  Santa  Fe,  New  Mexico. 
Sponsored  by  American  College  of  Cardiology.  Program 
Directors:  Jonathan  Abrams,  MD,  FACC;  Michael  H. 
Crawford,  MD,  FACC.  15.5  Category  1 credit  hours.  For 
information,  cal!  1-800-257-4739;  FAX  301-897-9745. 

Vacation  Homes 

Waterfront  Townhome  on  Lake  Travis,  for  vacation 
rentals.  Nice  3/2,  private  dock.  Great  vacation  getaway.  Water- 
sports,  pool,  tennis,  golf,  fishing.  Great  rates.  512-288-1037, 

512-440-1113- 

Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos,  and 
borders  may  be  used  in  display  classified  ads.  Discounts  are 
available  for  display  classified  ads  5 inches  and  larger. 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
ma! addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  advertising 
office  will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion,  sex, 
national  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send  copy  to 
Denise  Kotson,  Classified  Manager,  Texas  Medicine,  401 
West  1 5th,  Austin,  Texas  78701. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-AJlcrgy-Nutrition-Strcss) 

Established  in  1984.  WE  TREAT  THE  CAUSE 
I,  (Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

I(Oco-RhinO'laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
I (namely:  Class.  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
I relaxation). 

|j  We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
I ants,  cale-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwv'.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston.  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

i'  JAMES  A.  CAPLIN,  MD 
' AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi.  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

I EDWARD  A.TALMAGE,  MD,  FACPM 

' Diplomate  American  Board  ol  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

I INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

[j  Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082: 
I (713)  496-1006 


! GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B,  SANCHEZ,  MD 

i Anesthesiology — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain. 

‘ Differential,  Diagnostic  Therapeutic  Nerve  Blocks. 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas.  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway.  Suite  306,  Dallas.  Texas  75240, 

214  661-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  arc  evaluated  for  headache  types  that  may  occur  in  all  spe- 
cialty fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treatment,  biofeed- 
back, stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic  blockade  and 
refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 

Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  —Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomaces  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avc.,  Suite  450.  Dallas.  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder.  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16.  Dallas,  Texas  75230; 

214  661-7010 
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Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  R Cravens.  MD,  PA 
Thomas  R.  Donncr.  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  (817)  336-0551 


Ophthalmology 


BRUCE  C.TAYLOR,  MD 
RICHARD  L.WINSLOW.MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W Sanders,  MD,  Retired 
James  M.  Becldey,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road.  Suite  600,  Dallas,  TX  75235.  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
PhillipM.  Grachl.  MD 
Joseph  G.  Jacko,  MD 
LT.Johnson,  MD.  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal.  MD 


2001  N.  MacArthur  Boulevard.  #540,  Irving,  TX  75061 . 214-254-8000 

Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Joscy,  Plaza  1-Suite  102,  Carrollton.  TX  75010,  214-492-1334 

Craig  W.  Goodhari,  MD  Glenn  S.  Whccless,  MD 

Phillip  M.  Grachl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W,  Goodhari,  MD  Glenn  S.  Wheelcss,  MD 

PhillipM.  Graehl.MD 


Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.TORTI,  MD 
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Eye  Muscle  Imbalances  in  Adults 
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(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 
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It  takes  a very  understanding 
and  secure  person  to  be  married  to  a 
physician  because  there  are  always  so 
many  disruptions  to  your  life.  A 
physician’s  spouse  has  to  subjugate  his 
or  her  own  wishes  and  desires  to  the 
demands  of  a medical  practice.  An  ac- 
countant or  other  type  of  professional 
can  put  things  on  hold  and  say,  ‘OK, 
we’ll  go  to  the  ballet  tonight,  and  I’ll 
work  later,’  or  ‘I’ll  get  up  early  in  the 
morning.’  But  it  doesn’t  work  that 
way  in  medicine.  When  you’re  need- 
ed, you’re  needed,  and  there  are  a lot 
of  disappointments.” 

Thomas  Strama,  MD,  56 

obstetrics  and  gynecology,  Houston 
married  3 1 years 

Because  my  wife  is  a neonatal  nurse,  she  really  under- 
stands what  I go  through  and  how  busy  I am.  But  it’s  hard 
for  her  to  understand  why  I can’t  devote  more  time  to  our 
two  young  children.  That’s  the  biggest  sticking  point.” 

Anthony  R Sertich,  Jr,  MD,  37 

otolaryngology,  San  Antonio 
married  8 years 

The  ego,  the  God  complex.  Our  greatest  problem  in 
marriage  is  that  when  I’m  at  work,  my  word  is  law.  People 
respond  rapidly  and  without  question.  When  I get  home,  I 
become  human  and  I have  to  justify  why  I’m  asking  that 
things  be  done  my  way.  You  get  all  this  adulation  and  ad- 
miration at  the  office,  then  you  get  home  and  realize  you’re 
human,  that  you  have  feet  of  clay.  If  you  start  believing  all 
the  things  people  tell  you  during  the  day,  you’ve  got 
difficulty  communicating  and  big,  big  problems.” 

Fred  F.  Castrow  II,  MD,  58 

dermatology,  Houstoyi 
married  35  years 


The  greatest  challenge  of  being 
married  to  a doctor  is  time  manage- 
ment and  keeping  your  priorities  — 
giving  time  to  the  most  important 
things,  which  are  your  family  and 
your  relationship  with  your  spouse. 
In  a small  town,  you’re  called  upon 
to  serve  as  a local  resource,  and  it’s 
difficult  to  fit  everything  in.” 

James  W.  Walton,  DO,  37 

internal  medicine,  Waxahachie 
married  13  years  to  a physician 


Unlike  some  other  professionals, 
physicians  do  take  their  work  home.  This  is  especially 
true  when  there  has  been  a bad  outcome  with  a patient.  I 
may  be  grouchy,  impatient,  a little  moody,  or  a little  de- 
pressed when  I’ve  lost  a patient.” 

J.P.  Reddy,  MD,  53 

thoracic  surgery.  Mineral  Wells 
married  25  years 

The  time  demands,  the  nature  of  the  work  that  we  do, 
and  the  nature  of  the  people  who  get  involved  in  medical 
marriages  all  make  them  unique.  One  of  the  greatest  things^ 
about  dual-physician  marriages  is  that  you’ve  automatically! 
got  something  in  common.  There’s  a bond  that  exists 
among  physicians,  whether  or  not  you  trained  together, 
whether  or  not  you’re  contemporaries.  But  knowing  the  rig-i 
ors  of  medical  school,  of  residency  training,  of  taking  care  of 
patients  — that  automatically  lends  a level  of  understanding! 
about  your  partner  that  I think  is  unique.” 

Susan  Rudd  Wynn,  MD,  38 

allergy  and  immunology.  Fort  Worth 
divorced  from  a physician 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi-  ■ 
dans  are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics.\ 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 1 5th  St,  Austin,  TX  78701,  or  fax  them  t0[ 
(512)370-1632.  ‘ 


Question 


What  is  the 
greatest 
challenge  of 
being  married 
to  a physician? 
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Medical  Frontier 

In  words  and  pictures,  physicians  share  their  experiences 
practicing  medicine  in  the  Rio  Grande  Valley. 


For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


After  10  years  in  practice,  you’re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Dental  Association. 

So,  contact  one  of  these  leasing  specialists  today: 

John  Welch,  Pat  Joiner,  or  Tom  Kight. 
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Aaxtoflex 

(l  e a s i n o') 

Call  C800^634'1234 
or214'234-1234 
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Texas  Medical  Association  Insurance  Trust 
101  W.  13th  Street,  Austin,  TX  78701 
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il-800-880-8181 

Austin  370-1776  Houston  224-5309 
,'0x512-370-1799 
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William  G.  Camel,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


What’s  the  Fuss? 

Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  we’re  not 
.{uite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
:hoose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
nove  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


FM^YIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 

vVe’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
ind  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 
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COVER  STORY 


Cover  photograph  /^SUSAN  CAE  TZ. 


“It’s  the  medical 
frontier  for  us.” 

That’s  how  Carmen  Rocco,  MD,  an  outspoken  advocate  on  border  health 
issues,  summed  up  the  challenges  — and  perhaps  part  of  the  appeal  — 
of  practicing  medicine  in  the  Rio  Grande  Valley.  Dr  Rocco  and  eight  of 
her  medical  colleagues  share  their  perspectives  on  life  and  medicine  in 
the  southern  tip  of  Texas. 

BY  LAUR.A  J.  ALBRECHT 

PHOTOGRAPHY  BY  THERESA  DIMENNO  AND  SUSAN  GAETZ 

34 


Public  Health 

Paging  Dr  Apple,  Dr  Squash, 

Dr  Spinach 

Dueled  by  the  media’s  preoccupation  with  food  and  ftness, 
the  public  has  developed  a nearly  insatiable  appetite  for 
information  about  nutrition.  And  guess  who  they  turn  to 
for  all  the  answersi 
BY  LAURA  J.  ALBRECHT 

Medical  Economics 

A good  beginning 

Tederal  government  revisions  to  the  geographic  practice 
cost  index  ( GPCI)  should  spell  good  news  for  some  Texas  physicians. 
But  more  changes  are  needed  to  make  the  Medicare 
reimbursement  system  fair. 

BY  MARK  RICHARDSON 


1 E F T : Internal  medicine  specialist  Hiram  Tavarez,  MD,  examines  Edgar  L.  Stone  at  the  Rio  Grande 
Regional  Hospital  emergency  department  in  McAllen. 
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A sane  alternative 


BY  BETH  GRADDY 


Legislative  Affairs 

Off  to  the  races 

In  this  year  of  unprecedented  physician  interest 
in  the  political  process,  TEXPAC  is  at  the  gate 
with  endorsements  in  key  electoral  battles. 

BY  KEN  ORTOLON 

The  Physician’s  Life 

Reel-life  medicine 

From  Dr  Kildare  to  Frasier,  the  camera 
lens  has  captured  images  of  physicians  that  are 
anything  but  realistic.  But  they  sure  make  good  plot  devices. 


Many  physicians  are  turning  to  alternative  dispute  resolution  as  a way 
to  resolve  malpractice  cases  while  bypassing  the  traditional  legal  system. 
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your  Patients 
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you  trust.  And  Timberlawn’s  full 
array  of  available  services  are  attrac- 
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patients  and  families. 
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Editor’s  Mote 


A distinctive  look: 

Medicine  in  the  Valley 


A LITTLE  OVER  A YEAR  AGO,  Texas  Medicine  carried  one  of  its  all-time 
most  popular  features;  15  pages  of  photographs  taken  on  March  1,  1993,  of 
physicians  Irom  all  over  Texas.  Our  aim  was  to  show  the  spectrum  of  peo- 
ple and  activities  that  make  up  medicine  in  Texas. 

For  this  year’s  photo  spread,  we  decided  to  switch  lenses,  so  to  speak,  from  a 
wide-angle  to  a close-up  in  order  to  locus  on  the  Rio  Grande  Valley  — an  area  of 
the  state  that  represents  a true  medical  frontier.  The  photographs  and  text  begin- 
ning on  p 34  demonstrate  the  demands  and  rewards  of  practicing  medicine  there. 

Many  people  juggled  their  schedules,  gave  ol  their  time,  or  braved  the  cam- 
era to  make  this  project  a reality.  Nine  physicians  top  the  list  of  people  whom 
we  want  to  thank:  Carlos  De  Juana,  MD,  McAllen;  Tony  Falcon,  MD,  Rio 
Grande  City;  Vic  German,  MD,  Pharr;  Mario  Jimenez,  MD,  Rio  Grande  City; 
Ray  Mussett,  MD,  Roma;  Carmen  Rocco,  MD,  Brownsville;  and  FTiram 
Tavarez,  MD;  Vicente  Tavarez,  MD;  and  Wayne  Wilson,  MD,  all  of  McAllen. 

We  also  are  grateful  to  the  patients  who  agreed  to  be  photographed  and  to 
the  stall  at  clinics  in  Roma,  Rio  Grande  City,  and  Brownsville.  Thanks  also  are 
extended  to  The  University  of  Texas  Health  Science  Center  at  San  Antonio’s 
Valley  Pediatric  Sub-Specialty  Clinic  in  Pharr  and  to  the  emergency  department 
ol  the  Rio  Grande  Regional  Hospital.  A special  thanks  goes  to  Michelle  Kinney, 
the  physician  services  coordinator  at  Rio  Grande  Regional  Hospital. 

Two  photographers,  Theresa  DiMenno,  of  Houston,  and  Susan  Gaetz,  of 
Austin,  were  the  artists  behind  the  cameras.  We  are  grateful  for  their  creativity 
and  devotion  to  the  project.  And  many  thanks  to  Associate  Editor  Laura  J. 
Albrecht  for  conceiving  and  coordinating  the  entire  project. 

KATHRYN  TROMBATORE 
Executive  Editor 


Photo  above:  Carmen  Rocco,  MD,  of  Brownsville,  sees  her  last  patient  of  the  day,  Justin 
Robles,  at  the  Brownsville  Community  Health  Center. 
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Kudos  on  coverage 
of  children’s  heafth 


Kudos  to  Giro  Valent 
Sumaya,  MD,  and  Texas  Medi- 
cine for  the  excellent  edition  fea- 
turing children’s  health  issues 
and  demonstrating  concern  for 
Texas’  children  (June  1994).  Your  ef- 
fort to  raise  the  awareness  about  chil- 
dren’s health  includes  informing 
about  social  issues  and  resultant 
health  problems. 

Thank  you  for  addressing  the  crit- 
ical issues  facing  us  and  our  children. 

Rebecca  T.  Kirkland,  MD 

Chief,  Section  of  Academic 
Ambulatory  Pediatrics 
Baylor  College  of  Medicine 
One  Baylor  Plaza 
Houstoti,  TX  77030 

Health  education 
emphasis  off  base 

The  recent  article  “Wha'l 
Texas  schoolchildren  aren’t  learn- 
ing about  health”  (June  1994,  pp 
22-23)  was  riddled  with  presup- 
positions and  bias.  The  author  sug- 
gests “children  should  leave  school 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  I'MA, 
401  W 15th  St,  Austin.  TX  78701:  fax  (512)  370-1362. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


armed  with  the  skills  and  knowledge 
to  make  positive  decisions  and  lead 
healthy  lifestyles.”  I believe  children 
should  leave  home  with  these  skills. 
The  school  will  never  be  able  to  take 
the  place  of  the  home  or  parents, 
though  many  “modern”  educators 
would  have  us  believe  this. 

If  I send  my  children  to  school,  it 
will  be  for  them  to  learn  to  read  and 
write  and  for  other  fundamentals. 
This  is  a time  when  school  systems 
across  the  nation  are  having  difficulty 
graduating  literate  people  — and 
they  want  to  add  decision-making 
and  healthy  lifestyles  to  their  goals?  If 
the  basics  are  not  being  taught  with 
uniform  success,  why  should  we  be- 
lieve more  lofty  goals  will  be  met? 

Dr  Peterson  is  quoted,  “Lack  of 
knowledge  or  ignorance  may  very 
well  lead  to  reckless  behaviors.” 
Where  are  the  facts  to  back  up  this  as- 
sertion? It  is  controversial  whether 
teenage  pregnancy  rates  decrease  after 
sex  education  has  been  introduced  in 
any  given  location.  Knowledge  and 
behavior  are  not  linked  in  such  a di- 
rect and  predictable  way,  especially  in 
teenagers.  If  so,  teenagers  would  not 
smoke,  drink  alcohol,  or  drive  fast  if 
they  knew  it  was  dangerous  to  do  so. 

Studies  have  shown  that  low 
promiscuity  is  linked  with  a strong 
home  life  and  religious  values.  These, 
however,  are  not  promoted,  but  in- 
stead “scientific,  medically  accurate 
information  on  adolescent  sexuality 
to  dispel  medical  misinformation,”  as 
stated  in  the  article.  I wish  it  were 
this  simple.  Does  this  mean  the 
teenage  pregnancy  rate  was  lower  in 


the  1950s  solely  because  there  was 
less  ignorance  of  adolescent  sexuality? 
I believe  we  are  reaping  what  we 
sowed  during  the  “sexual  revolution” 
of  the  1960s  and  1970s. 

Why  should  we  approach  changes 
in  school  curriculum  with  any  less 
scientific  rigor  than  articles  written 
about  medical  issues?  I would  like  to 
see  facts  regarding  the  effectiveness  of 
such  sweeping  changes.  Instead  we 
rely  upon  what  the  “experts”  tell  us 
should  happen. 

Dayna  G.  Diven,  MD 

The  University  of  Texas  Medical  Branch 
Galveston.  TX  77555-0783 

Advantages  of  school-based 
clinics  questioned 

I READ  WITH  DISAPPOINTMENT 
another  article  sponsored  by  orga- 
nized medicine  regarding  the  great 
advantages  of  school-based  clinics 
{Texas  Medicine,  June  1994,  pp 
14-21),  while  according  to  the  TMA 
Adolescent  Health  Task  Force  Posi- 
tion Paper  on  Teenage  Substance 
Abuse  (February  1993),  “Little  out- 
come data  support  the  effectiveness 
of  school-based  health  clinics  in  the 
prevention  of  substance  abuse.” 

This  lack  of  data  in  support  of 
school-based  clinics  (SBCs),  as  deter- 
mined by  our  own  association,  can 
be  extended  to  pregnancy  preven- 
tion, as  well  as  to  most  any  other  area 
of  health  care.  Why,  then,  do  we  see 
this  optimistic  appraisal  and  all  of 
the  interest  in  funding  such  vehicles 
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Leadership 
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September  17,  1334 
Stouffer  Austiim  Hotel 


LfnimivB  FOR  Exceli^ivce 


the  wheels  of  health-system  reform  keep  turning, 
physicians  must  pull  together.  Join  your  colleagues  at 
TIVlA’s  Fall  Leadership  Conference  to  hear  the  latest 
developments. 

Featured  Speakers 

• AM  A President  Robert  E.  McAfee,  MO 

• AMA  Board  of  Trustees  Vice  Chair 
Nancy  W.  Dickey,  MB 

• U.5.  Sen.  Kay  Bailey  Hutchison  [R-TexasJ 

• Commissioner  of  Health  Da\/id  R.  Smith,  MB 


• U.S.  Rep.  J.  Roy  Rowland  [D-EeoryiaJ 


Special  Benefits 


• Dawn  duster  session  on  manayed  care. 


• Panel  session  on  health-system  reform. 

• TMA  members  recei\/e  free  reyistration, 
plus  complimentary  luncheon  from 
Texas  Medical  Liability  Trust. 


For  more  details, 

call  [BOB]  BBO-IBOa,  Ext.  I34E. 


Tex 


TexasMedical 

Association 


of  health  care?  Good  question! 

I cannot  argue  that  good  can  nev- 
er come  from  such  clinics,  and  I 
must  compliment  Dr  Barnett  on 
what  appears  to  be  a well-run  clinic. 
But,  I and  many  other  adolescent- 
health  conscious  physicians  find  great 
fault  and  even  greater  potential  harm 
with  these  clinics. 

First,  it  is  foolish  to  spend  millions 
and  soon  billions  of  dollars  to  support 
the  establishment  of  an  entity  that  is 
wholly  unproved  in  clinical  effective- 
ness, much  less  cost-effectiveness.  Ac- 
cording to  Family  Policy  (vol  4,  no.  1), 
only  about  12  studies  in  the  last  15 
years  show  data  useful  in  assessing  sec- 
ondary-level SBCs,  and  these  evaluat- 
ed only  2%  of  the  entire  number  of 
clinics.  One  of  these  studies,  cited  in 
Family  Planning  Perspectives,  showed 
that  teenage  pregnancy  rates  actually 
increased  after  the  introduction  of 
SBCs  into  that  community.  We 
should  not  be  encouraged  to  support 
something  that  is  of  unproved  benefit 
and  even  potentially  harmful. 

Second,  this  is  another  government- 
sponsored  welfare  program  that  essen- 
tially removes  the  responsibility  and 
control  from  individuals  and  gives  it  to 
the  government.  The  parents  lose  di- 
rect control  of  the  child’s  care,  and 
such  gross  abuses  as  providing  abor- 
tions for  pregnant  teenagers  without 
parental  knowledge  during  the  school 
day  have  already  been  cited. 

According  to  the  Texas  Medicine  ar- 
ticle, Texas  is  already  experiencing  a 
flurry  of  activity  in  “anticipation  of 
major  dollars  coming  down  from  fed- 
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eral  health-system  reform.”  That  is 
equivalent  to  a big  tax  burden  in  a sys- 
tem that  is  already  way  too  costly.  But, 
even  worse,  it  results  in  loss  ot  person- 
al choice,  control,  and  quality.  When 
we  give  the  responsibility  of  children’s 
health  care  to  the  schools  and  govern- 
ment, we  are  just  one  step  closer  to 
giving  the  government  control  of  all 
health  care  and  everything  else. 

Do  you  believe  that  the  government 
is  capable  of  outperforming  the  private 
sector  in  cost  or  quality?  If  so,  look  at 
the  Veterans  Administration  system, 
the  public  health  system,  or  even  the 
Department  of  Mental  Health  and 
Mental  Retardation.  Try  to  get  taken 
care  of  in  those  systems  on  weekends, 
nights,  or  in  an  emergency.  The  gov- 
ernment just  doesn’t  do  it  better! 

Finally,  many  believe  that  our  ef- 
forts and  money  would  be  best  used 
to  support  and  build  up  that  time- 
honored  and  proven  institution  — 
the  family.  Without  strong  families,  it 
will  be  impossible  to  stem  the  current 
tide  of  disease,  violence,  and  poverty. 
Countless  studies  already  have  proven 
the  importance  of  the  family  in  the 
prevention  of  substance  use,  violence, 
crime,  and  premature  sexual  activity. 
As  physicians,  we  should  do  out  best 
to  support  legislation  and  activities, 
such  as  the  institution  of  family  and 
strong  family  values,  that  are  proven 
successes  in  promoting  good  health. 
Government-run  school-based  clinics 
just  absolutely  do  not  do  that! 


Physicians  must  take  different 
approach  to  curbing  violence 

I AM  WRITING  TO  CLARIFY 
some  misconceptions  in  the  article 
by  Beth  Graddy  entitled  “Violence 
against  physicians:  societal  aggres- 
sion worsens  an  occupational  hazard” 
(July  1994,  pp  25—27).  I think  the 
subtitle  of  this  article  really  sums  up 
the  entire  problem. 

In  the  article.  Dr  Taliaferro  says 
that  long-term  solutions  are  neces- 
sary. I could  not  agree  more.  I think 
that  we  have  seen  a total  breakdown 
in  the  fabric  of  our  society,  with  a 
loss  of  respect  for  the  nuclear  family, 
state,  authority,  and  church.  Until 
our  country  is  able  to  bring  these 
back  into  focus,  we  will  not  be  able 
to  get  a handle  on  the  problem  of  vi- 
olence and  crime  in  our  society.  Fur- 
thermore, I think  that  Dr  Taliaferro 
is  indeed  misguided  when  she  indi- 
cates that  the  number  of  handguns 
available  has  caused  the  problem. 

Under  current  existing  laws  in  the 
United  States,  it  is  illegal  for  some- 
one under  the  age  ol  1 8 years  to  own 
or  possess  a handgun.  It  is  also  illegal 
for  convicted  felons  to  possess  hand- 
guns. I think  you  will  find  that  the 
major  problem  in  handguns  being 
used  in  crime  is  that  they  primarily 
are  in  the  hands  of  felons  who  did 
not  obtain  them  from  legal  sources. 

The  vast  majority  of  these  hand- 
guns are  stolen  or  bought  illegally. 
Adding  more  laws  to  the  books  to  re- 
move handguns  from  society  will 
solve  absolutely  nothing.  We  have 
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D.  Brett  Mitchell,  MD 
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seen  this  before,  during  the  prohibi- 
tion era  in  this  country.  If  guns  are 
removed,  the  black  market  in  these 
weapons  will  increase  and  crime  will 
increase,  as  people  steal  and  commit 
violent  crimes  to  obtain  the  money 
to  buy  weapons. 

A more  sane  approach  is  to  have 
very  stiff  penalties  for  people  who 
use  weapons  of  any  sort  in  the  com- 
mission of  any  crime.  Our  criminal 
justice  system  is  a farce.  It  is  a revolv- 
ing door,  and  we  repeatedly  put  vio- 
lent criminals  out  onto  the  streets.  It 
is  very  clear  that  more  than  70%  of 
all  weapon-related  incidents  are  relat- 
ed to  or  are  committed  by  people 
with  prior  criminal  records.  Until 
this  is  stopped,  we  will  not  see  an 
abatement  of  crime  in  our  society. 

Furthermore,  it  is  laughable  that 
capital  punishment  is  a deterrent  to 
crime,  because  it  is  not  enforced 
rapidly  alter  sentencing.  When  we  al- 
low convicted  murderers  to  stay  on 
death  row  for  15,  16,  and  18  years, 
we  allow  our  society  to  make  a mock- 
ery ol  the  criminal  justice  system. 

Many  of  the  crimes  committed 
with  handguns  are  now  committed 
by  teenagers  and  young  males.  Major 
problems  are  the  lack  ol  a central  au- 
thority figure  in  the  family,  single- 
parent households,  poor  socioeco- 
nomic status,  perceived  lack  of  access 
to  education  or  jobs,  inappropriate 
role  models,  and  inappropriate  and 
unavailable  recreational  activities  to 
keep  these  teenagers  from  joining 
gangs  and  committing  crimes.  To 
suggest  that  destroying  a simple  met- 
al object  will  cure  violence  in  this  so- 


ciety is  to  suggest  that  subarachnoid 
hemorrhage  can  be  handled  by  the 
old  saw  “Take  two  aspirin  and  call  me 
in  the  morning.” 

Dr  Taliaferro,  such  a superhcial  re- 
sponse to  such  a serious  problem  does 
our  profession  no  good,  our  society  no 
good,  and  our  citizens  no  good.  If 
physicians  are  to  expend  their  efforts 
in  increasing  the  health  of  our  society, 
we  must  get  to  the  root  of  the  prob- 
lem: This  lies  not  in  banning  guns, 
but  in  approaching  the  very  serious 
problems  that  tear  at  our  very  social 
fabric.  Please  act  responsibly. 

Charles  J.  Foulks,  MD 

Professor  of  Internal  Medicine 

Texas  A&M  University  Health  Science  Center, 

Temple  Campus 

2401  S3 1st  St 

Temple,  TX  76508 
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retreat.  It’s  good  medicine. 

Prices  range  from  $50’s  - $80,000’s 
35  - 45  acre  parcels. 

James  Rosso 
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Gamma  Knife:  The  Invisible  Blade 


What  you  see  expands  the  range  of 
neurosurgery  beyond  conventional  brain 
surgery:  Gamma  Knife  at  Sierra-the  18th 
of  its  kind  in  the  country. 

This  “invisible  blade”  focuses  multiple 
beams  of  gamma  radiation  on  a precise 
location  in  the  brain.  It  is  used  to  treat 
lesions-from  benign  and  malignant 


tumors  to  arteriovenous  malformations 
(AVIVIs)-vvithout  surgical  incision  or 
lengthy  hospital  stay,  usually  with  less 
pain  and  at  a cost  typically  less  than 
conventional  surgery. 

As  the  face  of  health  care  changes. 
Sierra  is  there  to  meet  your  needs. 

Ask  your  doclor.  Then  ask  for  Sierra. 


Sierra  Medical  Center 


Gamma  Knife  Radiosurgery 
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We  believe  that  doctor’s  orders  should  be  followed. 
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dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

And  to  get  the  greatest  value  from  the  money  you 
earn,  your  banker  will  help  you  choose  among  a variety 
of  investment  accounts. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  1-800-462-6289. 
We  think  you’ll  find  we’re  just  what  the  doctor  ordered. 
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NEWSMAKERS 


Houston  plastic  surgeon  Joseph 
Agris,  MD,  received  the  Consumer’s 
Choice  for  Physicians  Award  from 
the  American  Nurses  in  Business 
Association. 

Major  General  George  K.  Ander- 
son, MD,  Brooks  Air  Force  Base,  was 
named  deputy  assistant  secretary  of 
defense  for  health  service  operations 
and  readiness  at  the  Pentagon. 

Wayne  Baden,  MD,  Salado,  received 
a gold  medal  and  certificate  from  the 
Associazione  Obstetrici  Ginicologi 
Ospedalieri  Italiani  in  Naples,  Italy, 
for  his  efforts  in  the  worldwide  ad- 
vancement of  gynecology. 

Rahn  Bailey,  MD,  Houston,  was  se- 
lected as  a minifellow  for  the  Pro- 
gram for  Minority  Research  Training 
in  Psychiatry  through  the  National 
Institute  of  Mental  Health. 

Leroy  E.  Bates,  MD,  San  Antonio, 
was  recognized  by  the  American 
Medical  Association  as  the  oldest  ac- 
tive family  practitioner  certified  in 
the  United  States. 

In  recognition  of  his  social  and  civil 
rights  efforts,  family  practitioner 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Neivsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  office  of  or  honors 
from,  a national  or  state  organization;  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son,  People,  Texas  Medicine.  401  W 15th  St,  Austin,  TX 
78701;  fax  (512)  370-1632. 


Major  General  George  Wayne  F.  Baden,  MD 
K.  Anderson,  MD 


Stewart  R.  Reuter,  MD  Susan  M.  Strate,  MD 


Marion  Brooks,  MD,  received  a Liv- 
ing Legacy  Award  from  the  Renais- 
sance Cultural  Center  in  Fort  Worth. 

Grant  C.  Fowler,  MD,  Houston,  was 
elected  to  the  board  ol  directors  of 
the  Association  of  Family  Practice 
Residency  Directors. 

The  American  Heart  Association,  Texas 
Affiliate,  presented  a Distinguished  Ser- 
vice Award  to  San  Antonio  emergency 
medicine  practitioner  Donald  Gordon, 
PhD,  MD,  and  the  1994  Paul  R.  Ellis 
Media  Award  to  Bob  Lanier,  MD,  a 
Fort  Worth  pediatrician. 

The  Warm  Springs  and  Dr  Arthur 
Grant  Distinguished  Professorship  in 
Rehabilitation  Medicine  was  estab- 
lished at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 


Arthur  Grant,  MD 


Ninan  T.  Mathew,  MD 


to  honor  Arthur  Grant,  MD,  a retired 
professor  and  departmental  chairman. 

The  Texas  Interagency  Council  on  Ear- 
ly Childhood  Intervention  (ECI)  pre- 
sented the  Friend  of  ECI  Award  to 
Fort  Worth  pediatrician  Julian  Haber, 
MD,  and  the  1994  Doman  Keele  Med- 
ical Award  to  Eagle  Pass  pediatrician 
Antonia  Gil,  MD,  lor  their  service  to 
children  with  developmental  delays. 

In  recognition  of  his  exceptional  pa- 
tient care,  community  service,  and 
health  education  efforts,  Amarillo  pe- 
diatrician Rolf  Habersang,  MD,  was 
named  a Children’s  Miracle  Network 
Miracle  Maker  physician. 

Vicki  Hunt,  MD,  was  recognized  as 
the  outstanding  student  in  the  de- 
partments of  family  medicine  and  in- 
ternal medicine  at  Texas  Tech  Uni- 
versity Health  Sciences  Center. 

Pediatrician  Wendell  Jones,  MD, 

Amarillo,  was  recognized  as  More- 
house School  of  Medicine’s  distin- 
guished alumnus  of  the  year. 

El  Paso  ophthalmologist  John  L. 
Mann,  MD  was  elected  president  of 
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The  University  of  Texas  Medical 
Branch  at  Galveston  School  of  Medi- 
cine Alumni  Association. 

The  American  Association  for  the 
Study  ol  Headache  presented  the  John 
R.  Graham  Lecture  Award  to  Houston 
neurologist  Ninan  T.  Mathew,  MD. 

Joaquin  M.  Oses,  MD,  of  Houston, 
along  with  William  H.  Reading,  MD, 
and  Douglas  S.  Samuels,  MD,  both 
of  Rosenberg,  received  the  1994  Ex- 
emplary Psychiatrist  Award  Irom  the 
National  Alliance  for  the  Mentally  111. 

The  Stewart  R.  Reuter,  MD,  Profes- 
sorship in  Radiology  was  established 
at  The  University  of  Texas  Health  Sci- 
ence Genter  at  San  Antonio  to  honor 
the  radiology  department  chairman. 

The  Hispanic  Medical  Society  of  San 
Antonio  olficers  for  1994-1995  are 
pediatric  pathologist  Victor  A.  Sal- 
divar, MD,  president;  vascular  sur- 
geon Gerardo  Ortega,  MD,  presi- 
dent-elect; family  practitioner 
Maximiliano  Herrera,  MD,  past  pres- 
ident; and  ophthalmologist  Martha 
Wilson,  MD,  secretary/treasurer. 

Susan  M.  Strate,  MD,  Wichita  Falls, 
and  the  Texas  Society  of  Pathologists 
received  the  Pinnacle  ol  Success 
Award  Irom  the  American  Associa- 
tion of  Medical  Society  Executives 
for  submitting  the  best  newsletter  in 
its  national  competition.  Dr  Strate  is 
editor  of  the  society’s  newsletter.  The 
Focal  Point,  which  won  in  the  under- 
5,000  circulation  category. 


DEATHS 


Francisco  B.  Barrios,  MD,  39;  San 

Antonio;  Phe  University  of  Texas 
Medical  School  at  San  Antonio, 
1982;  died  May  22,  1994. 

D.  Nello  Brown,  MD,  72;  Wichita 
Falls;  University  ol  Oklahoma  Col- 
lege of  Medicine,  1945;  died  May 
28,  1994. 

Robert  Ernest  Casey,  MD,  80; 

Dickinson;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1938; 
died  March  15,  1994. 

Margaret  M.  Davis,  MD,  80;  Amaril- 
lo; The  University  ol  Texas  Medical 
Branch  at  Galveston,  1949;  died 
May  30,  1994. 

John  Holland  III,  MD,  75;  Cotptis 
Christi;  Baylor  College  ol  Medi- 
cine-Dallas,  1943;  died  June  14, 
1994. 

James  C.  Jones,  MD,  68;  Houston; 
University  of  Rochester  School  ol 


Medicine,  1 953;  died  June  6,  1994. 

Kurt  Lekisch,  MD,  81;  Austin;  Uni- 
versity of  Bern-Switzerland,  1937; 
died  May  26,  1994. 

Thornton  S.  Mclntire,  MD,  79; 

Odessa;  Temple  University  School  of 
Medicine,  1939;  died  June  5,  1994. 

Duane  V.  Mock,  MD,  77;  San  Juan; 
Eoma  Einda  University,  1946;  died 
June  7,  1994. 

Charles  R.  Nester,  MD,  82;  Canyon; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1935;  died 
May  18,  1994. 

Lawrence  E.  Rosenblad,  MD,  83; 

Texas  City;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1946; 
died  May  26,  1994. 

Raymond  Vespa,  MD,  70;  Odessa; 
University  ol  Illinois  School  of  Medi- 
cine, 1951;  died  May  19,  1994. 


iscal  check-ups 
for  the  whole  family 
at  Woodway. 


Woodway 


N.  Cameron  Woolverton,  III 


FINANCIAL  ADVISORS 

A Trust  Company 


10,000  Memorial  Dr.  • Houston,  Texas  77024 
683-7070 
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Our  General  Agents  are  full  time  employees  of  The  Medical  Protective  Company.  Like  the 
company  they  represent,  these  agents  work  exclusively  with  the  health  care  community  and 
are  experienced  in  both  medicine  and  the  law.  We  are  especially  proud  of  our  Texas  General 
Agents...  averaging  over  23  years  of  experience  in  professional  liability  protection. 

Extensive  training  and  experience  provide  each  General  Agent  the  expertise  to  help  you  avoid 
professional  liability  problems  and  to  offer  you  concise,  accurate  information  on  the  proper 
course  of  action  in  the  event  a suit  is  filed.  To  learn  more  about  how  Texas  Medical  Protective 
General  Agents  can  help  you,  contact  your  local  Texas  office... 

(800)  344-1899 


Public  Health 


Paging  Dr  Apple,  Dr  Squash, 
Dr  Spinach . . . 

Patients  curiosity  is  pressuring  physicians  to  increase  nutrition  knowledge 


By  Laura  J.  Albrecht,  Associate  editor 


isions  of  broccoli,  mangoes,  and  guava 
probably  aren’t  dancing  in  the  heads  of 
most  physicians  during  their  day-to-day 
practice  of  medicine.  But  nutrition  is  on 
the  minds  of  their  patients. 


Now  more  than  ever,  the  topic  of  nutrition  and  its 
impact  on  health  and  disease  is  finding  its  way  onto  tele- 
vision and  the  front  pages  of  newspapers.  The  end  result 
is  that  patients  are  gobbling  up  information  faster  than  a 
pint  of  Blue  Bell  Homemade  Vanilla  Ice  Cream.  And 
they  are  seeking  answers  to  their  nutrition  questions 
from  doctors. 

A 1992  survey  of  physicians  con- 
ducted by  the  Texas  Medical  Associa- 
tion revealed  patients  are  asking  more 
questions  concerning  diet  and  nutri- 
tion. Some  physicians,  however,  are 
discovering  they  lack  knowledge 
about  the  basics  of  nutrition  to 
communicate  to  their  patients. 

“Nutrition  education  is 
evolutionary,”  said  David 
Havemann,  MD,  an  associate 
professor  at  the  Texas  A&M 
University  College  of  Medicine. 

“It’s  a very  slow  process,  and  it  can 
be  frustrating.” 

One  source  of  frustration  is  that  some  pa 
tients  are  able  to  make  and  maintain  dramatic 
changes  in  their  diets,  while  others  have  trouble 
with  even  the  slightest  changes  in  their  eating  patterns. 

“For  some,  it’s  change  a little  bit  here  and  a little  bit 
there,”  said  Dr  Havemann,  who  is  a member  of  the  TMA 
Preventive  Medicine  Task  Force.  “The  mind  has  a way  of 
rebelling  if  you  try  to  change  too  much.” 

A second  frustration  for  physicians  is  discovering  that 
what  they  learned  about  nutrition  in  medical  school  isn’t 
keeping  pace  with  the  avalanche  of  information  their  pa- 
tients are  exposed  to  each  day. 

“Unfortunately,  a majority  of  our  physicians  are  gradu- 


ating from  medical  schools  without 
any  exposure  to  nutrition,”  said 
Eleanor  Young,  PhD,  RD,  LD,  who 
teaches  nutrition  in  the  College  of 
Medicine  at  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio. “They  are  not  prepared  to  give 
nutritional  support  to  their  patients  and,  therefore,  are  un- 
comfortable providing  information.” 

Dr  Young,  also  a member  of  the  Preventive  Medicine  Task 
Force,  says  she  receives  a lot  of  calls  from  people  wanting  to 
talk  about  nutrition.  “After  I’ve  listened  to  them,  I ask  if  they 
have  talked  to  their  doctors  about  their  nutritional  needs,” 
said  Dr  Young.  Nine  times  out  of  10,  they  will  say  their  doc- 
tor doesn’t  know  anything  about  nutrition.” 


Minding  their  peas  and  kumquats 

Although  the  public’s  quest  for  information  about  nutri- 
tion appears  insatiable,  actual 
knowledge  about  the  basics  is 
mixed,  according  to  a baseline 
study  done  for  the  5 a Day  for 
Better  Health  program. 

The  5 a Day  program  is  a national 
effort  developed  by  the  National 
Cancer  Institute  and  the  Produce 
for  Better  Health  Foundation  to 
promote  the  consumption  of  at 
least  five  servings  of  fruits  and 
vegetables  each  day.  TMA  has 
joined  the  statewide  coalition 
to  help  the  Texas  Department 
of  Health  publicize  the  pro- 
gram during  a national  promo- 
tion September  1 1-17. 

According  to  the  study: 


' Sixty-six  percent  of  American  adults  think  two  or  fewer 
servings  of  vegetables  and  fruits  a day  are  sufficient. 

’ Twenty- three  percent  of  Americans  eat  five  or  more 
servings  of  fruits  and  vegetables  a day. 

’ Men  consume  more  food  than  women,  but  they  eat  few- 
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er  servings  ot  fruits  and  vegetables. 

• Low-income,  poorly  educated  peo- 
ple eat  fewer  servings  of  fruits  and 
vegetables  than  middle-  and  high- 
income,  well-educated  people. 
•Four  in  10  Americans  believe  eat- 
ing fruits  and  vegetables  will  help 
prevent  cancer,  and  5 in  10  think 
it  will  help  prevent  heart  disease. 

“Patients  are  very  sophisticated  as 
far  as  what  they  know  about  nutri- 
tion compared  to  10  to  20  years 
ago,”  said  Dr  Havemann,  who  prac- 
tices internal  medicine  at  Scott  and 
White  Memorial  Hospital  & Clinic 
in  Temple. 

Poor  dietary  factors  have  been  con- 
nected to  coronary  heart  disease,  cere- 
brovascular disease,  noninsulin-de- 
pendent diabetes  mellitus,  cancer, 
arteriosclerosis,  and  alcohol-induced 
cirrhosis.  Nutrition  also  plays  a role  in 
prevention  and  treatment  of  obesity, 
low  birth  weight,  and  osteoporosis. 

Directly  or  indirectly,  nutrition  is 
related  to  8 of  the  10  leading  causes 
of  death  in  the  United  States. 

“Research  clearly  shows  that  nu- 
trition plays  a critical  role  in  disease 
prevention,”  said  Dr  Young.  “The 
underlying  causes  of  death  can  in 
many  instances  be  linked  to  poor 
diet  and  lack  of  exercise.” 

During  testimony  last  year  before 
the  US  House  of  Representatives 
Committee  on  Agriculture,  Dr 
Young  told  the  Subcommittee  on 
Department  Operations  and  Nutri- 
tion, “Nutrition  is  an  essential  con- 
sideration in  the  overall  medical  care 
of  every  patient.  Every  physician  is 


held  responsible  lor  the  appropriate 
application  of  nutrition  support  in 
the  care  of  patients,  as  well  as  in  the 
prevention  of  disease  and  the  promo- 
tion of  wellness.” 

Back  to  Nutrition  101? 

The  amount  of  nutritional  informa- 
tion available  can  be  overwhelming 
to  physicians  who  are  already  stressed 
for  time  with  their  patients. 

“Doctors  are  very  supportive  and 
understand  how  important  nutrition 
is,”  said  Dr  Young.  “There’s  just  not 
the  time  for  them  to  spend  an  hour 

**Patients  expect 
their  doctors  to  know 
about  everything, 
including  nutrition.” 

with  each  patient  discussing  what 
they  can  and  can’t  eat.” 

Time  is  of  the  essence,  agrees  regis- 
tered dietitian  Jolene  Vanderzyl,  who 
oversees  the  Dietitian  Oncology  & 
Nutrition  Education  Program.  “Physi- 
cians are  overloaded  right  now  with 
more  and  more  prevention  activities,” 
she  said.  “It’s  not  a lack  of  interest  on 
the  doctors’  part,  but  they  don’t  have 
time  to  provide  the  counseling. 

“The  most  difficult  thing  about 
nutrition  education  is  creating  change 
in  behavior  and  lifestyle,”  Ms  Van- 
derzyl said.  “That’s  what  makes  it  tru- 
ly challenging  and  where  a list  of  do’s 
and  don’ts  really  misses  the  mark.” 

Dr  Havemann  says  that  a patient’s 
basic  nutrition  knowledge  doesn’t  al- 


ways result  in  behavior  modification. 

Although  most  physicians  didn’t 
receive  a massive  serving  of  Summer 
Squash  101  during  medical  school, 
all  is  not  lost  in  the  world  of  nutri- 
tion education.  If  made  a part  of 
health-system  reform,  reimburse- 
ment for  nutritional  counseling  un- 
der the  umbrella  of  preventive  medi- 
cine could  bring  a needed  boost. 

“Knowing  key  elements  about  nu- 
trition will  help  physicians  provide 
some  kind  of  general  help  to  their  pa- 
tients,” said  Dr  Young.  “Once  the 
physician  has  seen  a patient  and  recog- 
nizes what  needs  are  important,  a nu- 
trition prescription  can  be  written  and 
a cooperative  effort  with  a dietitian  can 
ensure  the  patient  receives  the  neces- 
sary instruction  on  dietary  needs.” 

Although  medical  schools  are 
making  advances  toward  more  nutri- 
tion education,  the  competition  for 
time  and  money  is  holding  many 
programs  back. 

As  a member  of  the  American 
Medical  Student  Association  Nutri- 
tion Task  Force,  Dr  Young  is  working 
to  place  a greater  focus  on  nutrition 
education  in  medical  schools.  “This 
shows  us  our  future  physicians  are  fo- 
cusing on  the  prevention  of  diseases,” 
she  said.  There’s  also  a need.  Dr 
Young  says,  for  physicians  to  serve  as 
nutrition  role  models  so  they  can  bet- 
ter appreciate  their  patients’  needs. 

“Patients  expect  their  doctors  to 
know  about  everything,  including 
nutrition,”  said  Dr  Young.  “This  cer- 
tainly places  more  pressure  on  physi- 
cians to  learn  and  on  medical  schools 
to  provide  the  curricula.”  ★ 
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Hospital  Medical  Staff  Section 
24tii  Assembly  Meeting 
December  1-5, 1994 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 


Representation 

Education 

and 

Networking 


Send  a representative  from  your  hospital  medical  staff  and  physician  organization  to  the 
1994  Interim  American  Medical  Association  Hospital  Medical  Staff  (AMA-HMSS)  Assembly  Meeting 
held  on  December  1-5  in  Honolulu.  Aside  from  participating  in  the  development  of  AMA  policy, 
representatives  will  have  an  opportunity  to  network  with  colleagues,  dialogue  with  the  AMA  Board 
of  Trustees,  and  hear  the  latest  news  and  information  on  health  system  reform. 

With  a changing  health  care  environment,  broader  diversity  within  the  physician  population,  limited 
resources,  and  an  overriding  need  for  unity  of  purpose  and  action  by  organized  medicine,  the  AMA 
has  undertaken  a study  of  the  Federation. 


Federation 

Consortium 

Study 


The  study,  involving  county,  state  and  specialty  societies,  the  AMA,  and  other  related  organizations, 
intends  to  uncover  useful  information  for  developing  ways  to  increase  membership,  member 
participation,  and  advocacy  as  well  as  improve  communications,  medical  society  performance,  and 
resource  utilization. 

Project  leaders  have  asked  the  AMA-HMSS  to  participate  in  the  process  because  it  effectively 
represents  grassroot  physician  concerns.  Input  from  each  HMSS  representative  also  will  be  extremely 
valuable  in  defining  organized  medicine  in  the  future. 

The  1994  Interim  AMA-HMSS  Assembly  Meeting  Education  Program  will  host  the  Consortium  study. 
Data  collected  and  analyzed  will  facilitate  the  following  objectives: 

• Identify  current  and  future  needs,  expectations,  and  preference  of  physicians  and  others  for 
organized  medicine; 

• Explore  membership  ideas  and  options; 

• Assess  how  medical  societies  relate  to  each  other — including  ways  to  be  more  supportive,  avoid 
duplication  of  effort,  leverage  strengths,  and  better  address  weaknesses; 

• Discover  whether  there  are  better  tools/technologies  that  medical  societies  can  use  to  communicate 
with  one  another  and  their  members;  and 

• Enable  medical  societies  to  work  smart  in  a more  focused  and  purposeful  way. 

Plan  to  participate  in  the  Federation  Consortium  on  Friday,  December  3 from  2:30  to  5:30  pm  in 
Honolulu,  Hawaii.  Mahalo! 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


THE  DOCTORS  OFFICENTER 

MEDICAL  GROUP 

A.  well-established,  quality-driven,  physician  group  practice,  that  has  successfully 
merged  the  practice  of  fee-for-service  with  managed  care,  has  several  FULL  and 

PART-TIME  opportunities  for  Bourd  Certified  & Boupd  Eligible 
Physicians  in  General  Medicine /Primary  Care  and 

various  Subspecialties.  We  have  19  comprehensive  primary  care  centers  in 
and  throughout  Houston  and  Dallas.  LOOK  for  your  specialty  and  area  of  interest 
below  and  give  us  a call  for  an  immediate  interview. 


1-800-633-2373,  ext.283,  JONI  TAYLOR 


HOUSTON  Baytown  ClearLake  Conroe  DeerBrook  lluntsviile 

MedCenter  I960  SugarlMnd  TexasCity  Town&Counlry  Willowbrook 


DALLAS  Arlington  Bedford  Denton  Ft.Worth(2)  Irving  NE  Dallas  RedBird 


SUBSPECIALTY 


PRIMARY  CARE 


Hematology/Oncology 
Infectious  Diseases 
Pulmonary  Disease 
Gastroenterology 


Endocrinology 

Dermatology 

Cardiology 

Geriatrics 


PRIMARY  CARE 


PEDIATRICS 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 
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Pediatrics 
Family  Practice 
Internal  Medicine 


I DOCTORS 

OFFICENTER 


MEDICAL  GROUP 


Physicians  and  their  immediate  family  members 
can  receive  preferential  treatment 
in  mortgage  financing! 

The  AMA-Sponsored  Home  Mortgage  Program  is  provided  exclusively  by 
Prudential  Home  Mortgage  and  offers  physicians  special  features  such  as: 

■ Loan  commitment*  before  you  begin  searching  for  a home 
that  can  improve  your  bargaining  power  with  sellers 

■ Low  down  payment  programs 

■ Zero  point  option 

■ Fast  loan  decisions,  often  within  24  hours** 

■ Full  refund  of  appraisal  cost  after  closing 
($360  or  more) 

■ Competitive  rates  on  a wide  variety  of 
mortgage  products 

■ Toll-free  application  process 

■ No-cost  60  day  interest  rate  lock 

Just  call... 1-800-443-8877 

Mortgage  counselors  are  available  to  assist  you  from 

7 a.m.  to  llp.m.  (Central  time)  Monday  through  Friday.  P r Uaential  1101116  IVlOrtgage  » 

*Your  loan  commitment  will  be  subject  to  the  terms  and  conditions  stated  in  your  commitment  letter  for  this  program. 

“Bigibltty  requirements  for  the  24  hour  loan  decision  include:  Single  family  dwelling  only,  with  a $500,000  maximum  loan  amount.  Condos,  co-ops,  second  homes  and  investment  properties  are  excluded.  Also,  because  your  loan 
deaslon  is  fX)t  subject  to  an  appraisal,  you  may  want  to  consult  your  legal  advisor  to  irx:lude  an  appraisal  contingency  in  your  purchase  contract.  Other  conditions  may  apply. 

© 1994  The  Prudential  Insurance  Company  of  America.  All  loans  are  originated  by  The  Prudential  Home  Mortgage  Company,  Inc.  The  Prudential  Home  Mortgage  Company,  Inc..  8000  Maryland  Avenue.  Qayton.  Missouri,  is  an 
affiliate  of  The  Prudential  Insurance  Company  of  America,  doing  business  as  P.H.  Mortgage  Company.  Inc.  in  Ohio.  New  York  Office;  Expressway  Executive  ^^ter.  Inc.,  Suite  100,  48  South  S^ce  Road.  Melville.  New  York  11747; 
Arizona  BK  8408;  Florida  Licensed  Mortgage  Lender;  Illinois  Residential  Mortgage  Licensee;  Licensed  Mortgage  Banker/New  Jersey  Department  of  Banking;  Calif.  Broker/Lender.  AJt  California  loans  will  be  made  pursuant  to  a 
California  Department  of  Corporations  Consumer  Finance  Lender  license  or  Corrmercial  Finance  Lender  license.  EqusJ  Housing  Opportunity. 
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A good  beginning 

HCFA  “refines”  geographic  practice  cost  index, 
but  much  work  is  yet  to  be  done 

By  Mark  Richardson,  Associate  editor 


Revised  figures  issued  by  the  federal 
government  to  “refine”  the  controversial 
geographic  practice  cost  index  (GPCI) 
make  some  much  needed  changes  in  the 
Medicare  reimbursement  system.  But  according  to  many 
Texas  physicians,  those  changes  don’t  go  far  enough. 


When  the  Health  Care  Financing  Administration 
(HCFA)  began  phasing  in  Medicares  resource-based  relative 
value  scale  (RBRVS)  payment  system  in  1992,  Texas  physi- 
cians were  immediately  taken  aback  by  the  figures  used  to 
adjust  the  fees  paid  to  account  for  re- 
gional differences. 

Under  the  RBRVS  system,  each  ser- 
vice is  assigned  a value  relative  to  other 
services.  That  value  is  adjusted  to 
reflect  the  work  and  resources  needed 
to  provide  the  service.  In  addition, 
those  factors  are  modified  to  reflect  ge- 
ographic dififerences  in  the  costs  of  run- 
ning a practice,  such  as  office  space, 
personnel,  and  liability  insurance. 

The  latter  element  of  RBRVS, 
known  as  the  GPCI  (pronounced 
gypsy),  has  been  disputed  by  the 
Texas  Medical  Association  and  other 
state  medical  societies  since  its  intro- 
duction. The  data  on  which  the 
GPCls  were  formulated  were  flawed, 
according  to  TMA,  and  thus  reim- 
bursements calculated  for  Medicare 
were  inaccurate. 

“These  new  numbers  are  definitely  an  improvement 
over  the  originals  GPCls,  especially  in  the  malpractice 
numbers,”  said  Louis  Goodman,  PhD,  TMA’s  director  of 
medical  economics.  “But  they  are  still  not  where  we  think 
they  should  be.  Although  better  data  were  used  this  time, 
HCFA  still  isn’t  using  the  most  recent  and  the  most  accu- 
rate data  available.” 

The  new  GPCls,  issued  as  a proposed  ruling  in  the 


June  24  Federal  Register,  do  not 
reflect  the  actual  overhead  and  office 
staff  costs  for  Texas  physicians.  Dr 
Goodman  says,  adding  that  TMA  is 
continuing  to  back  a legislative  solu- 
tion to  the  problem. 

Problems  from  the  start 

Once  the  system  is  fully  instituted  in 
1996,  each  payment  under  RBRVS  will  be  calculated  by  a 
set  formula. 

The  payment  will  be  determined  by  adding  together 
relative  value  units  for  the  physician’s  work  in  providing 
the  service;  the  physician’s  overhead 
costs,  including  office  space  and  staff 
salaries;  and  the  physician’s  liability 
insurance  cost  for  providing  the  ser- 
vice. Each  of  the  three  relative  value 
units  (RVUs)  is  modified  by  a GPCI, 
and  the  sum  of  the  three  GPCI- 
modified  RVUs  is  multiplied  by  a na- 
tional conversion  factor  to  arrive  at 
the  amount  of  money  to  be  reim- 
bursed to  the  physician. 

The  GPCls,  according  to  Dr 
Goodman,  are  a critical  factor  in  the 
formula  because  they  are  designed  to 
ensure  that  areas  with  higher  costs  of 
practicing  medicine  receive  higher  re- 
imbursement rates. 

TMA  has  maintained  since  1992 
that  in  the  original  GPCls,  it  was  in- 
appropriate for  HCFA  to  use: 

Residential  rent  data  as  a proxy  to  measure  professional 
physician  office  rent  differences; 

Personal  income  data  for  professionals  rather  than 
physician  income  data  to  adjust  the  work  components 
of  the  GPCI; 

Variations  in  median  wage  levels  of  occupational 
groups  rather  than  differences  in  actual  physician  office 
staff  costs; 


^ ^ These  new 

numbers  are  definitely 

an  improvement 

over  the  originals 

GPCls,  especially 
in  the  malpractice 

numbers.  But  they  are 

still  not  where 

we  think  they 

should  be.” 
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j Analysis  of  HCFA’s  proposed  G PCI  changes.  | 

I Service  Practice  Malpractice  I 


1994 

1996 

Difference 

1994 

1996 

Difference 

1994 

1996 

Difference 

Abilene 

0.971 

0.960 

-O.OIl 

0.888 

0.851 

-0.037 

0.504 

0.827 

0.323 

Amarillo 

0.972 

0.975 

0.003 

0.900 

0.883 

-0.017 

0.504 

0.827 

0.323 

Austin 

0.969 

0.987 

0.018 

0.968 

0.986 

0.018 

0.504 

0.827 

0.323 

Beaumont 

0.998 

0.993 

-0.005 

0-955 

0.893 

-0.062 

0.504 

1.428 

0.924 

Brazoria 

1.025 

0.993 

-0.032 

0-955 

0.966 

O.OII 

0.504 

1.428 

0.924 

Brownsville 

0.980 

0-955 

-0.025 

0.888 

0.848 

-0.040 

0.504 

0.827 

0.323 

Corpus  Christ! 

0.976 

0.983 

0.007 

0.944 

0.898 

-0.046 

0.504 

0.827 

0.323 

Daiias 

0.996 

1. 012 

0.016 

0.971 

I.OI2 

0.041 

0.504 

0.893 

0.389 

Denton 

0.996 

0.968 

-0.028 

0.971 

0.952 

-0.019 

0.504 

0.827 

0.323 

El  Paso 

0.995 

0.973 

-0.022 

0.894 

0.893 

-0.001 

0.504 

0.893 

0.389 

Fort  Worth 

0-973 

0.989 

0.016 

0.936 

0.972 

0.036 

0.504 

0.893 

0.389 

Galveston 

0.982 

0.989 

0.007 

0.968 

0.966 

-0.002 

0.504 

1.428 

0.924 

Grayson 

0.964 

0.959 

-0.005 

0.903 

0.874 

-0.029 

0.504 

0.827 

0.323 

Houston 

I.OI4 

I.02I 

0.007 

0.982 

1.005 

0.023 

0.656 

1.428 

0.772 

Laredo 

0.968 

0-957 

-O.OII 

0.856 

0.851 

-0.005 

0.504 

0.827 

0.323 

Longview 

0.968 

0.973 

0.005 

0.929 

0.863 

-0.066 

0.504 

0.827 

0.323 

Lubbock 

0.950 

0-955 

0.005 

0.881 

0.894 

0.013 

0.504 

0.827 

0.323 

McAlien 

0.945 

0.961 

0.016 

0.873 

0.837 

-0.036 

0.504 

0.827 

0.323 

Midland 

1.023 

0.991 

-0.032 

0.998 

0.900 

-0.098 

0.504 

0.827 

0.323 

Odessa 

1.008 

0.991 

-0.017 

0.971 

0.900 

-0.071 

0.504 

0.827 

0.323 

Orange 

0.998 

0.993 

-0.005 

0.955 

0.893 

-0.062 

0.504 

0.827 

0.323 

San  Angelo 

0.954 

0.948 

-0.006 

0.902 

0.844 

-0.058 

0.504 

0.827 

0.323 

San  Antonio 

0.973 

0.978 

0.005 

0.929 

0.926 

-0.003 

0.504 

0.827 

0.323 

Temple 

0.969 

0.968 

-0.001 

0.886 

0.884 

-0.002 

0.504 

0.827 

0.323 

Texarkana 

0-953 

0.955 

0.002 

0.883 

0.872 

-O.OII 

0.504 

0.827 

0.323 

Tyler 

0.984 

0.971 

-0.013 

0.931 

0.894 

-0.037 

0.504 

0.827 

0.323 

Victoria 

0.976 

0.983 

0.007 

0.973 

0.868 

-0.105 

0.504 

0.827 

0.323 

Waco 

0.981 

0.966 

-0.015 

0.871 

0.877 

0.006 

0.504 

0.827 

0.323 

Wichita  Falls 

0.969 

0.950 

-0.019 

0.896 

0.857 

-0.039 

0.504 

0.827 

0.323 

Northeast  rural 

0.968 

0.960 

-0.008 

0.883 

0.857 

-0.026 

0.504 

0.827 

0.323 

Southeast  rural 

0-973 

0.963 

-0.010 

0.895 

0.872 

-0.023 

0.504 

0.889 

0.385 

West  rural 

0.961 

0.956 

-0.005 

0.852 

0.818 

-0.034 

0.504 

0.827 

0.323 

Note:  This  analysis  is  based  on  information  published  in  the  Federal  Register,  vol  59,  no.  121,  Friday,  June  24,  1994. 


• Census  data  from  1970  and  1980; 
and 

• Professional  liability  insurance 
cost  data  that  reflected,  at  least  in 
Texas,  a very  small  fraction  of  the 
physicians  covered. 

According  to  Dr  Goodman,  the 


new  GPCIs  are  based  on  more  recent 
data:  the  1990  census,  as  well  as 
1994  data  from  the  Department  of 
Housing  and  Urban  Development  on 
office  costs,  and  1990-1992  premi- 
um data  for  $1  million  to  $3  million 
in  mature  claims  made  policies. 

“This  approach  meets  some  of  our 


objections,  but  is  still  woefully 
deficient  in  some  regards,”  he  said. 
“The  new  malpractice  GPCIs  are  a 
particularly  good  improvement,  but 
much  of  the  other  data  used  are  still 
inappropriate,  and  do  not  reflect  prac- 
tice costs  in  Texas  in  general  and  in  the 
rural  areas  of  the  state  in  particular.” 

Data  difficulties  remain 

The  primary  difficulty  remains  with 
the  type  of  data  HCFA  is  using 
to  develop  the  GPCIs,  according  to 
Dr  Goodman. 

“For  example,  while  HCFA  is  now 
using  1990  data  to  calculate  hourly 
earnings  for  professional  specialty  oc- 
cupations, it  is  still  using  the  same  ir- 
relevant occupation  categories  as  were 
used  in  the  earlier  GPCIs,”  he  said. 
“Also,  HCFA  believes  that  there  isn’t  a 
significant  difference  between  ad- 
vanced degrees  with  less  than  5 years 
of  college  and  advanced  degrees  with 
more  than  5 years  of  college. 

“The  data  are  simply  not  repre- 
sentative of  actual  physician  costs 
and  are  completely  unrepresentative 
of  what  happens  in  most  rural  areas,” 
Dr  Goodman  said. 

The  problems  continue  through 
the  area  of  physician  office  rents, 
where  residential  rental  data  were 
used  to  measure  overhead  and  where 
HCFA  assumed  medical  equipment 
and  supplies  are  “purchased  on  the 
national  market,”  allowing  no  geo- 
graphical variance  for  price  differ- 
ences. TMA  data  show  significant  ge- 
ographical price  differences  for 
supplies,  shipping  costs,  repairs,  and 
other  expenses. 
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Projected  change  in  Medicare  fees  for  selected  procedures. 


CRT  Code 

Procedure 

27130 

Total  Hip 
Replacement 

66983 

Cataract 

Removal 

99203 

New  Patient 
Office  Visit 

99213 

Established  Patient 
Office  Visit 

Abilene 

0.70% 

-1,60% 

-0.80% 

-1.17% 

Amarillo 

2.48% 

0.30% 

0.85% 

0,S4% 

Austin 

5.00% 

3.11% 

2.99% 

2.87% 

Beaumont 

5.47% 

-0.54% 

1.00% 

0.15% 

Brazoria 

8.44% 

3.22% 

1.43% 

1.47% 

Brownsville 

-0.08% 

-2.33% 

-1.88% 

-2.16% 

Corpus  Christ! 

0.90% 

-1.48% 

0.18% 

-0.42% 

Dallas 

6.81% 

4.75% 

3.76% 

3.84% 

Denton 

0.99% 

-0.95% 

-1.35% 

-1.40% 

El  Paso 

3.03% 

0.73% 

-0.15% 

-0.11% 

Fort  Worth 

6.72% 

4-57% 

3.70% 

3.75% 

Galveston 

9.37% 

3.79% 

3.73% 

3.31% 

Grayson 

1.43% 

-0.82% 

-0.11% 

-0.46% 

Houston 

8.96% 

4.69% 

3.86% 

3.73% 

Laredo 

2.67% 

0,61% 

0.26% 

0.18% 

Longview 

-0.35% 

-2,91% 

-0.60% 

-1.38% 

Lubbock 

4.44% 

2.47% 

2.01% 

1.98% 

McAllen 

1.95% 

-0.52% 

1.18% 

0.57% 

Midland 

-3.54% 

-6.02% 

-4.00% 

-4.70% 

Odessa 

-1.50% 

-3,89% 

-2.22% 

-2.83% 

Orange 

-0.52% 

-2.93% 

-1.14% 

-1.78% 

San  Angelo 

-0.35% 

-2.85% 

-1.14% 

-1.76% 

San  Antonio 

3.33% 

1.30% 

'•43% 

1.24% 

Temple 

3.23% 

1.19% 

1.06% 

0.94% 

Texarkana 

2.84% 

0.68% 

0.99% 

0.75% 

Tyler 

0.59% 

-1.62% 

-0.92% 

-1.27% 

Victoria 

-2.48% 

-5.28% 

-1.69% 

-2.82% 

Waco 

3.12% 

1.21% 

0.33% 

0.40* 

Wichita  Falls 

0.24% 

-2.03% 

-1.43% 

-1.76% 

Northeast  rural 

1.49% 

-0.74% 

-0.22% 

-0.52% 

Southeast  rural 

2.22% 

-0.34% 

-0.04% 

-0.31% 

West  rural 

1,16% 

-1.20% 

-0.28% 

-0.69% 

TMA,  along  with  several  other  j 
state  societies,  is  pursuing  legislation 
to  correct  the  GPCI  problem,  forcing 
HCFA  to  use  relevant  data  obtained 
from  reliable  sources  such  as  state 
medical  societies  or  specialty  societies,  j 
A bill  to  fix  the  problems  with  tbe 
GPCIs  was  passed  by  Congress  late  j 
in  1992,  but  was  vetoed  by  then- 
President  Bush  because  other  parts  of 
the  bill  were  considered  tax  bikes. 

TMA  bas  reintroduced  the  bill  in 
tbe  current  session  of  Congress  and 
hopes  to  have  it  passed  during  either 
this  or  the  next  session  as  a part  of  a 
health-system  reform  package. 

Medic  are  payments  and  the  j 
RBRVS  system  are  definitely  on  the 
minds  of  Texas  physicians,  according 


to  a TMA  survey  released  in  July. 

The  survey  discovered  that  the 
problems  associated  with  Medicare 
and  other  government  programs  are 
falling  in  large  part  on  the  shoulders 
of  solo  practitioners  and  physicians  in 
small  groups. 

Th  is  comes  at  a time  when 
Medicare  patients  are  still  the  largest 
share  of  the  average  practice,  at  26%. 
More  than  60%  of  the  physicians  sur- 
veyed said  they  had  some  or  a great 
deal  ol  difficulty  dealing  with 
Medicare  regulations.  ★ 
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amnia  Knife  raciiosnrgery 
cl(  x.^n't  rec|niie  tlie  pit  x:e(.iiues 
of  conventional  craniotomy. 
Such  as  shaving  tlie  lit'aci.  Incising  and 
renacting  tlie  scalp.  0]X‘ning  tlie  skull. 
It's  a less  invasive  fomi  ( )f  neun  isurgeiy 
that's  appropriate  for  many  patients. 

Over  the  past  25  years,  this  unitiue 
treatment  modality  has  proven  effec- 
tive for  a variety  of  brain  disorders, 
including  AVMs,  meningiomas,  nieta- 
.static  tumors,  and  acoustic  neuromas. 
It  reciuires  no  incision.  Only  local 
ane.stlietic.  And  nio.st  patients  go  home 
die  next  day. 


Tlie  advantage.s?  Less  risk  < >1  intec- 
tion  or  bleeding.  Shoiter  recoieiy.  Less 
costly  hospitalization.  No  hair  lo.ss. 
Tlio.se  are  heacktches  .some  patients  can 
ea.sily  do  without. 

Physicians  at  Presbylerian  Hospital 
of  Dallas  have  used  die  Gamma  Knife 
successfully  for  five  years.  It  re[> 
re.sents  the  advanced  exjierti.se  in 
neun  sciences  available  at  Presbyterian 
tocLiy.  For  more  uifomiation  or  [latient 
refenals,  plea.se  call  l-HOO-SOO-aPHD. 

Presbyterian 
Hospital  of  Dallas 

A Member  of  Presbyterian  Healthcare  System 


Legislative  Affairs 

Off  to  the  races 

TEXPAC jumps  into  key  electoral  battles 
with  candidate  endorsements 

By  Ken  Ortolon,  Associate  editor 


Texas  Medical  Association  chief 
lobbyist  Kim  Ross  likes  to 
quote  16th  century  Italian 
statesman  and  philosopher  Nic- 
colo  Machiavelli  to  stress  the  importance 
of  physician  involvement  in  politics. 

“A  neutral,”  Machiavelli  wrote  in  1514,  “is  bound  to  be 
hated  by  those  who  lose  and  despised  by  those 
who  win.” 

TMA  has  been  anything  but  neutral 
in  its  long  history  of  involvement 
in  the  political  arena,  and  it  cer- 
tainly has  not  been  this  election 
year.  Since  January,  the  Texas 
Medical  Association  Political 
Action  Committee  (TEXPAC) 
has  endorsed  some  200  candi- 
dates in  races  ranging  from 
the  US  Senate  to  the  state 
House  of  Representatives. 

Hundreds  of  thousands  of 
dollars  have  been  con- 
tributed to  those  cam- 
paigns. And  physicians  and 
their  spouses  have  hammered 
yard  signs,  made  telephone 
calls,  written  letters,  and  worked 
in  these  campaigns. 

Houston  ophthalmologist 
Alan  C.  Baum,  MD,  chairman  of 
the  TMA  Board  of  Trustees  and  ; 
past  chairman  of  the  TEXPAC  Board  of 
Directors,  says  campaign  involvement  is  critical  to 
organized  medicine’s  efforts  to  protect  the  interests  of  pa- 
tients and  physicians. 

“It’s  pretty  hard  not  to  have  an  interest  in  what  hap- 
pens politically  since  it  has  become  more  and  more  obvi- 
ous that  the  decisions  made  in  Austin  and  the  decisions 
made  in  Washington  control  our  destiny,”  Dr  Baum  said. 

In  fact,  influencing  those  decisions  is  at  the  very  core 


of  what  TEXPAC  participation  in  the  electoral  process  is 
all  about,  says  current  TEXPAC  chairman  Sheldon  Gross, 
MD,  of  San  Antonio. 

“The  whole  purpose  of  TEXPAC  is  to  improve  the 
ability  of  the  Texas  Medical  Association  to  affect  legisla- 
tion that  we  think  is  in  the  best  interest  of  Texas  and 
physicians,”  Dr  Gross  said. 

Toward  that  end,  TEXPAC  already  has  scored  successes 
this  year.  Because  congressional  and  Texas  legislative  dis- 
trict lines  drawn  in  1991  were  designed  largely  to  pro- 
tect incumbents  — both  Democratic  and  Repub- 
lican — many  key  races  were  decided  in  the 
party  primaries  in  March.  And,  Dr  Gross 
says,  many  incumbents  friendly  to  orga- 
lized  medicine  already  have  been  as- 
sured of  reelection  this  November. 
Still,  there  are  several  inter- 
esting races  to  watch  this  fall,  some 
vital  to  the  interests  of  orga- 
nized medicine. 

US  Senate 

At  the  top  of  the  ballot  is  the 
race  for  US  Senate,  which  pits 
incumbent  Sen  Kay  Bailey  Hutchi- 
son against  Democratic  challenger 
Richard  Eisher.  Hutchison  is  seek- 
ing a full  term  after  winning  a spe- 
cial election  in  1993  to  replace 
former  Sen  Lloyd  Bentsen,  now 
US  Treasury  secretary.  Eisher,  who 
survived  a crowded  Democratic  pri- 
■*  mary  and  runoff  with  former  Attorney 

General  Jim  Mattox,  is  a well-regarded 
Dallas  businessman. 

While  TEXPAC  does  not  view  this  as  a “good  vs  evil” 
race,  it  has  strongly  endorsed  Hutchison  and  she  is  the 
clear  favorite.  Dr  Gross  says. 

“Fisher  is  a moderate  to  conservative  Democrat  and,  ? 
once  in  Congress,  probably  would  have  views  on  medical  " 
issues  very  similar  to  Kay’s  views,”  said  William  Burkhead,  i 
MD,  a Dallas  orthopedist  who  heads  the  Physicians  for  « 
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“It’s  pretty  hard  not  to  have  an  interest  in  what  happens 
politically  since  it  has  become  more  and  more  obvious 
that  the  decisions  made  in  Austin  and  the  decisions  made 
in  Washington  control  our  destiny.” 


Fisher  organization.  However,  Sena- 
tor Hutchison  has  established  herself 
as  a friend  of  medicine  during  her 
short  tenure,  and  TEXPAC  rarely 
strays  from  friendly  incumbents. 

“She  enjoys  broad-based  physician 
support,”  Dr  Gross  said.  “She  already 
enjoys  our  endorsement  and  the  sup- 
port of  other  physician  organizations.” 

US  House  of  Representatives 

Although  most  congressional  incum- 
bents face  opposition  this  fall,  few  face 
serious  challenges.  However,  Mr  Ross 
lists  four  races  as  worth  watching. 

Representative  Bill  Sarpalius,  an 
Amarillo  Democrat,  is  favored  to  win 
in  District  13  but  could  be  upset  by 
Republican  William  M.  “Mac” 
Thornberry.  Representative  Sarpalius 
is  a Democrat  serving  in  a heavily  Re- 
publican district.  Also,  his  role  as  a 
swing  vote  last  year  on  President  Clin- 
ton’s tax  bill  has  cost  him  some  con- 
servative support,  says  Valerie  Terry, 
TMA  director  of  political  education. 

While  his  vote  on  the  tax  measure 
may  have  disappointed  some  physi- 
cians, Ms  Terry  says  physicians  must 
maintain  their  focus.  Congressman 
Sarpalius  has  supported  organized 
medicine  nearly  100  percent  in  Con- 
gress and  has  growing  support  among 
physicians  in  his  district,  Ms  Terry 
says.  TEXPAC  has  endorsed  him.  In  a 
letter  to  physicians  in  his  district. 
Representative  Sarpalius  wrote,  “I 
cannot  support  legislation  that  com- 
promises the  physician-patient  rela- 
tionship or  imposes  federal  mandates 
and  hidden  taxes  on  employers.” 

“We  have  to  stay  focused  on 


health-care  issues  that  affect  a physi- 
cian’s practice  environment  — insur- 
ance reform,  allied  health,  medical  li- 
ability,” Ms  Terry  said. 

In  East  Texas,  conservative  Demo- 
cratic incumbent  Jim  Chapman  is 
facing  a physician  challenger  in  Re- 
publican Mike  Blankenship,  MD. 
Again,  TEXPAC  has  chosen  to  stick 
with  the  friendly  incumbent  despite 
Dr  Blankenship’s  medical  credentials. 

“Chapman  enjoys  strong  support 
among  the  physician  community  and 
has  an  impeccable  record  on  medical 
issues,  and  the  local  physician  is  not 
popular,”  Mr  Ross  said. 

Another  physician  candidate  is  vy- 
ing for  an  open  congressional  seat  in 
Houston.  Republican  Gene  Fontenot, 
MD,  is  facing  Democrat  Ken  Bentsen 
in  the  race  for  the  seat  vacated  when 
Rep  Mike  Andrews  made  his  unsuc- 
cessful bid  for  the  US  Senate. 

Dr  Fontenot  has  not  been  in  ac- 
tive medical  practice  for  several  years, 
but  he  is  involved  in  the  health-care 
industry  through  business  invest- 
ments in  a hospital  and  other  health 
facilities.  He  has  not  made  health- 
care a central  issue  in  his  campaign, 
preferring  to  focus  on  crime,  welfare 
reform,  and  term  limits,  all  issues  his 
polling  indicates  rate  high  among 
voters  in  the  district. 


Mr  Ross  says  the  district  was  de- 
signed to  be  Democratic,  which  gives 
Mr  Bentsen  the  edge.  He  enjoys  the 
support  of  some  prominent  Houston 
physicians  and  is  helped  by  his  name 
recognition  — he  is  the  nephew  of 
Treasury  Secretary  Bentsen. 

“However,  Fontenot,  as  a physi- 
cian in  this  hotly  contested  year  of 
health-care  issues,  is  running  with 
substantial  physician  support  and 
probably  will  get  a TEXPAC  en- 
dorsement,” Mr  Ross  said. 

As  of  Texas  Medicine  press  time, 
that  endorsement  had  not  been  made. 
Mr  Ross  emphasizes  that  this  is  not  a 
“good  vs  evil”  race. 

The  final  congressional  race  on 
the  TEXPAC  watch  list  is  in  District 
10,  where  state  Supreme  Court  Jus- 
tice Lloyd  Doggett  is  attempting  to 
succeed  Rep  J.J.  “Jake”  Pickle  of 
Austin,  who  is  retiring  from  Con- 
gress this  year.  Justice  Doggett  is  a 
former  state  senator  and  has  been  a 
liberal  nemesis  on  the  Supreme 
Court.  He  faces  Republican  Jo  Bay- 
lor, a young  black  conservative. 
TEXPAC  has  endorsed  Baylor  even 
though  Doggett  is  heavily  favored. 

“There  was  some  concern  about 
this  being  an  uphill  race,”  said  TEX- 
PAC Board  Member  Joseph  M. 
Abell,  Jr,  MD,  of  Austin.  “But  after 
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Governor  Ann  Richards  Lieutenant  Governor 
Bob  Bullock 


all  the  years  and  all  the  things  [Mr 
Doggett]  has  said  in  writing  as  a 
Supreme  Court  justice  and  in 
speeches  on  the  floor  of  the  state 
Senate,  this  is  a no-prisoners  race. 
We  just  had  to  fight  it.  She  is  an  im- 
pressive candidate,  by  the  way,  and 
running  a surprisingly  strong  race.” 

Dr  Gross  points  to  one  other  crit- 
ical congressional  race,  that  of  Re- 
publican incumbent  Henry  Bonilla 
vs  Democrat  Rolando  L.  Rios  in  San 
Antonio.  Dr  Gross  says  Mr  Rios  was 
recruited  by  the  state’s  trial  lawyers  to 
run  against  Congressman  Bonilla. 

“I  feel  that’s  an  extremely  impor- 
tant race,  and  obviously  TEXPAC  ' 
and  AMPAC  [the  American  Medical 
Association  Political  Action  Commit- 
tee] are  going  to  work  hard  to  help 
Henry  Bonilla  be  reelected,”  he  said. 

Governor  j 

The  governor’s  race  pits  incumbent 
Democrat  Ann  Richards  against  Re- 
publican George  W.  Bush,  managing 
partner  of  the  Texas  Rangers  baseball 
team  and  son  of  the  former  president. 

Mr  Ross  says  Governor  Richards 
has  had  a good  record  of  working 
with  TMA.  “She  has  been  very  acces-  , 
sible,”  he  said.  “We’ve  always  had  ac-  I 


Attorney  General  Harryette 

Dan  Morales  Ehrhardt,  PhD 


cess  to  her  when  we’ve  wanted  to  raise 
an  issue.  And  she’s  very  proactive  on 
our  concerns  about  managed  care  and 
insurance  companies.” 

Mr  Bush,  however,  enjoys  slightly 
broader  support  among  physicians, 
Mr  Ross  says.  He  sees  that  as  a back- 
lash against  President  Clinton’s 
health-system  reform  plan,  even 
though  Governor  Richards  has  not 
endorsed  that  plan. 

For  these  and  other  reasons,  TEX- 
PAC has  stayed  out  of  the  governor’s 
race.  In  fact,  it  is  the  only  political 
contest  on  which  TEXPAC  tradition- 
ally remains  neutral.  Dr  Gross  says 
that  policy  is  founded  on  two  factors. 

“The  last  three  times  we  got  in- 
volved in  the  governor’s  race,  we  picked 
the  loser  and  spent  the  next  4 years  try- 
ing to  make  up  lost  ground,”  he  said. 
The  second  factor  is  the  relatively  small 
constitutional  role  the  governor  plays  in 
the  legislative  process. 

“Our  major  focus  is  legislation, 
and  the  key  player  for  that  is  the  lieu- 
tenant governor  rather  than  the  gov- 
ernor,” Dr  Gross  said.  “So,  in  general, 
the  PAC  stays  out,  and  we  encourage 
individual  physicians  to  support  the 
candidate  they  feel  is  best  qualified.” 


Kyle  Janek,  MD 


Lieutenant  Governor 

Texas  has  had  a tradition  of  strong  lieu- 
tenant governors  who  have  ruled  the 
Senate  and  controlled  virtually  every 
piece  of  legislation  coming  out  of  that 
body.  Former  Lt  Gov  Bill  Hobby  fit 
that  mold  and  so  does  current  Lt  Gov 
Bob  Bullock.  Lieutenant  Governor  Bul- 
lock faces  opposition  from  Republican 
H.J.  “Tex”  Lezar  and  has  TEXPAC’s 
strong  endorsement. 

“Lieutenant  Governor  Bullock  has 
a very  high  rating  from  us,”  Mr  Ross 
said.  While  he  may  not  be  well 
known  among  the  general  medical 
community,  he  has  strong  ties  to 
TMA’s  physician  leadership  going 
back  to  the  administration  of  former 
Gov  Preston  Smith  in  the  late  1960s, 
Mr  Ross  says. 

“No  question,”  said  Dr  Gross. 
“Bob  Bullock  has  been  very  support- 
ive in  many  areas,  and  he  has  our  un- 
conditional support.” 

Attorney  General 

While  the  attorney  general’s  office 
may  not  seem  to  have  much  to  do 
with  medical  issues,  Mr  Ross  says  the 
office  is  extremely  important  to  med- 
icine because  of  its  role  in  adminis- 
tering provisions  of  the  rural  health 
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Handicapping  the  candidates 


PICKING  A PCM  I I ICAL  CANDIDATE  IS 
not  unlike  betting  on  a horse  race.  You  size  up 
the  horses  during  their  prerace  warm  up,  evalu- 
ate their  records,  and  then  hurry  to  the  window  to  get 
down  your  wager. 

The  process  the  Texas  Medical  Association  Political 
Action  Committee  (TEXPAC)  uses  to  evaluate  the  can- 
didates starts  early  in  the  campaign  year,  usually  even  be- 
fore the  formal  candidate  filing  period. 

Carlos  Hamilton,  MD,  chairman  of  TEXPAC’s  Candi- 
date Evaluation  Committee,  says  local  TEXPAC  commit- 
tees conduct  candidate  interviews  as  soon  as  the  filing  pe- 
riod ends  in  January.  Their  recommendations  on  both 
legislative  and  congressional  races  are  forwarded  to  the 
Candidate  Evaluation  Committee,  which  makes  the  final 
decision  on  who  to  endorse  and  whether  to  make  contri- 
butions to  their  campaigns. 

Kim  Ross,  TMAs  chief  lobbyist,  says  organized  medi- 
cine’s ground  rules  for  endorsing  candidates  have  changed 
significantly  in  recent  years.  A decade  ago,  one  or  two  issues 
— usually  whether  or  not  a candidate  was  backed  by  the 
Texas  Trial  Lawyers  Association  — determined  the  matter. 

“That  isn’t  the  case  now,”  Mr  Ross  said.  “In  the  brave 
new  world,  you’re  just  as  likely  to  find  a conservative  Re- 
publican your  adversary  on  issues  involving  cost  contain- 
ment, workers’  compensation,  managed  care,  taxes,  or 
even  allied  health  issues  as  you  might  a liberal  Democrat. 

“The  best  predictor  of  how  a legislator  is  going  to 
vote  tends  to  be  his  or  her  ties  to  the  local  medical  com- 
munity,” he  said.  “That’s  why  we  strongly  encourage  lo- 
cal physicians  and  TMA  Alliance  members  to  get  to 
know,  even  find  and  recruit,  candidates  early  on  in  the 
process.  That  bonding  and  level  of  trust  does  more  than 
the  largest  PAC  contribution  you  can  imagine.” 

Local  candidate  interviews  are  part  of  that  bonding 
process.  Sheldon  Gross,  MD,  San  Antonio,  chairman  of 
the  TEXPAC  Board  of  Directors,  says  the  local  commit- 
tees and  the  statewide  Candidate  Evaluation  Committee 
judge  all  candidates  on  three  criteria  — friendly  incum- 
bency, local  support  among  the  physician  community, 
and  ability  to  win.  Endorsements  are  arrived  at  by  bal- 
ancing all  three  factors,  with  the  most  weight  going  to 
the  friendly  incumbent. 

“Any  politician  who  has  been  elected  to  office  and  who 
has  been  friendly  and  supportive  to  issues  involving  medi- 
cine is  given  support  in  the  future,”  Dr  Gross  said. 

This  can  create  awkward  situations  when  an  office- 
holdet  who  has  enjoyed  TEXPAC  support  in  the  past 
seeks  a higher  office  against  another  friendly  incumbent. 


“How  can  you  ask  a legislator  to  vote  for  you  and 
then  abandon  him  when  an  equally  ptetty,  or  even  pret- 
tier, face  comes  along?”  asked  Mr  Ross.  “The  legislator 
will  have  no  reason  to  stay  with  you  the  next  time.” 

Local  physician  and  TMA  alliance  support  is  probably 
the  next  most  important  factor,  says  Alan  C.  Baum,  MD, 
Houston,  chairman  of  the  TMA  Board  of  Trustees  and 
former  TEXPAC  chairman.  “TEXPAC  places  a great  deal 
of  emphasis  on  the  input  from  local  physicians,”  he  said. 

Local  support  takes  on  even  more  importance  in  a race 
for  an  open  seat,  patticularly  if  neither  candidate  has  an  es- 
tablished voting  record  to  evaluate.  Mr  Ross  adds  that  local 
physician  sentiment  also  plays  a key  role  in  endorsements 
and  contributions  given  by  the  Ametican  Medical  Associa- 
tion Political  Action  Committee  (AMPAC). 

That  emphasis  on  physician  input  sometimes  leads  to 
endotsements  in  races  that  are  uphill  battles,  which  likely 
is  the  case  this  year  with  the  endorsement  of  Republican 
Jo  Baylot  in  the  congressional  race  against  Democrat 
Lloyd  Doggett  in  Central  Texas.  “Every  now  and  then,  the 
physicians  will  get  hot  blooded  and  throw  money  in  the 
wtong  direction.  We  may  advise  caution,  but  we  would 
never  complain.  We  want  them  to  believe  in  the  process, 
we  want  them  to  know  they  own  it,”  Mr  Ross  said. 

But  even  if  a candidate  has  considerable  physician  and 
alliance  support,  TEXPAC  may  back  away  from  an  en- 
dorsement if  the  candidate’s  chances  of  victory  are  slim. 

“If  there  is  a Democrat  who  happens  to  be  tunning  in 
a district  that  is  70-percent  Republican,  or  vice  versa, 
then  that’s  going  to  be  discussed,”  Dr  Baum  said. 

Because  lawmakers  tend  to  draw  legislative  and  con- 
gtessional  district  lines  to  protect  their  own  seats,  many 
races  are  decided  in  the  primaries,  Mr  Ross  adds.  “In  a 
heavily  Republican  district  in  an  open  seat,  you  evaluate 
the  Republicans,”  he  said.  “You  don’t  waste  a lot  of  time 
looking  at  Democrats  in  a no-win  situation.” 

Dr  Gross  says  TEXPAC  has  been  extremely  successful 
in  helping  promedicine  candidates  win  elections.  “I 
would  say  TEXPAC  is  one  of  a handful  of  political  ac- 
tion committees  recognized  as  the  most  influential  in 
Austin.  And,  we  are  the  largest  state  medical  association 
PAC  in  the  country.” 

TEXPAC,  however,  is  only  achieving  a fraction  of  its 
potential,  he  says.  “We  run  roughly  25-percent  member- 
ship involvement,”  Dr  Gross  said.  “We  could  be  four 
times  as  effective  if  we  had  100-percent  participation  on 
the  part  of  Texas  physicians.” 
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“This  is  not  the  time  for  party  politics.  This  is  the  time  to 
think  exclusively  of  one  thing,  which  is  what  is  in  the  best 
interest  of  the  Texas  Medical  Association.” 


protection  act  passed  in  1989  and 
the  legal  opinions  he  issues. 

Incumbent  Attorney  General  Dan 
Morales  has  enjoyed  TEXPAC  sup- 
port since  his  first  race  for  the  Texas 
House  more  than  a decade  ago.  He 
has  been  endorsed  again  in  his  current 
race  against  Republican  Don  Wittig. 

Supreme  Court 

Three  TEXPAC-backed  candidates 
— two  incumbents  and  one  new- 
comer, are  involved  in  Supreme 
Court  races  this  year.  Justice  Raul 
Gonzalez,  a Democrat,  is  unopposed 
in  the  general  election  after  surviving 
a tough  primary  campaign  against 
Rene  Haas,  who  was  backed  by  the 
trial  lawyers. 

Dr  Gross  says  TEXPAC’s  support 
was  critical  in  that  race. 

“The  involvement  of  TEXPAC, 
and  all  physicians  and  their  spouses, 
in  terms  of  passing  out  slate  cards  in 
the  Democratic  primary  is  a large 
part  of  what  turned  that  around  for 
Raul  Gonzalez,”  he  said.  “Had  we 
not  played  the  role  we  played,  he 
might  very  well  have  lost  that  prima- 
ry election.” 

The  other  races  pit  TEXPAC-en- 
dorsed  incumbent  Justice  Nathan 
Hecht  against  Democratic  appellate 
Judge  Alice  Oliver  Parrott,  and  Re- 
publican Priscilla  Owen  against  De- 
mocratic appellate  Judge  Jimmy  Car- 
roll.  Hecht  was  part  of  TEXPAC’s 
“Clean  Slate  in  ’88.”  He  unseated  in- 
cumbent Bill  Kilgarlin  in  that  race 
and  has  been  a major  conservative 
influence  on  the  court. 

Judge  Carroll  and  Ms  Owen  are 


seeking  the  seat  vacated  when  Justice 
Doggett  opted  to  run  for  Congress. 
TEXPAC  endorsed  Ms  Owen  when  she 
was  facing  Justice  Doggett.  Judge  Car- 
roll,  who  originally  announced  to  run 
against  Justice  Hecht,  moved  into  the 
race  when  Justice  Doggett  departed. 

Mr  Ross  says  both  Judges  Parrott 
and  Carroll  are  well-regarded  jurists 
and  capable  campaigners.  And  Car- 
roll  enjoys  considerable  physician 
support  in  his  hometown  of  Temple. 

What  could  make  these  races  even 
tougher,  he  says,  is  the  public’s  lack  of 
knowledge  about  the  courts  and  the 
candidates. 

“The  voters  have  no  institutional 
memory  of  these  races,”  he  said. 
“They  don’t  know  one  judge  from 
another,  so  you  start  over  every  time 
you  run  a race.  Even  though  we  just 
finished  this  gigantic,  apocalyptic 
battle  with  the  trial  lawyers  over  Raul 
Gonzales  vs  Rene  Haas,  I’ll  bet  you 
half  the  voters  today  couldn’t  tell  you 
who  won  that  race.” 

State  Senate 

Again,  Mr  Ross  says,  there  are  only  a 
handful  of  races  for  the  Senate  that 
will  be  contested  this  fall.  The  hottest, 
he  says,  is  the  race  pitting  incumbent 
Republican  Jerry  Patterson  against  De- 
mocratic House  member  Mike  Martin 
in  the  Houston-Galveston  area. 

While  Representative  Martin 


gained  high  honors  from  organized 
medicine  in  the  1993  session.  Sena- 
tor Patterson  is  a friendly  incumbent 
and  TEXPAC  has  endorsed  him. 

“Mike  told  us  when  he  was  get- 
ting ready  to  run,  and  we  explained 
then  that  we  can’t  stray  from  the  in- 
cumbent,” Mr  Ross  said.  “It’s  unfor- 
tunate to  have  such  a capable  legisla- 
tor running  in  a place  where  we  can’t 
help  him.  The  incumbent.  Senator 
Patterson,  is  a good  friend  and  we 
are,  if  anything,  loyal.” 

Added  Dr  Gross,  “This  has  to  do 
with  the  whole  concept  of  credibility 
as  a PAC.  If  elected  officials  support 
you  and  you  don’t  support  them  in 
future  elections,  not  only  does  that 
affect  your  relationship  with  those  in- 
dividuals, but  the  word  spreads  very 
rapidly  and  the  credibility  of  TEX- 
PAC is  called  into  question.” 

Another  interesting  Senate  race  in- 
volves Rep  David  Cain,  who  is  seek- 

Contributions  to  Texas  Medical  Association  Political  Action 
Committee  (TEXPAC),  Texas  Medical  Association  P AC- 
Statewide  (TEXPAC-Statewide),  and  American  Medical  As- 
sociation PAC  (AMPAC)  are  not  deductible  as  charitable 
contributions  for  federal  income  tax  purposes. 

Voluntary  political  contributions  to  TEXPAC  are  shared 
with  AMPAC.  Contributions  are  not  limited  to  any  suggested 
amount.  Neither  TMA  nor  AMA  will  favor  or  disadvantage 
anyone  based  on  the  amounts  or  failure  to  make  contribu- 
tions. Contributions  to  TEXPAC  and  AMPAC  are  subject  to 
Eederal  Election  Commission  regulations.  Eederal  election 
law  prohibits  TMA  from  soliciting  donations  from  persons 
who  are  not  in  its  solicitable  class  (eg,  TMA  members  and 
their  families).  All  donations  received  from  persons  who  are 
not  in  TMA 's  solicitable  class  will  be  returned. 
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ing  an  open  seat  in  the  Dallas  area. 
Representative  Cain,  also  highly  rec- 
ognized by  TMA  for  his  work  on  the 
Medical  Practice  Act  sunset  and  other 
issues  in  1993,  has  gained  TEXPAC’s 
endorsement  in  his  race  against  Re- 
publican Richard  Harvey.  Representa- 
tive Cain  is  the  heavy  favorite. 

1 

State  House  of  Representatives 

In  the  standout  races  in  the  Texas 
House,  two  members  of  the  medical 
community  are  running  in  different 
parties  for  seats  in  Houston  and  Dallas. 

Houston  anesthesiologist  Kyle 
Janek,  MD,  is  favored  to  win  an 
open  seat  in  West  Houston.  This  is 
Dr  Janek’s  second  race  for  that  seat. 
He  narrowly  lost  to  friendly  incum- 
bent Sue  Schechter  in  1992. 

In  Dallas,  TMA  Alliance  member 
Harryette  Ehrhardt,  PhD,  is  the  De- 
mocratic candidate  to  replace  Repre- 
sentative Cain.  A longtime  local  ac- 
tivist in  Dallas,  Dr  Ehrhardt  has  a 
better  than  even  chance  of  winning 
even  though  a group  of  20  Republican 
House  members  recently  tried  to  pres- 
sure TEXPAC  to  withhold  any  future 
financial  support  for  her  campaign. 

Dr  Gross  says  that  kind  of  pres- 
sure should  not  sway  physicians  from 
support  of  any  candidate. 

“You  don’t  make  decisions  on  who 
to  support  in  these  elections  based  on 
pressure  from  other  groups  or  indi- 

All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association ’s  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  ” according  to  Texas  Govt  Code  Ann  §305  027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine;  Robert  G.  Mickey.  Executive 
Vice  President,  TMA,  401  W 15th  St.  Austin.  TX  78701. 


viduals,”  he  said.  “You  make  decisions 
based  on  how  you  think  the  candi- 
dates will  vote  and  what  their  disposi- 
tions will  be  on  medical  issues.” 

Despite  the  fact  that  Dr  Janek  is  a 
conservative  Republican  and  Dr 
Ehrhardt  a liberal  Democrat,  TEX- 
PAC expects  both  to  have  similar 
views  on  medical  issues  if  elected  to 
the  House. 

“It’s  the  perfect  justification  for 
why  you  can’t  use  the  party  label  as 
your  predictor  in  these  races,”  Mr 
Ross  said.  “Here’s  a liberal  female  De- 
mocrat with  a medical  background 
and  a conservative  male  Republican 
who  are  crossing  over  and  sharing 
similar  support  on  these  kinds  of  is- 
sues. It’s  the  local  medical  community 
relationships  that  drive  our  success  in 
the  legislature  and  the  Congress.” 

Dr  Gross  says  it  would  be  the 
“kiss  of  death”  for  TEXPAG’s  success 
in  the  political  arena  to  become  ori- 
ented along  party  lines. 

“We  have  to  have  credible  access 
to  both  Republican  and  Democratic 
officials,”  he  said.  “We  go  way  out  of 
our  way  to  maintain  a bipartisan  ap- 
proach. I sometimes  have  to  explain 
this  because  we  have  members  of  our 
board  who  are  die-hard  Republicans 
and  others  who  are  die-hard  Democ- 
rats. This  is  not  the  time  for  party 
politics.  This  is  the  time  to  think  ex- 
clusively of  one  thing,  which  is  what 
is  in  the  best  interest  of  the  Texas 
Medical  Association.”  ★ 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


Call  collect  LTC  James  Valentine 
214-767-1640  or  210-826-9892  or  713-963-0815 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


The  Physician’s  Life 


Reel-life  medicine 

Physicians,  television,  and  the  movies 

B '»■  Beth  G R a n D '>• , Associate  editor 


If,  in  the  daily  race  against  death  and  disease,  you 
have  come  to  think  of  television  series  and  Holly- 
wood movies  as  trivial,  then  you  should  — as 
actress  Julia  Roberts  cautions  in  this  summer’s 
I Love  Trouble — think  again. 


Both  the  small  screen  and  the  silver  screen  have  well- 
documented  capacities  not  only  to  capture  the  imagination 
but  also  to  shape  the  perceptions  of  their  viewers.  And 
their  viewers  are  your  patients.  Make  no  bones  about  it  — 
that  woman  in  your  office  yesterday  with  a case  of  strep 
throat  may  be  less  familiar  with  you  than  she  is  with: 

• Doogie  Howser,  MD,  who  graduated  medical  school 
while  a teenager  and 
who  could  be  called 
upon  to  perform 
a tracheotomy  while 
on  his  way  to 
the  prom; 

• Dr  Quinn,  Medicine 
Woman,  who  defies 
gender  oppression  in 
the  Old  West  one 
week  and  saves  her 
entire  town  the  next; 

• Dr  Hannibal  Lecter, 
tbe  evil  genius/canni- 
bal  of  The  Silence  of 
the  Lambs-, 

• Doc  Hollywood,  a 
shallow,  vain,  self-centered  yuppie  who  wants  to  pull 
down  the  big  bucks  practicing  plastic  surgery  in  Bever- 
ly Hills; 

• Dr  Robert  Campbell,  a research  scientist  with  all  the 
sex  appeal  of  Sean  Connery  (because  that  character  in 
Medicine  Man  was  played  by  the  Scottish  actor)  who 
dedicates  his  life  to  finding  a cure  for  cancer  in  the 
South  American  rain  forest;  or 

• Dr  Giggles,  the  maniacal  physician  with  a sense  of  hu- 
mor in  the  1992  horror  flick  of  the  same  name. 


All  of  these  movie  and  television 
characters  have  found  life  in  American 
theaters  and  living  rooms  during  the 
past  5 years  or  so,  and  if  they  have  any- 
thing else  in  common,  it’s  that  they’re 
all  a far  cry  from  real-life  medicine. 

Phases  of  the  movie  doc 

“Movies  seem  to  go  through  phases,’’  said  Anne  Hudson 
Jones,  PhD,  an  expert  on  images  of  physicians  and  nurses 
in  popular  culture.  “There  will  be  a few  years  when  there 
are  lots  of  doctor  movies,  and  then  there  won’t  be  so 
many.  We  just  came  off  a spurt  of  those:  The  Fugitive,  The 
Doctor,  Doc  Hollywood,  Dr  Giggles,  Malice,  Medicine  Man, 
City  of  Joy,  The  Prince  of  Tides. 

“It’s  anybody’s  guess  as 
to  why  this  spate  would 
come  all  of  a sudden,  es- 
pecially with  such  a mot- 
ley crew  as  that,”  said  Dr 
Jones,  a professor  of  liter- 
ature at  The  University 
of  Texas  Medical  Branch 
at  Galveston.  “But  we’ve 
always  been  fascinated  by 
the  esoteric  world  of 
physicians,  which  most 
people  feel  they  don’t 
have  access  to.” 

In  fact,  physicians 
have  been  major  players 
in  film  since  the  medi- 
um’s fledgling  days.  The  most  important  early  examples  in- 
clude a series  ol  1 6 Dr  Kildare  and  Dr  Gillespie  films  appear- 
ing in  the  1930s  and  1940s.  During  the  interim  between 
those  films  and  the  1970  smash  hit  movie  M*A*S*H,  psychi- 
atry ruled  as  king  of  the  physician  film  character. 

In  that  time,  Hollywood  produced  the  psychological 
works  Lad)!  in  the  Dark  (1944),  Spellbound  (1945),  The 
Dark  Mirror  (1946),  Nightmare  Alley  (1947),  The  Snake 
T;V(1948),  Harvey  {\^5G) , The  Cobweb  (A^bS),  The  Three 
Faces  of  Fve  (1957),  Splendor  in  the  Grass  (1961),  Freud 


Richard  Chamberlain,  left,  the  beloved  Dr  Kildare  of  the  1960s,  and  Kelsey 
Crammer,  the  sometimes  befuddled  psychiatrist  of  the  1990s  hit  Frasier. 
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''The  image  of  the  physician  has  gone 
through  distortions.  We  saw  the  idealistic 
view  back  in  the  1930s  and  1940s,  followed 
by  disillusionment  and  disenchantment.  ” 


(1962),  A Fine  Madness  (1966),  Titi- 
cut  Follies  (1967),  and  One  Flew  Over 
the  Cuckoo’s  Nest  (1970). 

Television,  too,  found  medicine  a 
fertile  field  for  the  imagination.  “Be- 
ginning in  the  early  1960s,  televi- 
sion’s daytime  network  serials  picked 
up  where  radio  left  off,”  Dr  Jones 
said.  “Both  General  Hospital  and  Fhe 
Doctors  began  in  1963,  and  Days  of 
began  in  1965.” 

“Soap  operas  are  notorious  for  us- 
ing physicians,”  said  Barry  Cohn, 
who  gathers  information  on  physi- 
cian images  for  the  American  Med- 
ical Association’s  Physicians  Advisory 
Committee  on  Television,  Radio  and 
Motion  Pictures.  “Physicians  work 
well  as  a plot  device,  and  there’s  more 
opportunity  for  drama.” 

But  far  more  popular  than  the 
daytime  medical  series  have  been 
the  prime-time  medical  shows.  Dr 
Jones  says. 

“From  1952  through  1986,  there 
have  been  approximately  40  of  these 
using  physicians  as  main  characters 
and  medical  themes  as  the  main  sub- 
ject material,”  Dr  Jones  wrote  in  a 
chapter  for  Handbook  of  American 
Popular  Culture  titled  “Medicine  and 
the  Physician.”  “Among  the  first  were 
City  Hospital,  from  1952  to  1953; 
Doc  Corkle,  in  1952;  Fhe  Doctor, 
from  1952  to  1953;  and  Medic,  from 
1954  to  1956.” 

The  undisputed  leaders  of  the  ear- 
ly shows  were  Ben  Casey  and  Dr  Kil- 
dare, both  of  which  ran  from  1961 
through  1966,  she  says. 

“While  movies  have  drawn  from 
psychiatry,  television  has  turned  to 


general  practitioners  or  surgeons,” 
she  noted.  “By  far  the  most  successful 
of  the  second-generation  medical  se- 
ries was  Marcus  Welby,  MD,  which 
ran  from  1969  through  1976  and 
ranked  among  the  top  10  in  the 
Nielsen  ratings  for  three  of  its  first 
four  seasons,”  she  said. 

Following  its  success  as  a movie, 
M*A*S*H cdimc  to  the  small  screen  in 
1972  and  won  awards  for  all  of  its 
1 1 seasons. 

“After  it  ended,  there  was  an  exhib- 
it featuring  the  show  at  the  Smithson- 
ian Institute  in  1984,”  Dr  Jones  said. 

Along  with  M*A*S*H,  the  third 
generation  of  doctor  shows  running  in 
the  1970s  and  1980s  included  Emer- 
gency!; Quincy,  M.E.;  Frapper  John, 
M.D.;  and  St.  Elsewhere.  The  1990s 
brought  an  eclectic  approach  to  televi- 
sion doctoring,  with  popular  shows  in- 
cluding Frasier;  Northern  Exposure;  and 
Dr  Quinn,  Medicine  Woman. 

Through  the  camera  lens 

“The  image  of  the  physician  has  gone 
through  distortions,”  Dr  Jones  said. 
“We  saw  the  idealistic  view  back  in 
the  1930s  and  1940s,  followed  by 
disillusionment  and  disenchantment 
with  physicians.  In  the  last  couple  of 
decades,  there  have  been  a lot  of  anti- 
doctor films.” 


Dr  Jones  attributes  that  latest 
trend  to  fears  of  high  technology  and 
the  depersonalization  of  medicine. 

“In  some  ways,  patients  feel  more 
helpless,  and  that  feeling  of  loss  of 
control  is  reflected  in  the  patients’ 
rights  movement,”  Dr  Jones  said. 
“It’s  ironic  because  medicine  is  able 
to  do  more  now  than  a half-century 
ago.” 

Mr  Cohn  attributes  the  changing 
image  of  physicians  to  the  necessities 
of  plot. 

“It  depends  on  the  topics  that  the 
producers  come  up  with  and  what 
the  creative  departments  come  up 
with,”  Mr  Cohn  said.  “They  start 
portraying  physicians  that  best  fit 
into  that  individual  production.” 

That’s  true  of  other  movie  and  tele- 
vision subjects  besides  doctors,  he  says. 

“You  used  to  have  / Love  Lucy, 
and  now  you  have  Roseanne,”  he  said. 
“/  Love  Lucy  wouldn’t  attract  a large 
audience  today.” 

The  demands  of  drama  translate 
into  other  kinds  of  distortions  as 
well,  Mr  Cohn  says. 

“A  couple  of  years  back,  L.A.  Law 
had  a character  saying,  ‘The  AMA 
should  pull  that  guy’s  license!’  The 
AMA  can’t  do  that,”  he  said.  “But  of 
course  it  sounded  better  than  if  the 
character  had  said,  ‘Well,  let’s  go  to  the 
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Your  success  is  too  important 
to  postpone. 


Los  Angeles  County  Medical  Society!’” 

Mr  Cohn  notes  that  television 
and  movie  producers  usually  do  at- 
tempt accuracy,  often  consulting 
with  physicians  on  details. 

“They  have  tried  to  be  a little 
more  authentic.  On  a 1-to-lO  scale 
of  authenticity,  movies  and  television 
today  are  probably  sitting  at  around 
6,”  he  said.  “If  it  suits  them,  they’ll 
make  it  authentic.  If  it  doesn’t,  then 
I they’ll  try  to  fudge  it.” 

“What’s  not  in  the  movies  is  kind 
of  interesting,”  Dr  Jones  said.  “Since 
[AIDS  emerged  in  the  1980s,  there 
j haven’t  been  that  many  films  about  it, 

' probably  because  of  the  difficulty  the 
I general  audience  has  with  a film  about 
AIDS  and  gay  issues.  This  year’s 
Philadelphia  was  the  first  real  attempt 
; to  reach  a mainstream  audience.” 

She  adds  that  movies  and  televi- 
sion haven’t  explored  health-system 
policy,  which  is  central  to  the  current 
political  debate. 

“It’s  possible  that  people  aren’t  go- 
ing to  want  to  spend  money  to  see 
things  quite  that  realistic,”  she  said, 
“and  it’s  possible  there’s  a lag  time  be- 
tween reality  and  Hollywood.”  ★ 


439.7437  Ni  A H A G t M E N T 


MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


'e  are  a dedicated  group  of 
professionals  that  have  built  a 
reputation  for  obtaining  reasonably 
pnced  malpractice  insurance  regardless 
of  a physicians  claim  history,  specialty 
or  previous  problems. 


For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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Medical 

Frontier 

Physicians  savor  challenges 
of  the  Rio  Grande  Valley 

By  Laura  J.  Albrecht,  Associate  editor 

Photography  by  THERESA  DiMeNNO  and  SuSAN  GaETZ 

Stand  on  the  banks  of  the  Rio  Grande  in  the 

United  States  and  you’ll  hear  roosters  crowing 
in  Mexico.  Drive  along  Texas  Highway  281 
and  smell  a Iresh  crop  of  1015  onions  waiting  to  be 
harvested  and  shipped  north.  Pay  25  cents  at  the 
border  and  cross  into  another  country. 

Physicians  practicing  here  will  tell  you  it’s  the  mix 
of  cultures  and  the  spirit  of  the  people  that  make  this 
southern  tip  ol  Texas  special.  They  savor  the  chal- 
lenges that  go  with  providing  medical  care  in  border 
communities,  and  challenges  there  are  many. 

“We  are  not  Mexico.  We  are  not  Texas,”  said 
McAllen  obstetrician/gynecologist  Wayne  Wilson, 
MD.  “Border  health  issues  are  just  a totally  diflerent 
animal,  and  there  are  no  simple  solutions.”  Serving 
mostly  rural,  desperately  poor  communities,  border 
physicians  also  must  provide  care  to  the  steady 
stream  ol  Mexican  citizens  who  cross  the  Rio  Grande 
for  medical  services  they  badly  need  but  can’t  pay  for. 
Immigration  hassles  and  lawsuit  abuse  make  a hard 
job  harder. 

Despite  such  obstacles,  Valley  physicians  strive  to 
do  what  they  were  trained  lor.  “We  are  practicing 
quality  medicine  out  here,”  said  Ray  Mussett,  MD,  a 
lamily  practitioner  in  Roma.  “Physicians  are  in  the 
Rio  Grande  Valley  because  they  want  to  be,  not  be- 
cause they  have  to  be.” 

In  the  end,  it  may  be  the  pioneer  spirit  Texans  are 
so  lamotis  for  that  attracts  physicians  to  the  Valley 
and  keeps  them  there.  Explained  Carmen  Rocco, 
MD,  a Brownsville  pediatrician,  “It’s  the  medical 
Irontier  for  us.” 


The  international  bridge  spans  the 
Rio  Grande  from  Texas  to  Mexico. 


;;vy 


Carmen  Rocco,  MD 

Pediatrics 

Brownsville 

i<D  rownsville 
and  Mata- 
moros  are  two 
interlocked  communities.  We 
have  shared  everything  from 
the  basics  of  air  and  water  to 
families  and  livelihoods  for 
hundreds  of  years. 

“There  have  been  major 
problems  with  immigration. 
A recent  case  involved  a 
mom  who  was  41  weeks 
with  a spina  bifida  pregnan- 
cy. She  was  accepted  at  The 
University  of  Texas  Medical 
Branch  to  deliver  so  her 
baby  could  receive  neurosur- 
gical intervention.  While 
traveling  with  letters  from 
her  obstetrician  and  accept- 
ing physician  in  Galveston, 
her  bus  was  stopped  in 
Olimito  and  she  was  deport- 
ed back  to  Matamoros.  Two 
days  of  begging  and  pleading 
at  the  embassy  brought  no 
results.  Now  that  woman  is 
going  to  cross  the  river  and 
deliver  here.  People  are  going 
where  they  can  get  health 
care.  And  if  it’s  a sick  child, 
they  will  cross  that  bridge. 

“At  a co\on\^  just  3 
minutes  away  in  Mata- 
moros, people  literally  flip  a 
coin  to  see  who  is  going  to 
eat  that  day.  Now  that  is 
Third  World.  0«r  colonias 
are  glorious  compared  to 
the  ones  in  Mexico.  ” 


An  unpretentious  sign  off  Texas  Highway 
281  announces  the  nearness  of 
another  country. 


A hand-drawn  ferry  transports  people 
and  vehicles  across  the  Rio  Grande  at 
Los  Ebanos  near  Mission. 
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Children  squeeze  their  hands  through  the 
chain-link  fence  at  Progreso  International 
Bridge  in  hopes  of  monetary  success. 


Vic  German,  MD 

Pediatrics 

Pharr 


T 


he  kids  have 
fallen 
through  the 
cracks,  and  I don’t  think  it 
has  been  intentional.  If  you 
look  at  the  statistics,  they  are 
indeed  frightening.  Children 
represent  the  fastest  growing 
element  in  poverty.  That’s 
unconscionable.  ” 


Three-year-old  A.J.  Gonzalez  listens 
intently  to  Victor  German,  MD,  during 
an  examination  at  The  University 
of  Texas  Health  Science  Center 
at  San  Antonio  Valley  Pediatric 
Sub-Specialty  Clinic  in  Pharr. 
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The  Rio  Grande,  or  Rio  Bravo,  serves  as  a 
1,000-mile  international  border  between 
Texas  and  Mexico.  The  combined  Texas- 
Mexico  border  population  exceeds  3.6  million 
people,  with  1.5  million  on  the  Texas  side. 
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Ray  Mussett,  MD 

Family  practice 
Roma 
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p until  a 
year  ago,  I 
was  all 
alone.  I had  a walk-in 
waiting  list  of  15—20  pa- 
tients a day  I never  got  to 
see.  I would  see  people  at  the 
store  who  would  say  they 
had  tried  to  get  in  to  see  me 
but  couldn’t. 

“I  now  have  a physician 
assistant  and.  two  students. 
For  a long  time,  I thought 
no  one  else  could  do  what  a 
physician  could  do.  A physi- 
cian extender  who  knows 
his  or  her  limitations  is  ex- 
tremely valuable  and  can 
take  care  of  common  things 
that  come  our  way.  Fhe 
nice  thing  is  we  get  to  see 
all  the  patients  who  come 
in  that  day.  ” 


Tony  Falcon,  MD 

Family  practice 
Rio  Grande  City 
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I he  border  has 
blended. 
Twenty  years 
ago,  you  knew  when  you  had 
crossed  from  the  United  States 
to  Mexico.  Now  you  never 
know  when  you  have  gone 
from  one  country  to  another. 

“Dealing  with  liability 
issues  is  most  bothersome  in 
the  Rio  Grande  Valley.  It 
interferes  with  the  practice 
of  medicine. 

“We  have  a lot  of  big 
families  to  care  for  in  the 
Valley.  Obstetrics  is  wonder- 
fid.  I can’t  think  of  another 
area  of  medicine  that  is 
more  enjoyable.  Every  deliv- 
ery is  special.  ” 


Mario  Jimenez,  MD 

Family  practice 
Rio  Grande  City 
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I here’s  really  no 
economic  rea- 
son for  physi- 
cians to  come  to  Stan  County. 
W have  an  80%—85%  Med- 
icaid population,  and  very  little 
self-paid  or  insured.  The  rest 
are  no-pay.  We  don’t  have  a 
problem  with  that  because  that 
is  a decismi  we  have  made. 

“I  see  a constant  influx  of 
patients  flom  Mexico.  They 
show  up  on  our  doorstep  very 
sick  and  don’t  have  any  way 
of  paying.  We  do,  however, 
expect  patients  to  take  respon- 
sibility for  their  health  care. 

“Rural  and  poor  commu- 
nities are  being  bombarded 
with  liability  issues.  I can’t 
get  mad  at  my  patients.  Un- 
less you  know  what  it  is  like 
to  be  poor,  unless  you  know 
what  it  is  like  not  to  have 
food  or  some  of  the  nice 
things  people  around  you 
have,  then  you  are  not  going 
to  understand  why  a patient 
who  likes  you  and  is  happy 
with  you  will  sue  you  for 
some  money.  Til  have  a pa- 
tient who  tells  me.  Doc,  it’s 
not  something  you  did,  but 
the  attorney  says  we  can 
make  some  money  and  I 
need  to  try  and  do  that. 
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Carlos  De  Juana,  MD 

Urology 

McAllen 


I 


n the  Valley, 
physicians  take 
care  of  every- 
body, from  the  richest 
banker  in  town  to  the  poor- 
est peasant.  It’s  the  econom- 
ics of  the  area  — with  un- 
employed, uninsured,  or 
indigent  patients  — that 
makes  it  hard.  The  Valley 
has  the  highest  unemploy- 
ment rate  in  the  state.  The 
education  level  is  also  low, 
especially  among  the  elderly. 
The  younger  generation  is 
educated  and  more  aware 
of  the  problems. 

“My  offce  has  a high 
rate  of  no-shows.  Patients 
don’t  show  for  a variety  of 
reasons:  they  feel  well,  they 
don’t  have  money,  or  they 
are  out  picking  tomatoes.  ” 


j distanci* 


TELEFONir: 
PUBLICD  ] 


Pharmacies  in  Reynosa  lure  Texans  in 
search  of  low-cost  prescription  drugs. 


\GC3  i*Tl 


Lorenzo  Barrera  offers  a sliding  price 
scale  for  watermelons  grown  in  the  Rio 
Grande  Valley. 
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Street  vendors  set  up  shop  in 
Matamoros  a few  blocks  from  the 
border  crossing  in  Brownsville. 


jcBr  3 

1 

Manuel  Leal  of  Leal  Brothers  Growers  & 
Shippers  oversees  the  cutting  of  grain 
sorghum  near  Brownsville.  The  Valley  is 
an  agriculture  mecca.  Seasonal  workers, 
who  often  lack  insurance  and  access  to 
ongoing  medical  care,  prove  to  be  a 
health-care  challenge. 


Vicente  Tavarez,  MD 

General  surgery 
McAllen 


ii 


T 


he  rest  of  the 
state  does  not 
understand 
the  Valley.  We  have  anywhere 
from  20%-40%  no-pays,  as 
well  as  patients  from  across 
the  border.  We  take  care  of 
them,  but  this  does  result  in 
an  economic  crunch.  ” 


Hiram  Tavarez,  MD 

Internal  medicine 
McAllen 


T 


he  practice  of 
medicine  has 
really  changed. 
There  are  so  many  diseases  that 
are  unique  to  the  Rio  Grande 
Valley.  Diabetes  and  heart 
disease  are  increasing  and  are 
a challenge  to  treat  in  a grow- 
ing community.  ” 
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Wayne  Wilson,  MD 

Obstetrics/gynecology 

McAllen 


drop-ins.  These  are  mothers 
with  little  or  no  prenatal 
care.  A majority  are  Mexi- 
can citizens  who  have  come 
across  to  have  their  babies. 
It’s  frustrating  ivhen  a 
woman  shows  up  in  the 
emergency  room  to  deliver 
and  you  are  expected  to  take 
care  of  her  without  know- 
ing anything  about  her 
medical  history. 

“I  love  the  Mexican  peo- 
ple. But  10  miles  from  here  is 
a Third  World  country. 

There  are  good  doctors  in 
Mexico,  and  a high  quality 
of  medical  care  can  be  ob- 
tained there.  But  it’s  basically 
only  for  the  people  who  can 
afford  it,  and  not  many  can.  ” 


Living  conditions  affect  the  health  of  chil- 
dren on  both  sides  of  the  Rio  Grande. 


Former  Minnesota  resident  Jack  Hillstrom 
is  one  of  the  hundreds  of  thousands  of 
Winter  Texans  who  now  call  the  Rio 
Grande  Valley  home. 
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A new  life  in  the  Rio  Grande  Valley 
receives  a reassuring  hug  from  Wayne 
Wilson,  MD,  at  Rio  Grande  Regional 
Hospital  in  McAllen. 
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•STRENGTH  •PROFESSIONAL  SERVICES  •AFFORDABLE  •CHOICES 


MEDICAL  MALPRACTICE 
INSURANCE  CONNECTIONS 

Citadel  Professional  Services  Group  is  dedicated  to  finding 
affordable  medical  malpractice  insurance.  We  shop 
national  carriers  so  you  have  a choice  of  coverage. 

We  are  your  best  connections,  so  call  us  at 

1.800.866.7650. 

•Physicians  & Surgeons  Professional  Liability  ‘Clinics 
•ER  Groups  ‘Hospitals  ‘Outpatient  Surgery  Centers 
‘Ambulatory  Care  Centers  ‘Multi  Specialty  Practices 
‘Unique  Healthcare  Insurance  Requests 

foft  CITADEL 

PROFESSIONAL  SERVICES 
^ GROUP,  INC. 

522  Congress  Suite  419  Austin,  Texas  78701  Fax;  512.476.4456 


•STRENGTH  •PROFESSIONAL  SERVICES  •AFFORDABLE  •CHOICES 


PRACTICE  FINANCING 


Available  for: 

• Leasehold  Improvements 

• Practice  Acquisitions,  Expansions,  Start-ups 

• $100,00()l  with  no  Rnancials 


WorWng  Capital 
New  or  Used  Equipment 
Flexible  Payment  Programs 


MERICOM 


A A LEASING,  INC. 

To  apply  or  request  information  contact  John  or  Ron 

713/680-8822 

800/477-LEASE 


HEALTH 

CARE 

FRAUD 

CRIMES 


Douglas  C.  McNabb 
Federal  Criminal  Defense  Attorney 

Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 
•Mail /Wire  Fraud 
• Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export /Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 
Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 
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A sane  alternative 

Alternative  dispute  resolution  offers  way  to 
bypass  the  traditional  legal  system 

Bv  Beth  GRAOnv,  Associate  editor 


All  the  health-system  reform 
bills  currently  before  Con- 
gress contain  some  provision 
for  the  use  of  alternative  dis- 
pute resolution  (ADR)  in  medical  malprac- 
tice cases.  While  that  may  not  amount  to  the 
kind  of  sweeping  tort  reform  many  doctors 
desire,  ADR  does  have  the  po- 
tential to  bring  order  and 
reason  to  the  way  such 
disputes  are  handled. 

ADR  is  an  umbrella 
term  covering  a wide  vari- 
ety of  procedures  and 
methods  that  bypass  the 
traditional  legal  system. 

In  other  words,  ADR 
provides  a means  for 
avoiding  not  only  trial  by 
jury  but  also  the  often- 
times stressful,  expensive, 
and  time-consuming  steps 
leading  up  to  it. 

Benefits  of  ADR 

“You  want  to  do  this  because  it’s 
quicker,  less  expensive,  and  — de- 
pending on  the  type  of  ADR  used 
— the  parties  maintain  control 
over  the  process  and  the  outcome,” 
said  Andre  Hampton,  JD,  an  Austin 
health  lawyer  who  regularly  provides  his  ex- 
pertise to  Texas  Medical  Association  members. 

Physicians  especially  can  reap  benefits  from  ADR. 

“II  I were  a physician,  I would  be  looking  for  any  way 
to  avoid  a jury  trial,”  Mr  Hampton  said. 

“Physicians  are  afraid  of  litigation  because  juries  react 
emotionally.  Physicians  know  the  typical  juror  doesn’t 


have  the  expertise  required,  lor  instance,  to  sort  through 
the  facts  of  a medical  malpractice  case,”  he  said.  “With 
ADR,  the  physician  would  have  a strong  voice  in  choos- 
ing the  arbitrators,  the  decision-makers.  The  physician 
can  choose  someone  with  expertise.  And  he  or  she  can 
take  away  some  of  the  risk  inherent  in  trial  by  jury.” 

Mr  Hampton  notes  that  ADR  and  litigation  aren’t  mu- 
tually exclusive. 

“ADR  can  be  done  prior  to  a lawsuit,  while  a lawsuit  is 
ongoing  — at  any  point  during  a legal 
proceeding  up  until  the  time  a jury 
renders  a decision,”  he  said. 

How  to  do  ADR 

Despite  what  he  describes  as 
ADR’s  clear  advantages,  Mr 
H ampton  says  ADR  is 
somewhat  controversial, 
especially  among  people 
who  know  only  a little 
bit  about  it. 

“For  instance,  the  con- 
ventional wisdom  on  arbitra- 
tion, one  method  ol  ADR,  is 
that  the  arbitrator  will  come 
up  with  something  that 
splits  the  baby  in  half,”  ex- 
plained Mr  Hampton,  who 
teaches  ADR  at  St  Mary’s 
University,  where  he  is  a 
professor  ol  law.  “That’s 
not  really  what  happens  in 
any  form  ol  ADR.” 

For  instance,  in  negotiation,  which 
may  settle  the  dispute  or  serve  as  part  ol  another  method, 
such  as  mediation,  each  side  comes  together  to  discuss  the 
dispute  and  try  to  persuade  each  other. 

“Negotiation  is  what  you  hope  you  can  achieve  before 
anything  else  happens,  before  any  other  form  ol  ADR  and 
before  trial,”  Mr  Hampton  said.  “Negotiation  can  be 
‘power-based,’  or  competitive,  where  you  go  in  and  pull 
all  the  tricks.  Or  it  can  be  collaborative,  resulting  in  a 
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win-win  situation.” 

In  mediation,  an  impartial  person, 
the  mediator,  facilitates  communica- 
tion between  parties  to  promote  rec- 
onciliation, settlement,  or  understand- 
ing. Mediation,  a nonadversarial 
method,  is  designed  so  that  the  parties 
communicate  directly  with  each  other 
while  the  mediator  helps  focus  them 
on  the  issues.  The  goal  is  for  the  par- 
ties to  arrive  at  a mutually  agreeable 
outcome  of  the  dispute. 

In  arbitration,  the  oldest  and  prob- 
ably most  widely  used  form  of  ADR, 
the  parties  choose  an  arbitrator  and 
agree  in  advance  whether  the  arbitra- 
tor’s decision  will  be  binding  or  non- 
binding. The  attorneys  formally  pre- 
sent their  cases,  and  the  arbitrator 
renders  a verdict.  Arbitration  is  some- 
what more  structured  than  mediation. 

A summary  jury  trial  resembles  a 
traditional  jury  trial,  but  it  lasts  only 
a few  hours  and  the  jury  verdict  is 
nonbinding. 

“It’s  basically  a jury  trial  — in 
fact,  the  jury  doesn’t  even  know  that 
it  isn’t  a real  trial.  That’s  the  draw- 
back,” Mr  Hampton  said.  “It’s  a fair- 
ly expensive  procedure.” 

In  a mini-trial,  attorneys  present 
evidence  to  a panel  of  representatives 
for  each  side  and  a neutral  “expert 
advisor,”  then  the  disputants  negoti- 
ate directly  with  each  other  without 
attorneys.  If  negotiations  aren’t  suc- 
cessful, the  expert  advisor  renders  a 
nonbinding  opinion. 

In  a mock  jury  trial,  one  side  in  a 
dispute  puts  together  a mock  jury,  to 
whom  it  presents  both  sides  of  the 
case.  The  mock  jury’s  advisory  ver- 
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diet  provides  the  disputant  a better 
idea  of  how  an  actual  jury  might  ren- 
der a decision. 

Rent-a-judge  is  like  going  to 
court,”  Mr  Hampton  said.  “The  dif- 
ference is  that  when  you’re  dealing 
with  the  legal  system,  you  usually 
have  to  wait  in  line.  Hiring  a retired 
judge  or  someone  of  that  caliber  is  a 
way  to  get  ahead  of  the  line.” 

Choosing  the  form 

With  so  many  ADR  forms  to  choose 
from,  how  should  you  go  about  decid- 
ing what  is  right  in  a given  situation? 

“The  rule  of  thumb  is  that  you  start 
with  the  least  expensive  method,”  Mr 
Hampton  said.  “I  would  recommend 
that  you  try  negotiation  right  off  the 
bat.  Hopefully,  your  lawyer  is  going  to 
automatically  negotiate  for  you.” 

If  that  doesn’t  work,  move  on  to 
mediation  and  from  there  to  arbitra- 
tion, he  says. 

Choice  of  method  also  depends 
on  the  type  of  dispute  involved  and 
how  far  it  has  gone  in  the  legal  sys- 
tem, says  Mr  Hampton. 

A summary  jury  trial  has  the  most 
potential  for  usefulness  when  both 
parties  are  ready  to  go  to  trial  but 
might  reach  a settlement  upon  learn- 
ing each  side’s  strengths  and  weak- 
nesses. A mini-trial  is  ideal  for  a dis- 
pute between  two  large  businesses 
or  organizations. 

“Traditional  trial  by  jury  is  the  last 
resort,”  Mr  Hampton  said,  adding, 
“ADR  has  a lot  to  lend  the  health-care 
community.  You  get  more  emphasis  on 
communication,  and  in  a health-care 
setting,  that’s  very  important  to  have.” 
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Terminating  the 

physician-patient 

relationship 


By  Hugh  M.  Barton,  JD 

TMA  assistant  general  counsel 


The  physician-patient 
relationship  is  grounded  upon 
the  personal  relationship  that 
exists  between  physician  and 
patient.  When  that  relationship  be- 
comes untenable  for  either  party,  a dis- 
solution may  become  necessary.  This 
article  discusses  legal  and  ethical  issues 
related  to  termination  of  the  physician- 
patient  relationship. 

Q:  Can  a physician  lawfully  terminate 
his  or  her  relationship  with  a patient 
at  any  time? 

A:  No.  If  it  is  considered  abandon- 
ment of  a patient,  termination  could 
result  in  civil  liability  for  the  physi- 
cian. Abandonment  is  usually 
defined  as  “the  unilateral  severance  of 
the  professional  relationship  . . . 
without  reasonable  notice  at  a time 
when  there  is  still  the  necessity  of 
continuing  medical  attention”  (1). 
Proof  of  actionable  abandonment  re- 
quires showing  that  the  physician 
failed  to  provide  “an  adequate  med- 
ical attendant.”  As  in  any  negligence 
action,  the  plaintiff-patient  would 
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have  ro  prove  injuries  or  damages 
were  caused  by  the  physician’s 
wrongful  conduct. 

Q:  How  can  I notify  a patient  that  I 
am  terminating  the  relationship  with- 
out being  guilty  of  abandonment? 

A:  Proper  documentation  is  the  key. 

In  addition  to  orally  advising  the  pa-  | 
tient  and  documenting  that  advice  in 
the  patient’s  chart,  the  physician 
should  send  a letter  to  the  patient, 
with  a request  lor  a return  receipt,  to 
ensure  that  rhe  patient  is  aware  ol  the 
physician’s  decision.  The  physician 
should  keep  a copy  ol  the  letter  and 
the  return  receipt.  (A  sample  notifi-  j 
cation  letter  is  provided  on  p 49.)  j 

Q:  How  much  notice  is  required? 

A:  Reasonable  notice  is  required.  In 
a lawsuit  alleging  abandonment,  one 
issue  may  be  whether  the  notice  pe- 
riod was  “reasonable”  under  existing 
circumstances. 

The  time  period  necessary  lor  a 
patient  to  locate  another  physician  in 
a large  urban  area  may  be  less  than 
that  which  would  be  reasonable  in 
more  isolated  rural  areas  where  fewer 
physicians  practice. 

The  nature  and  severity  of  the  pa- 
tient’s condition  also  may  affect  the 
time  required  to  find  another  physi- 
cian. For  example,  an  obstetrics  pa- 
tient in  her  eighth  month  may  not 
be  able  to  locate  another  physician 
willing  to  assume  responsibility  lot 
her  care.  In  such  a case,  her  physician 
might  have  to  delay  termination  tin-  i 
til  after  providing  delivery  and  post- 
partum care. 


Q:  What  else  does  notification 
involve? 

A:  The  physician  should  offer  to  for- 
ward, with  proper  authorization, 
copies  of  medical  records.  (A  sample 
authorization  to  telease  medical 
records  is  provided  on  p 49.)  Keep  in 
mind  that  a physician  may  not  legally 
or  ethically  withhold  a copy,  narra- 
tive, or  summary  of  the  patient’s 
medical  record  from  the  patient  or 
another  physician  in  response  to  an 
outstanding  account  balance  (2). 

A physician  may  specify  that  any 
nonemetgency  treatment  eluting  the 
notice  period  will  be  provided  only  on 
a cash  basis.  However,  it  might  be 
mote  prudent  to  treat  even  the  patient 
who  cannot  pay  cash  rather  than  face 
a civil  suit  charging  abandonment.  A 
physician  wishing  to  terminate  might 
suggest  othet  physicians  to  the  pa- 
tient, but  that  is  not  a requirement.  It 
also  is  not  necessary  to  state  reasons 
for  the  decision  to  terminate. 

Q:  What  should  the  physician  do 
when  the  patient  terminates  the 
relationship? 

A:  The  law  recognizes  that  the  physi- 
cian-patient relationship  is  different 
from  the  arm’s-length  dealings  be- 
tween buyers  and  sellers  of  commer- 
cial products.  Physicians  are  entrusted 
with  a fiduciary  responsibility  to  act 
only  in  the  best  interests  of  their  pa- 
tients; that  responsibility  is  not  recip- 
rocal. The  patient  is  free  to  terminate 
the  relationship  at  any  time,  fot  any  or 
no  reason,  and  without  notice.  When 
the  patient  discharges  the  physician, 
the  physician  should  send  the  patient 
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a short  letter  confirming  the  patient’s 
decision,  retaining  a copy  for  his  or 
her  files.  The  physician  should  de- 
scribe in  the  letter  any  significant  con- 
ditions requiring  treatment. 

Q:  I lost  contact  with  a patient  I 
treated  several  years  ago.  If  the  pa- 
tient calls  for  an  appointment,  am  I 
still  obligated  to  see  the  patient? 

A:  If  no  formal  termination  of  the 
physician-patient  relationship  has 
ever  occurred,  then  the  patient  may 
have  a reasonable  expectation  of  con- 
tinued care.  However,  if  you  do  not 
want  to  resume  treating  the  patient 
and  if  the  patient  does  not  need 
treatment  for  an  emergency  or  urgent 
condition,  you  may  inform  him  or 
her  that  you  have  not  agreed  to  con- 
tinue the  relationship. 

Q:  If  a patient  of  mine  who  left  the 
hospital  “against  medical  advice’’  lat- 
er wants  to  make  an  appointment 
with  my  office,  am  I obliged  to  treat 
the  patient? 

A:  Fhere  is  a question  of  whether  the 
patient,  by  leaving  “against  medical 
advice,”  intended  to  discharge  you. 
rhe  leaving  of  the  hospital  could 
have  occurred  due  to  facts  unrelated 
to  the  physician-patient  relationship 
ot  medical  treatment.  If  this  is  the 
case,  the  patient  should  be  asked 
about  his  or  her  intentions.  Othet- 
wise,  if  the  physician-patient  rela- 
tionship has  not  been  terminated  by 
the  acts  of  either  parry,  you  still  have 
an  obligation  to  the  patient. 

Q:  I discharged  a patient  from  my 
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practice  for  noncompliance.  Later  I 
saw  him  in  the  emergency  depart- 
ment, but  he  needed  follow-up  in  the 
office.  Is  it  necessary  to  terminate 
the  physician-patient  relationship 
again  if  I do  not  wish  to  provide  fur- 
ther care? 

A:  Yes.  Treating  the  patient  in  the 
emergency  department  without  ad- 
vising the  patient  of  the  limits  on 
that  relationship  established  a new 
physician-patient  relationship.  All  of 
the  procedures  pertaining  to  proper 
termination  of  the  physician-patient 
relationship  apply. 

Q:  A patient  filed  a medical  malpractice 
suit  against  me.  Now  the  patient  wants 
to  make  an  appointment.  Am  I still  ob- 
ligated to  take  care  of  the  patient? 

A:  No  legal  authority  supports  the 
notion  that  a patient’s  hling  a lawsuit 
(or  a grievance  with  the  Texas  State 
Board  of  Medical  Examiners)  auto- 
matically terminates  a physician-pa- 
tient relationship.  You  still  have  an 
obligation  to  care  (or  the  patient  un- 
til you  properly  terminate  the  rela- 
tionship. However,  one  might  well 
regard  such  actions  by  a patient  as 
making  tbe  relationship  untenable. 

Q:  In  an  initial  appointment,  a patient 
behaved  rudely  and  abusively  because 
she  felt  she  had  waited  too  long.  I de- 
cided not  to  care  for  her.  Do  I have 
to  send  her  a termination  letter? 

A:  No.  A pbysician-patient  relation- 
ship was  not  formed.  However,  it  is 
the  policy  o(  some  offices  to  regard 
all  people  as  “patients”  at  the  time 
the  first  appointment  is  scheduled.  In 
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that  case,  the  physician  may  have  vol- 
untarily assumed  a duty  that  the  law 
' has  not  yet  imposed.  A letter  stating 
you  have  not  agreed  to  be  her  physi- 
cian might  be  advisable. 

Q:  I need  to  terminate  my  relation- 
ship with  a managed  care  patient. 
What  considerations  apply? 

A:  First,  review  your  contract  with  the  I 
managed  care  plan.  The  contract  may 
require  that  you  inform  the  patient 
that  he  or  she  must  select  another 
I physician  from  the  managed  care 
provider  list,  or  may  require  that  you 
send  a copy  of  the  termination  letter 
to  the  managed  care  plan,  or  may  re- 
quire you  to  notify  the  plan  first,  pri- 
or to  termination.  In  any  case,  it  is 
important  to  know  and  comply  with 
your  contractual  obligations. 

I 

Q:  I was  “deselected”  by  a managed 
care  plan.  Must  I continue  providing 
care  to  managed  care  plan  enrollees 
even  though  I may  not  be  reimbursed 
for  that  care? 

I A:  Insurance  status  has  no  bearing  on  i 
whether  abandonment  has  occurred, 
so  enrollees  are  still  patients  until  the 
physician-patient  relationship  is 
properly  terminated.  Once  again, 
know  your  contractual  obligations, 
j For  instance,  tbe  managed  care  plan 
contract  may  require  you  to  continue 
until  a particular  course  of  treatment 
I is  completed  or  the  plan  finds  the  pa- 
tient another  physician  (3). 

Q:  I want  to  close  my  practice.  What 
problems  might  arise  if  I do  not  give 
proper  notice? 
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A;  Physicians  who  close  their  medical 
practices  without  sufficient  notice  can 
encounter  legal  problems.  For  exam- 
ple, in  Korn  v Ohio  State  Medical 
Board,  a physician  disappeared  from 
his  medical  practice  for  more  than  2 
months.  The  medical  board  disci- 
plined him  because  “he  was  unable  to 
practice  medicine  according  to  ac- 
ceptable and  prevailing  standards  of 
care,”  and  placed  him  on  5-year  pro- 
bation. On  appeal,  the  court  found 
that  the  evidence  supported  a finding 
that  he  was  irresponsible  in  the  man- 
ner in  which  he  left  his  practice  and 
patients.  Violations  of  his  duties  were 
not  excused  by  the  fact  that  “others 
picked  up  the  pieces”  (4). 

Q:  Can  a physician  be  liable  for  aban- 
donment when  a patient  fails  to  re- 
turn for  treatment? 

A:  Ignoring  a physician’s  advice  to  re- 
turn for  treatment  might  be  consid- 
ered negligence  on  the  part  of  the  pa- 
tient and  might  defeat  a professional 
liability  action  (5).  Further,  there  is 
no  abandonment  if  a patient  termi- 
nates the  physician-patient  relation- 
ship by  voluntarily  choosing  not  to 
return  for  treatment  (6).  Thus,  a pa- 
tient who  ignores  advice  to  receive 
needed  treatment  at  some  point  con- 
structively terminates  the  physician- 
patient  relationship  and  no  abandon- 
ment occurs. 

Q:  Suppose  I treat  a patient  in  the 
emergency  department  who  must  be 
transferred  to  another  hospital.  A 
treating  physician  at  the  other  hospi- 
tal is  found,  and  the  patient  is  loaded 
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Sample  notification  of  termination  letter 


into  the  ambulance  for  transport.  Am 
I discharged  from  that  patient’s  care 
when  the  patient  leaves  the  hospital? 

A:  No.  In  order  Lor  a transLer  to  be 
“appropriate”  under  the  federal 
Emergency  Medical  Treatment  and 
Active  Labor  Act,  the  transferring 
hospital  and  physician  are  responsi- 
ble for  providing  medical  treatment 
within  their  capacity  that  minimizes 
any  risks  to  the  patient’s  health  dur- 
ing transfer.  The  hospital  and  physi- 
cian are  also  responsible  for  ensuring 
that  proper  transportation  equip- 
ment, personnel,  and  life  support 
measures  are  used  during  the  trans- 
fer. However,  the  transferring  physi- 
cian’s responsibility  ends  once  the 
transferred  patient  is  received  by  the 
other  hospital  (7). 
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[Dear  Mr/Ms : 

Please  be  advised  that  I will  no  longer  be  able  to  treat  you  as  a patient, 
beginning days  after  your  receipt  of  this  letter.  I find  it  necessary  to  conclude  our  rela- 

tionship because  (specify  reason [s],  if  desired). 

Since  your  condition  (describe  condition)  (may/will)  require  further  medical  attention,  I suggest 
that  you  select  another  physician  without  delay.  As  I indicated,  1 will  be  available  to  treat  you  for 
only  the days  following  your  receipt  of  this  letter. 

I will  be  glad  to  forward  information  from  your  medical  records  to  any  physician  or  other 
person  you  designate.  Please  complete  and  sign  the  enclosed  authorization  form. 

rhank  you  and  best  wishes. 

Sincerely, 


Sample  authorization  to  release  medical  records 

Dear  Dr : 

I his  letter  will  authorize  you  to  provide  a copy,  summary,  or  narrative  of  my  medical 
records  (as  indicated  by  the  check  mark  below) 

Complete  record 

Records  of  care  from to only 

Records  of  care  concerning  the  following  condition(s): 


to  the  following  person: 


NAME 


ADDRESS 


CriY  STATE  ZIP 

I'he  reasons  or  purposes  of  this  release  of  information  are  as  follows: 


I understand  that  you  will  provide  this  information  within  thirty  (30)  days  and  that  a rea- 
sonable fee  for  furnishing  this  information  may  be  charged. 

Signature  of  patient  or  person  legally  authorized  to  consent  on  patient’s  behalf: 


Date: 
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Legal  Notebook 

By  Brenda  T.  Strama,  JD, 

Vinson  & Elk itis,  Houston 

Lopez  V Lukefahr,  a very  interesting  case,  upheld  a summary  judgment  on 
behalf  of  a pediatrician  who  responded  to  an  emergency  call  from  an  emer- 
gency department  physician.  The  pediatrician,  Dr  Lukefahr,  was  on  anoth- 
er hospital  floor  when  a nurse  informed  him  of  the  call,  which  had  come 
over  the  hospital  loudspeaker.  When  he  arrived  in  the  emergency  room,  a 
2-month-old  infant  was  being  resuscitated,  without  success.  Dr  Lukefahr 
pronounced  the  infant  dead.  Subsequently,  the  baby  showed  some  move- 
ment and  was  transferred  to  Texas  Children’s  Hospital,  where  he  died  a few 
days  later. 

The  pediatrician  asserted  the  good  Samaritan  statute  as  an  affirmative 
defense.  The  court  noted  that  there  were  very  few  cases  on  the  good  Samar- 
itan statute  and  none  directly  on  point.  The  court  analyzed  the  statute  and 
noted  that  Dr  Lukefahr,  on  the  basis  of  the  summary  judgment  evidence 
presented,  fit  within  the  category  of  persons  the  statute  was  designed  to 
protect.  He  did  not  provide  care  with  an  expectation  of  remuneration;  he 
was  not  a person  who  regularly  provided  services  in  the  emergency  depart- 
ment; nor  did  he  fit  into  the  other  exceptions  that  would  subject  him  to  li- 
ability for  actions  on  emergency  patients. 

The  court  also  explained  that  the  good  Samaritan  statute  was  intended 
to  “diminish”  the  standard  of  care:  “(T)he  purpose  of  the  good  Samaritan 
statute  is  to  lower  the  standard  of  care  in  order  to  encourage  both  certain 
medically-trained  persons  and  lay  persons  to  render  aid  in  emergency  situ- 
ations. Thus,  the  statute  provides  a waiver  for  acts  constituting  ordinary 
negligence.  Only  wanton  and  willful  acts  of  negligence  will  be  subject  to  li- 
ability, and  we  find  no  hint  of  any  act  in  appellee’s  affidavit  manifesting 
conscious  indifference  as  to  the  acts  he  took  in  rendering  emergency  aid.” 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 

SO 


In  this  environment  of  managed  care 
and  third  party  involvement,  pleasing 
the  customer  is  rapidly  becoming  a 
prerequisite  for  a successful  practice. 

By  utilizing  information  obtained  through 
a well-known,  validated  service  quality 
survey  instrument,  we  can  identify  the 
areas  important  to  your  patients,  and 
measure  their  satisfaction  with  your 
service. 

Call  today  for  more  information. 

We  can  mail  or  tax  back  to  you. 


Opt/Tra 

SERVICE.  EVALUATION S IMPROVEMENT 


713/661-7727  • 800/388-6026 


CHANGE 

THE  WORLD 

ONE 

TOOTHBRUSH 

AT  A TIME. 

Some  four-year-old  children  don’t  even 
have  a toothbrush.  That’s  one  of  the 
reasons  there’s  Head  Start.  We  give  low- 
income  preschool  children  the  chance 
to  learn.  To  be  healthy.  To  be  happy. 

But  we  need  volunteers.  Especially 
medical  professionals  like  you.  Show  a 
child  how  to  use  his  first  toothbrush. 
Give  an  eye  exam.  Or  lend  a sympa- 
thetic ear.  Because  if  you  change  the 
world  of  a child,  you  change  the  world. 

Call  1-800-27-START  for  a 
brochure  on  volunteer  opportunities 
with  your  local  Head  Start. 

HEAD 

START 

A Public  Service  of  ; 

I This  Publication  *^0 

CotTKlI  y 
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HASSLE  FHCTOR  #13 


Billed  Charges  Reduced! 


The  top  three  insurance  hassles  reported  by  TMA 
members  are  payment  denial,  information  requests, 
and  medical  necessity  denial.  Maybe  you've  experi- 
enced these  headaches  or  have  others  that  take  your 
time,  drain  your  staff,  and  exhaust  your  resources. 

Texas  Medical  Association  has  the  answer:  the 
hassle  factor  log.  TMA  tracks  common  hassles 
and  seeks  resolution  with  insurance  carriers. 

Just  log  it!  Look  for  a hassle  factor  log  in 
an  upcoming  issue  of  Action  or  call  TMA 
at  (800)  880-1300,  Ext.  1414. 


Tex 
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PHYSICIANS  CARING  FOR  TEXANS 


TexasMedical 

Association 


Looking  for 
that  perfect  fit? 

Youjust found  it  in  the 

Texas  Physician  Placement  Service! 


Let  us  fit  the  pieces  together  in  your  search  for 
the  right  physician  or  practice  location  in  Texas. 

WE  OFFER: 

★ Free  service  for  physician  applicants  ★ Fast,  personalized  service 

★ Lx)w-cost  recruitment  ★ Urban  and  mral  placements 

★ Computerized  data  bank  ★ Texas-based  matching  service 

★ All  specialties  accepted 

Ecall  us  today  at 

Tex; 

r 


S>Suion  (800)  880-1 300,  EXT.  1 403 


TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceaeand  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  Is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  Increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  Information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  aisq  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 

How  Supplied:  Oral  tablets  of  YOCON®  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000’s  NDC  53159-001-10  and  Blister-Paks  of  30’s 
NOC  53159-001-30 
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December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  Letter,  27:2,  July  4,  f 983, 
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45-47,1982. 
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Available  at  pharmacies  nationwide 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
(800)  237-9083 


The  Agency  for 
Toxic  Substances 
and  Disease 
Registry,  ATSDR,  has  developed  a 
series  of  33  case  studies  related 
to  environmental  medicine. 

Case  Studies  in 
Environmental  Medicine  are 
written  by  medical  personnel  for 
health  care  providers  to  increase 
their  awareness  and  knowledge 
of  medical  issues  related  to  haz- 
ardous materials. 

The  case  studies  are  available 
for  a variety  of  specific  chemicals 
and  cover  topics  including  taking 
an  exposure  history,  reproductive 
effects  and  skin  lesions. 

The  case  studies  are: 

✓ self-instructional 

✓ approved  for  Category  1 
continuing  medical  educa- 
tion credit 


✓ Free! 

To  receive  the  case  studies,  con- 
tact ATSDR,  Division  of  Health 
Education  at  (404)  639-6205  or 
call  the  TMA  Library  CME 
Resource  Collection  at  1 (800) 
880-1300  Ext.  1552. 


Committee  on 

Environment 
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Physician-congressman 
joins  list  of  speakers 
at  leadership  conference 

Representative  J.  Roy 
Rowland  (D-Ga)  has  joined  the 
list  oi  confirmed  speakers  who 
will  address  the  Texas  Medical 
Association’s  1994  Fall  Leadership 
Conference  to  be  held  Saturday,  Sep- 
tember 17,  in  Austin. 

A practicing  physician  lor  28  years. 
Representative  Rowland  is  serving  his 
sixth  term  in  the  US  Fiouse  of  Repre- 
sentatives. He  has  long  been  a strong 
advocate  for  health-care  issues. 


Representative  J.  Roy  Rowland 


With  a focus  on  health-system  re- 
form, “Uniting  for  Excellence”  is  the 
theme  of  the  conference.  Other  speak- 
ers include  American  Medical  Associa- 
tion President  Robert  E.  McAfee, 
MD;  Sen  Kay  Bailey  Hutchison  (R- 
Tex);  Texas  Commissioner  ol  Health 
David  R.  Smith,  MD;  and  Nancy  W. 


Dickey,  MD,  vice  chairman  ol  the 
j AM  A Board  of  Trustees. 

! The  conlerence  is  free  and  open 
to  all  TMA  members,  and  will  be 

j ’ 

held  at  the  Stouffer  Austin  Hotel. 
For  inlormation,  call  the  TMA  spe- 
cial services  office  at  (800)  880-1300, 
ext  1346,  or  (512)  370-1346. 

Talented  Texans  promote 
immunization  campaign 

WITH  HIGH-PROFILE 
national  leaders  in  the  arts, 
business,  athletics,  and  sci- 
ences, Texans  are  justifiably 
proud  ol  their  own.  A series  ol  public 
service  announcements  playing  to 
that  pride  and  encouraging  Texans  to 
protect  our  future  talent  by  immu- 
nizing their  children  is  scheduled  to 
begin  airing  this  month  on  television 
stations  across  the  state. 

Part  of  the  Shots  Across  Texas  im- 
munization campaign,  the  television 
spots  are  being  lunded  by  the  nearly 
$60,000  raised  at  the  gala  held  this 
May  during  TMA’s  annual  session. 
The  gala  was  sponsored  by  TMA,  the 
TMA  Alliance,  and  the  TMA  Health 
Education  and  Research  Foundation. 

The  public  service  announcements, 
created  by  Sherry  Matthews  Advertis- 
ing in  Austin,  feature  baby  photos  and 
contemporary  shots  of  prominent 
Texans.  After  warning  of  the  dangers 
of  not  immunizing  children,  the  an- 
nouncements ask,  “Considering  some 
' of  the  talented  people  Texas  produces, 
can  we  afford  to  take  the  risk?” 


Commentary 

Fighting  back: 
three  steps  to  protecting 
patient  choice 

By  Louise  C.  Moorhead,  MD 

IU  S T LIKE  MOST  OF  YOU, 
I am  in  private  practice.  Along 
with  one  partner,  I practice  gener- 
al ophthalmology  in  a one-story 
clinic  on  a major  street  in  an  indus- 
trial and  lower  middle-class  part  of 
Houston.  We  are  located  in  a heavily 
Democratic  district. 

I find  both  the  original  Clinton 
health-system  reform  plan  and  the 
diluted  versions  currently  before 
Congress  to  be  ditect  assaults  on  the 
personal  liberty  of  all  Americans.  In 
the  name  of  universal  coverage,  there 
is  a concerted  attempt  by  the  presi- 
dent and  many  members  of  Congress 
to  dictate  the  physician-patient  rela- 
tionship. As  a physician,  as  a some- 
time patient,  and  as  an  American,  1 
will  not  tolerate  this  attempt  to  stifle 
freedom  of  choice. 

I have  decided  not  to  be  intimi- 
dated by  the  Clinton  plan  but  to 
figbt  it  quietly  and  effectively,  one 
day  at  a time. 

I have  started  a low-key  lobbying 
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ril  DO  YOU  KNOW 
A DOaOR  - 
<!r  WHO  NEEDS 

f OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  questions 
below: 

Do  you  know  a doctor  who- 

• is  experiencing  problems  coping  with  patients  or  with 
the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

- then,  you  may  know  a doctor  who  needs  our  help.  If 
you  feel  that  you,  a colleague,  a resident  or  student  need 
counseling  or  treatment,  won’t  you  give  us  an  opportunity 
to  help?  Strictly  confidential  contacts  can  be  made 
through  our  Hotline:  (800)  880-1640  or  (512)  370-1640. 
Call  us  anytime. 

TMA  Committee  on  Physician  Health  and  Rehabilitation 


Edgar  P.  Nace,  MD,  Dallas,  Chairman (714)  788-6282 

Gretchen  L.  Megowen,  MD,  Dallas, 

Vice  Chairman  (214)  696-8227 

Robert  J.  Brock,  MD,  Corpus  Christi  (512)  993-4067 
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elfort  that  costs  nothing  and  appears 
to  be  quite  effective  in  motivating  the 
people  who  are  my  patients  and  fellow 
Americans.  Furthermore,  I take  com- 
fort that  1 am  no  longer  helpless.  I am 
doing  something,  every  day  I work. 

Last  year,  I began  to  think  about 
the  congressional  process  and  how 
our  representatives  are  influenced.  I 
have  realized  that  their  ideas  and  ac- 
tions are  influenced  by  three  main 
agents:  money,  public  opinion  polls, 
and  direct  input  from  constituents. 


I am  just  one  person 
facing  powerful  forces, 
but  I have  a special 
inside  track: 

I treat  patients. 


Of  these  three,  it  is  my  guess  that 
constituent  input  is  the  most  powerful 
— that  is,  real  voters  speaking  directly 
to  their  elected  representatives.  All  of 
our  representatives  have  local  offices, 
with  staff  who  will  take  phone  calls, 
listen  carefully,  and  keep  statistics  on 
these  calls.  Phone  calls  are  very  impor- 
tant. And  they  are  free  and  easy  to  do. 

I have  embarked  on  a campaign  to 
encourage  my  patients  to  call  their 
representatives  in  Congress.  The 
forces  threatening  freedom  are  so 
strong  that  I must  take  this  drastic 
action.  I am  just  one  person  facing 
powerful  forces,  but  I have  a special 
inside  track:  I treat  patients. 

When  I consult  with  patients,  I 
communicate  some  very  personal  and 
important  information  to  them  — the 
status  of  their  health.  The  physician- 
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patient  relationship  we  share  is  potent 
and  valuable,  nurtured  over  years  ot 
care,  and  built  on  mutual  respect  and 
trust.  1 estimate  that  media  experts 
would  have  to  spend  about  $100,000 
a person  on  TV,  print,  and  direct-mail 
ads  to  get  the  level  ol  attention  and 
impact  that  I have  with  my  patients 
each  time  1 treat  them. 

I have  developed  a three-step  pro- 
gram to  motivate  my  patients  to  call 
their  congressmen.  I go  through 
these  steps  at  the  end  ol  the  visit,  and 
only  il  I have  good  news  lor  the  pa- 
tient — either  his  or  her  condition  is 
nothing  to  worry  about  or  has  im- 
proved under  my  treatment.  1 deliver 
my  message  when  the  patient  leels 
healthy  and  invigorated,  in  a positive 
psychological  state.  The  theme  of  my 
discussion  is  freedom  ol  choice. 

I.  The  attention  getter.  Alter  1 have 
given  the  patient  whatever  prescrip- 
I tions  or  inlormation  are  necessary,  I 
j say,  “I  hope  that  you  will  be  allowed 
to  come  back  and  visit  me  next  year.” 
This  carelul  use  ol  words  is  extremely 
important  — it  implies  that  the  pa- 
tient’s Ireedom  of  choice  is  jeopar- 
dized. Then  I say,  “I  respect  what- 
ever political  opinions  you  may  have. 
This  is  a Iree  country.  But  I hope  you 
realize  that  there  are  powerful  lorces 
in  this  country  — the  lederal  govern- 
ment and  big  insurance  companies 
— that  are  trying  to  take  away  your 
freedom  to  choose  your  physician.” 

I avoid  mentioning  names  of  pub- 
; lie  figures  or  political  parties.  It  is  im- 
portant to  keep  tbe  discussion  on  a 
higher  level. 
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60  Years  Ago  in  Texas  Medicine 

Jepteier 

Surgical  procedures  for  the 
relief  of  intractable  pain 

By  Albert  O.  Singleton,  MD 
Galveston,  Tex 

The  therapeutic  treatment  of  the  symptom  pain  plays  a large 
part  in  the  field  of  medicine,  the  drugs  and  procedures  used  being  in- 
numerable. That  there  is  an  established  surgical  treatment  for  pain  is 
not  a generally  known  fact.  The  medical  relief  of  pain  is  accomplished 
by  dulling  the  perception  while  the  surgical  treatment  has  as  its  object  the 
interrupting  of  nerve  pathways.  . . . 

The  victory  of  surgery  over  pain  is  probably  more  satisfactorily  accom- 
plished in  glossopharyngeal  and  trigeminal  neuralgia  than  in  most  other 
conditions.  . . . 

My  experience  in  glossopharyngeal  neuralgia  consists  of  three  cases;  two 
of  these  have  been  relieved  by  the  avulsion  of  the  glossopharyngeal  nerve 
beneath  the  angle  of  the  mandible  as  the  nerve  comes  around  the  stylopha- 
ryngeus  muscle.  . . . 

The  evolution  of  the  various  procedures  in  the  treatment  of  trigeminal 
neuralgia  is  a romantic  story  which  has  apparently  now  reached  the  stage  of 
near  perfection.  Here  again  Dr  [Wm.  Gibson]  Spiller’s  name  will  ever  live  in 
the  history  of  medical  sciences  for  his  great  activities.  It  was  he  who  advised 
that  the  nerve  should  be  severed  proximal  to  its  ganglion,  that  regeneration 
might  not  occur;  it  was  he  who  directed  that  the  motor  root  of  the  nerve  be 
preserved;  and  finally  it  was  he  who  directed  that  the  upper  portion  of  the 
nerve  be  not  severed,  preserving  the  sensation  of  the  cornea  of  the  eye. 

The  operation  for  the  relief  of  trigeminal  neuralgia  is  no  longer  dreaded. 
The  objectionable  complications  of  paralysis  of  the  muscles  of  masticulation 
and  ulceration  of  the  cornea  need  not  occur.  The  operation  may  be  done 
under  local  anesthesia,  making  it  possible  to  determine  the  area  of  cutaneous 
anesthesia  and  accurately  section  the  part  of  the  sensory  root  required.  . . . 


2.  The  congressman’s  name  and 
phone  number.  I keep  available  the 
appropriate  congressman’s  name  and 
local  phone  number  for  each  patient. 
The  receptionist  can  obtain  this  from 
the  patient’s  zip  code  and  attach  it  to 
the  chart  with  a Post-it  note. 

I tell  the  patient,  “If  you  are  con- 
cerned about  large-scale  intrusion  into 
your  most  private  life  — your  medical 
care  — then  you  should  call  your  rep- 
resentative and  say  that  you  don’t  want 
anybody  to  take  away  your  right  to 
pick  your  doctor.  Under  any  circum- 
stances, you  want  to  be  able  to  pick 
any  doctor  who  is  in  practice.” 

I have  found  that  patients  are  very 
receptive  to  this  discussion,  no  mat- 
ter what  type  of  payment  plan  they 
are  on.  I tell  the  HMO  and  PPO  pa- 
tients that  there  is  no  guarantee  that  I 
will  be  on  their  doctor  lists  next  year. 

3.  The  physician’s  own  handwriting. 

This  is  extremely  important.  I copy 
down  the  congressman’s  name  and 
phone  number  on  a prescription  pad. 
I make  my  best  efforts  to  make  my 
doctor’s  handwriting  large  and  read- 
able. A patient  places  far  more  value  in 
something  written  in  the  physician’s 
own  hand  than  in  any  printed  materi- 
als linked  to  special  interest  groups. 

During  the  discussion,  I never  men- 
tion the  words  “Hillary”  or  “Clinton” 
or  “Democrats”  or  “Republicans,”  or 
anything  that  smacks  of  politics.  My 
aim  is  to  talk  about  higher  level  things, 
such  as  freedom  and  choice. 


( Texas  State  Journal  of  Medicine.  1 944;30[5]:3 1 8—322) 
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We  physicians  treat  millions  of  pa- 
tients each  day.  Imagine  the  effect  if 


Medicine’s  View 


all  ot  us  — physicians  and  patients 
together  — let  our  congressmen 
know  what  we  think.  My  patients 
have  been  interested  and  receptive.  It 
I can  motivate  them,  so  can  you. 

Good  luck,  my  colleagues.  Now 
you  can  do  something,  each  and  every 
day,  to  protect  personal  liberty  — the 
very  foundation  ol  our  country. 

Let  us  all  act  quickly.  The  threat  to 
our  fundamental  freedom  as  Ameri- 
cans is  insidious  and  frightening.  We 
may  be  only  loot  soldiers  in  the  great 
battles  around  us,  but  we  carry  some 
pretty  powerful  grenades.  ★ 


Editor’s  note:  To  find  out  the  names  and 
phone  numbers  of  the  congressmen  representing 
their  areas,  physicians  may  call  the  Texas  Aled- 
ical  Association  political  education  department 
at  (800)  880-1300. 


EmCare 

Physician  Staffing  Services 


EmCare  Physician  Staffing  Services  (EPSS) 
is  a physician  staffing  company  that 
provides  the  following  services: 

• Locum  Tenens 

• Permanent  Placement 

• Low  Volume/ Acuity  ED  Practice 
Management 

• Radiology  Department  Practice 
Management 


For  more  information, 
please  call: 

800/535-9535 


Starting,  Expanding, 
Acquiring  a Practice? 

Over  55,000  Doctors  Financed  Since  1975 


Whatever  your  needs,  you  may  qualify  with  HPSC  for  credit  to 
finance  new  practice  equipment,  leasehold  improvements,  working 
capital,  and  merchandise  contracts  - plus  computers  and  other 
office  equipment.  And  if  you're  looking  to  acquire  a practice,  we 
may  fund  up  to  100%  of  the  purchase  price  at  competitive  fixed 
interest  rates  (no  "points",  variables,  or  hidden  fees.) 

Our  equipment  lease  is  open-ended:  add  as  your  practice  grows. 
We  offer  many  innovative  custom  plans,  all  geared  to  cash  flow, 
with  tax  benefits.  Lease  or  loan,  up  to  72  months. 

To  stay  close  to  our  customers,  we  fund  and  service  all  of  our 
accounts  in-house.  Call  us.  We've  financed  over  55,000  doctors. 
We'd  love  to  do  your  office. 


Innovative  Financing 

for  Healthcare  Professionals 

470  Atlantic  Avenue,  Boston,  MA  02210 
1-800-225-2488  Fax:  1-800-526-0259 
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Physicians  who  refer  to  us  acquire  a 
certain  reputation  with  their  patients. 


Our  Circle  of 
Healing  model 
is  based  on 
delivering  the 
right  patieyit  cai 
at  the  right  time 


OUTPATIENT 

REHABILITATIO 


INPATIENT 
REHABILITATION 


ACUTE  CAf 


SUBACUTE  CARE 


In  the  eyes  of  your  patients,  you’re  only  as  good  as 
they  feel.  And  at  the  new  St.  Michael  Rehabilitation 
Hospital,  our  goal  is  to  make  your  rehab  patients  feel 
nothing  less  than  great. 

Our  facility  is  a key  link  in  a therapeutic  model 
we  call  the  St.  Michael  Circle  of  Healing,  which  promotes  medically  effective,  cost- 
effective  recovery  by  delivering  the  right  patient  service  at  the  right  time.  Your 
patients  will  appreciate  the  care  provided  by  our  skilled,  compassionate  staff. 

Our  unique  six-day-a-week  therapeutic  regimens  can  have  them  out  faster  and 
better  than  ever.  And  while  they’re  with  us,  they’ll  respond  to  the  healing  power 
of  our  pleasant,  patient-friendly  environment. 

The  new  St.  Michael  Rehabilitation  Hospital.  We’re  not  just  another 
new  hospital.  But  a whole  new  approach  ]\/[ichU0l 


to  rehabilitation  medicine.  F or  an 
informational  brochure,  call  us  at 
(908)  614-4461  or  1-800-293-1333. 


Rehabilitation 
Hospital 

2400  St.  Michael  Drive,  Texarkana,  TX  7550 


THE  NEW  ST.  MICHAEL  REHABILITATION  HOSPITA 
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The  search  for  policy  options  to  contain 
health-care  costs  has  sparked  renewed 
national  interest  in  reducing  medical 
school  enrollments.  Concurrently,  the 
goals  of  improving  the  specialty  and  ge- 
ographic distribution  of  physicians 
have  proved  elusive  both  at  the  state 
and  national  levels.  This  study  reexam- 
ines and  reaffirms  the  conclusions  of  an 
earlier  study  that  suggested  enrollment 
reductions  in  Texas  might  decrease 
rather  than  increase  the  supply  of  pri- 
mary care  and  rural  physicians. 


From  the  Center  for  Health  Policy  Studies, 
School  of  Public  Health,  The  University  of 
Texas-Houston  Health  Science  Center, 

PO  Box  21086,  Houston,  TX  77225. 

Send  reprint  requests  to  Dr  Kennedy. 


Supply  and  distribution  of  primary  care  physicians 
and  medical  school  enrollments  in  Texas 


Virginia  C.  Kennedy,  PhD 
William  D.  Spears,  PhD 


The  adequacy  of  the 
supply  of  physicians  provid- 
ing primary  care  and  the 
availability  of  medical  personnel  in 
underserved  geographic  areas  pose 
continuing,  unresolved  problems  for 
state  and  national  policymakers.  Per- 
ceptions of  an  aggregate  oversupply 
of  physicians  and  increasing  concerns 
with  health-care  costs  have  prompted 
proposals  to  reduce  enrollments  in 
US  medical  schools.  A study  in  Texas 
using  data  from  the  early  1980s  (1) 
yielded  two  suggestions:  first,  that 
enrollment  reductions  would  have  no 
significant  impact  on  aggregate 
physician  supply  for  more  than  15 
years;  second,  that  reduced  enroll- 
ments might  actually  prove  counter- 
productive in  improving  the  specialty 
and  geographic  distribution  of  the 
state’s  medical  work  force.  This  study 
revisits  the  second  issue  by  examin- 
ing changes  in  the  supply  and  distri- 
bution of  primary  care  physicians  in 
Texas  during  the  period  from  1981 
through  1991  and  the  role  played  by 
graduates  of  in-state  medical  schools 
in  those  changes. 

METHODS 

The  analysis  uses  data  from  the  medi- 
cal licensure  files  of  the  Texas  State 
Board  of  Medical  Examiners  and  is 
limited  to  civilian  physicians,  both 
MDs  and  DOs,  whose  primary  activi- 
ty is  direct  patient  care.  These  repre- 
sent 80%  of  all  licensed,  active  physi- 
cians in  the  state.  Physicians  in  federal 
service  and  residency  training  and 
those  who  do  not  provide  patient  care 
are  excluded.  Primary  care  physicians 
are  defined  as  those  engaged  in  gener- 
al practice,  family  practice,  general  in- 


ternal medicine,  obstetrics  and  gyne- 
cology,  and  general  pediatrics.  Al- 
though the  areas  of  medical  practice 
covered  by  general  practitioners  and 
family  practitioners  are  similar,  the 
two  specialties  are  examined  separate- 
ly because  of  the  distinctly  different 
patterns  of  change  they  exhibited  dur- 
ing the  time  of  the  investigation. 

Distribution  of  physicians  is  ex- 
amined using  a modified  version  of 
the  US  Department  of  Agriculture’s 
“Rural-Urban  Continuum  Codes  for 
Metro  and  Nonmetro  Counties”  (2). 
This  classification  scheme,  which 
groups  metropolitan  counties  by  size 
and  nonmetropolitan  counties  by  de- 
gree of  urbanization,  permits  a de- 
tailed examination  of  geographic  ar- 
eas with  varying  population  densities. 
The  codes  are  defined  in  the  text  ac- 
companying the  tables  and  figures. 

A physician’s  place  of  graduation 
from  medical  school  is  classified  as  ei- 
ther in-state  or  out-of-state,  which  in- 
cludes other  US  and  foreign  schools. 
In  1991  in  Texas,  55%  of  the  state’s 
physicians  providing  direct  patient  care 
were  graduates  of  out-of-state  schools. 

RESULTS 

In  the  state  as  a whole  and  in  all  but 
the  most  sparsely  populated  Texas 
counties,  the  supply  of  nonprimary 
care  physicians  increased  more  rapid- 
ly than  the  supply  of  primary  care 
physicians.  In  the  fringe  counties  of 
large  metropolitan  areas,  population 
growth  exceeded  the  rates  of  increase 
in  both  types  of  physicians,  produc- 
ing lower  physician-to-population  ra- 
tios at  the  end  of  the  decade  than  at 
the  beginning. 

In  Texas  during  this  period,  gradu- 
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ates  of  in-state  medical  schools  ac- 
counted lor  58%  of  the  increase  in  all 
physicians,  67%  of  the  increase  in 
physicians  who  provide  primary  care, 
and  53%  of  the  increase  in  those  who 
do  not.  In  each  of  the  four  metropoli- 
tan county  groups  examined,  most  of 
the  increase  in  primary  care  physi- 
cians was  attributable  to  in-state  grad- 
uates as  was  all  of  the  increase  in  two 
of  the  three  nonmetropolitan  county 
groups  examined. 

Among  the  primary  care  special- 
ties, the  greatest  increase  statewide,  in 
three  of  the  four  metropolitan  county 
groups  and  in  the  least  populated 
group  of  nonmetropolitan  counties, 
occurred  in  family  practice.  This  gain 
was  offset  by  significant  reductions  in 
the  number  of  general  practitioners  in 
every  county  group.  Combining  the 
numbers  of  general  practice  and  fami- 
ly practice  physicians  shows  a net  gain 
of  general  and  family  practitioners  in 
the  four  most  populated  county 
groups  and  a net  loss  in  the  two  least 
populated  county  groups.  Although 
physician  age  was  not  examined  di- 
rectly in  this  study,  these  patterns  al- 
most certainly  reflect  the  attrition  of 
an  aging  population  of  general  practi- 
tioners and  an  influx  of  new,  young 
family  practitioners.  Note  that  the  re- 
placement process  did  not  extend  to 
the  state’s  most  rural  areas. 

Internal  medicine  registered  the 
greatest  increases  in  the  metropolitan 
fringe  counties  and  the  two  more 
heavily  populated  nonmetropolitan 
county  groups.  Increases  in  pediatrics 
and  obstetrics  and  gynecology  were 
most  notable  in  large  and  medium- 
sized metropolitan  counties. 

In-state  medical  school  graduates  ac- 
counted for  more  than  60%  of  the  in- 


crease in  family  practitioners  in 
metropolitan  counties  and  for  more 
than  80%  of  the  increase  in  family  prac- 
titioners in  nonmetropolitan  counties. 
Statewide,  these  graduates  accounted 
for  64%  of  the  increase  in  internal 
medicine  and  72%  of  the  increase  in 
obstetrics  and  gynecology.  Out-of-state 
graduates  accounted  for  about  60%  of 
the  increase  in  pediatrics  and  for  60% 
of  the  decrease  in  general  practitioners. 
Detailed  statistical  and  graphical  sum- 
maries of  the  patterns  of  change  and  the 
respective  roles  of  in-state  and  out-of- 
state  medical  school  graduates  appear  in 
Tables  1 through  8,  Figs  1 through  8, 
and  in  the  following  text. 
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TEXAS  (table  1 AND  FIG  1) 

In  the  state  as  a whole  from  1981  to 
1991,  the  number  of  physicians  pro- 
viding primary  care  increased  by  ap- 
proximately one  fifth,  about  the  same 
rate  as  the  population  increased.  Dur- 
ing the  same  period,  the  number  of 
physicians  not  providing  primary  care 
increased  by  one  third.  As  a result,  the 
state  gained  8 physicians  not  providing 
primary  care  for  every  1 primary  care 
physician  per  100,000  population. 

Among  the  specialties  providing 
primary  care,  the  greatest  increase  oc- 
curred in  family  practice.  This  gain 
was  offset  by  a significant  reduction 
in  the  number  of  general  practition- 
ers. In  1981,  general  practitioners 
slightly  outnumbered  family  practi- 
tioners; by  1991,  family  practitioners 
outnumbered  general  practitioners 
by  a ratio  of  2 to  1.  The  state  gained 
nearly  equal  numbers  of  pediatricians 
and  internists,  and  somewhat  fewer 
obstetrician-gynecologists. 

Graduates  of  in-state  medical 
schools  accounted  for  64%  of  the  in- 
crease in  family  practitioners  and  in- 
ternists in  the  state,  and  for  72%  of 
the  increase  in  obstetrician-gynecolo- 
gists. Out-of-state  graduates  account- 
ed for  about  60%  of  the  increase  in 
pediatricians  and  60%  of  the  de- 
crease in  general  practitioners. 


Table  1.  Texas  physicians  providing  direct  patient  care,  by  specialty. 


Year 

1981 

Year 

1991 

No. 

Change 

(%) 

Physicians 

Family  practice 

1,948 

2,997 

1,049 

( 53.9) 

General  practice 

1,970 

1,519 

-451 

(-22.9) 

Obstetrics/ gynecology 

1,214 

1,569 

355 

( 29.2) 

Internal  medicine 

2,207 

2,618 

411 

( 18.6) 

Pediatrics 

1,061 

1,481 

420 

( 39.6) 

Primary  care 

8,400 

10,184 

1,784 

(21.2) 

Other 

9,593 

12,791 

3,198 

( 33.3) 

Total  physicians 

17,993 

22,975 

4,982 

( 27.7) 

Population,  in  thousands 

14,229.1 

16,986.2 

2,757.1 

( 19.4) 

Physicians  per  lOOK  population 

Primary  care 

59.0 

60.0 

1.0 

Other 

67.4 

75.3 

7.9 

Total 

126.5 

135.3 

8.8 

Fig  1.  Gains  and  losses  in  primary  care  physicians  in  Texas  from  1981  through  1991. 
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LARGE  ME TROPOLl  lAN 
CORE  COUN  l'IES 

(Table  2 and  Fig  2) 

Texas  contains  four  counties  classified 
as  the  “core”  counties  of  greater 
metropolitan  areas  with  1 million  or 
more  inhabitants.  Population  increase 
in  these  counties  between  1980  and 
1990  was  similar  to  that  of  the  state 
as  a whole;  in  both  years,  just  over 
40%  of  the  state’s  total  population 
resided  in  these  counties. 

In  1981  and  again  in  1991,  these 
counties  had  the  highest  ratio  of 
physicians  providing  both  primary 
and  nonprimary  care  per  100,000 
population  in  the  state.  Over  the  10- 
year  period,  these  counties  gained 
nearly  3 primary  care  physicians  and 
9 nonprimary  care  physicians  per 
100,000  population.  The  greatest 
proportionate  increase  among  the 
primary  care  specialties  was  in  family 
practice,  followed  by  pediatrics  and 
obstetrics  and  gynecology. 

Sixty-six  percent  of  the  increase 
in  internists  and  about  60%  of  the 
increases  in  family  practitioners 
and  obstetrician-gynecologists  were 
attributable  to  in-state  graduates. 
Out-of-state  graduates  accounted 
for  60%  of  the  increase  in  pediatri- 
cians and  70%  of  the  decrease  in 
general  practitioners. 


fahlt-  2.  Texas  physicians  providing  direct  patient  care  in  large  metropolitan  core  counties,  by 
specialty. 


Year 

1981 

Year 

1991 

No. 

Change 

{%) 

Physicians 

Eamilv  practice 

712 

1,155 

433 

( 62.2) 

General  practice 

770 

672 

-98 

(-12.7) 

Obstctrics/gynecology 

644 

900 

256 

( 39.8) 

Internal  medicine 

1 ,279 

1,439 

160 

( 12.5) 

Pediatrics 

585 

847 

262 

( 44.8) 

Primary  care 

3,990 

5,013 

1,023 

( 25.6) 

Other 

5,439 

7,203 

1,764 

( 32.4) 

Total  physicians 

9,429 

12,216 

2,787 

( 29.6) 

Population,  in  thousands 

5,815.6 

7,026.5 

1,210.9 

( 20.8) 

Physicians  per  lOOK  population 

Primary  care 

68.6 

71.3 

2.7 

Other 

93.5 

102.5 

9.0 

Total 

162.1 

173.9 

11.7 

Fig  2.  Gains  and  losses  in  primary  care  physicians  in  large  metropolitan  care  counties. 
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LARGE  METROPOLITAN 
FRINGE  COUNTIES 
(table  3 AND  FIG  3) 

Texas  has  14  counties  designated  as 
“fringe,”  that  is,  noncore  counties  of 
metropolitan  areas  containing  1 mil- 
lion or  more  population.  This  group 
of  counties  was  the  fastest  growing  in 
the  state  during  the  1980s,  with  a 
50%  increase  in  population.  In  1990, 
just  under  10%  of  the  state’s  total 
population  resided  in  these  counties. 

Of  the  four  metropolitan  county 
groups  examined,  only  the  fringe  coun- 
ties contained  more  primary  care 
physicians  than  nonprimary  care  physi- 
cians per  capita,  both  in  1981  and 
1991.  Since  the  population  grew  at  a 
higher  rate  than  physicians  increased, 
the  number  of  both  primary  care  and 
nonprimary  care  physicians  per  capita 
was  reduced  over  the  decade.  Among 
the  specialties  offering  primary  care, 
the  greatest  relative  increases  were  in 
pediatrics  and  family  practice. 

In-state  graduates  accounted  for 
90%  of  the  increase  in  internal 
medicine  and  about  75%  of  the  in- 
crease in  family  practice  and  in  ob- 
stetrics and  gynecology  in  these 
counties.  Out-of-state  graduates  ac- 
counted for  60%  of  the  increase  in 
pediatrics  and  85%  of  the  decrease  in 
general  practice. 


Table  3.  Texas  physicians  providing  direct  patient  care  in  large  metropolitan  fringe  counties,  by 
specialty. 


Year 

1981 

Year 

1991 

No. 

Change 

(%) 

Physicians 

Family  practice 

169 

273 

104 

(61.5) 

General  practice 

126 

106 

-20 

(-15.9) 

Obstetrics/ gynecology 

75 

101 

26 

( 34.7) 

Internal  medicine 

92 

131 

39 

( 42.4) 

Pediatrics 

55 

108 

53 

( 96.4) 

Primary  care 

517 

719 

202 

(39.1) 

Other 

399 

581 

182 

(45.6) 

Total  physicians 

916 

1.300 

384 

(41.9) 

Population,  in  thousands 

1,092.0 

1,654.6 

562.6 

(51.5) 

Physicians  per  lOOK  population 

Primary  care 

47.3 

43.5 

-3.9 

Other 

36.5 

35.1 

-1.4 

Total 

83.9 

78.6 

-5.3 

Fig  3-  Gains  and  losses  in  primary  care  physicians  in  large  metropolitan  fringe  counties. 
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M E D I LI  M M E T RO  P O I I TA  N 
COUNTIES 

(Table  4 and  Figure  4) 

Texas  has  10  metropolitan  counties 
classified  as  medium-sized,  each  con- 
taining between  250,000  and  1 mil- 
lion residents.  The  rate  ol  population 
increase  in  these  counties  was  slightly 
greater  than  the  state  as  a whole  be- 
tween 1980  and  1990,  and  together 
they  contained  about  14%  ol  all  the 
state’s  inhabitants. 

The  greatest  increases  among  the 
primary  care  specialties  during  this 
10-year  period  were  in  family  prac- 
tice and  internal  medicine.  Losses  in 
the  number  of  general  practitioners 
exceeded  the  gains  in  either  the  num- 
ber of  obstetrician-gynecologists  or 
pediatricians.  Overall,  these  counties 
gained  5 nonprimary  care  physicians 
for  every  1 primary  care  physician 
per  100,000  population. 

As  in  the  two  larger  county 
groups,  most  of  the  increases  in  fami- 
ly practitioners  and  obstetrician-gy- 
necologists were  attributable  to  in- 
state graduates;  most  of  the  decrease 
in  general  practitioners  was  at- 
tributable to  out-of-state  graduates. 
Contrary  to  the  pattern  in  the  larger 
population  centers,  however,  out-of- 
state  graduates  accounted  for  most  of 
the  increase  in  internists,  and  in-state 
graduates  accounted  for  most  of  the 
increase  in  pediatricians. 


I'ahle  4.  Texas  physicians  providing  direct  patient  care  in  inedittm  metropolitan  counties,  by  spe- 
cialty. 


Year 

1981 

Year 

1991 

No. 

Ghange 

(%) 

Physicians 

Family  practice 

281 

461 

180 

(64.1) 

Genetal  practice 

268 

188 

-80 

(-29.9) 

Obstetrics/gynecology 

163 

218 

55 

( 33.7) 

Intetnal  medicine 

260 

360 

100 

( 38.5) 

Pediattics 

148 

201 

53 

(35.8) 

Ptimaty  cate 

1.120 

1,428 

308 

( 27.5) 

Other 

1,268 

1,814 

546 

(43.1) 

Total  physicians 

2,388 

3,242 

854 

(35.8) 

Population,  in  thousands 

2,001.4 

2.467.7 

466.3 

( 23.3) 

Physicians  per  lOOK  population 

Ptimary  cate 

56.0 

57.9 

1.9 

Othet 

63.4 

73.5 

10.2 

Total 

119.3 

131.4 

12.1 

(100) 
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LESSER  METROPOLITAN 
COUNTIES 

(table  5 AND  FIGURE  5) 

Texas  has  21  counties  classified  as 
“lesser”  metropolitan  counties;  they 
contain  fewer  than  250,000  inhabi- 
tants. Their  population  constituted 
about  16%  of  the  state’s  total  in 
1990  and  was  the  slowest  growing  of 
the  four  metropolitan  county  groups 
during  the  preceding  decade. 

Family  practitioners  accounted  for 
most  of  the  increase  in  primary  care 
physicians  in  these  counties  between 
1981  and  1991.  Increases  in  pediatri- 
cians, internists,  and  obstetrician-gy- 
necologists were  offset  largely  by  the 
loss  of  general  practitioners.  The 
supply  of  physicians  providing  non- 
primary care  increased  substantially, 
with  a gain  of  1 1.4  per  100,000  pop- 
ulation, compared  with  only  0.3  pri- 
mary care  physicians  per  100,000 
population  over  the  10-year  period. 
In-state  graduates  accounted  for  60% 
of  the  increase  in  family  practition- 
ers, all  of  the  increases  in  obstetri- 
cian-gynecologists and  internists,  and 
for  40%  of  the  increase  in  pediatri- 
cians in  these  counties. 


Table  5.  Texas  physicians  providing  direct  patient  care  in  lesser  metropolitan  counties, 
by  specialty. 


Year 

1981 

Year 

1991 

No. 

Change 

(%) 

Physicians 

Family  practice 

303 

478 

175 

( 57.8) 

General  practice 

275 

205 

-70 

(-25.5) 

Obstetrics/gynecology 

247 

266 

19 

( 7.7) 

Internal  medicine 

436 

474 

38 

( 8.7) 

Pediatrics 

195 

235 

40 

( 20.5) 

Primary  care 

1,456 

1,658 

202 

( 13.9) 

Other 

1,833 

2,388 

555 

( 30.3) 

Total  physicians 

3,289 

4,046 

757 

( 23.0) 

Population,  in  thousands 

2,398.3 

2,718.1 

319.8 

( 13.3) 

Physicians  per  lOOK  population 

Primary  care 

60.7 

61.0 

0.3 

Other 

76.4 

87.9 

11.4 

Total 

137.1 

148.9 

11.7 

Fig  5-  Gains  and  losses  in  primary  care  physicians  in  lesser  metropolitan  counties. 
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URBANIZED  NONMETROPOLI  TAN 
COUNTIES 

(Tabee  6 AND  Figure  6) 

Texas  has  14  “urbanized”  counties  — 
ie,  nonmetropoliran  counties  with 

20.000  or  more  urban  residents.  Less 
than  4%  of  the  state’s  total  popula- 
tion resided  in  these  counties  in 
1990,  and  their  growth  rate  during 
the  1980s  was  less  than  7%. 

Among  the  primary  care  special- 
ties, internists  exhibited  the  greatest 
relative  increase.  The  absolute  increase 
in  family  practitioners  was  nearly 
matched  by  the  loss  of  general  practi- 
tioners. Increases  in  pediatricians  and 
obstetrician-gynecologists  were  quite 
small.  Overall,  the  counties  gained 
nearly  3 nonprimary  care  physicians 
for  every  1 primary  care  physician  per 

100.000  population  during  the 
decade.  This  was  the  only  county 
group  in  which,  by  1991,  the  ratios  of 
primary  care  and  nonprimary  care 
physicians  per  capita  were  equal. 

Graduates  of  in-state  medical 
schools  accounted  lor  all  of  the  in- 
crease in  obstetrician-gynecologists  in 
these  counties,  most  of  the  increase 
in  family  practitioners,  and  most  of 
the  decrease  in  general  practitioners. 
Out-of-state  graduates  accounted  for 
most  of  the  increase  in  internists  and 
all  of  the  increase  in  pediatricians. 


Fable  6.  Texas  physicians  providing  direct  patient  care  in  nonmetropoliran  urbanized  counties, 
by  specialty. 


Year 

1981 

Year 

1991 

No. 

Change 

(%) 

Physicians 

Family  practice 

85 

109 

24 

(28.2) 

General  practice 

77 

57 

-20 

(-26.0) 

Obstetrics/gynecology 

35 

37 

2 

( 5.7) 

Internal  medicine 

49 

82 

33 

( 67.3) 

Pediatrics 

34 

37 

3 

( 8.8) 

Primary  care 

280 

322 

42 

( 15.0) 

Other 

244 

323 

79 

( 32.4) 

Total  physicians 

524 

645 

121 

(23.1) 

Population,  in  thousands 

557.6 

594.7 

37.1 

( 6.7) 

Physicians  per  lOOK  population 

Primary  care 

50.2 

54.1 

3.9 

Other 

43.8 

54.3 

10.6 

Total 

94.0 

108.5 

14.5 

Fig  6.  Gains  and  losses  in  primary  care  physicians  in  metropolitan  urbanized  counties. 
30  


(20) 


FP 


GP  OBG 

Specialty 


FP=  family  practice 
GP=  general  practice 
OBG=  obstetrics  and  gynecology 
IM=  internal  medicine 
PED=  pediatrics 


* 


In-state  graduates 
Out-of-state  graduates 
Bar  value  is  zero 


IM 


PED 


VOLUME  90  ★ NUMBER  9 


67 


NONMETROPOLITAN 
LESS-URBANIZED  COUNTIES 

(Table  7 and  Figure  7) 

The  135  Texas  nonmetropolitan  coun- 
ties classified  as  “less  urbanized”  have 
between  2,500  and  20,000  urban  resi- 
dents. These  counties’  population  in- 
creased by  just  under  7%  between 
1980  and  1990,  when  they  contained 
about  13%  of  all  the  state’s  inhabitants. 

The  increase  in  family  practition- 
ers in  these  counties  during  the 
decade  was  exceeded  by  the  loss  of 
general  practitioners.  A substantial  in- 
crease in  internists,  a small  increase  in 
pediatricians,  and  a small  decrease  in 
obstetrician-gynecologists  occurred. 
Overall,  per  100,000  population, 
these  counties  lost  2 primary  care 
physicians  and  gained  2 nonprimary 
care  physicians  during  this  period. 

In-state  graduates  accounted  for 
80%  of  the  increase  in  family  practi- 
tioners and  60%  of  the  increase  in 
internists.  Out-of-state  graduates  ac- 
counted for  most  of  the  gains  in  pe- 
diatricians and  all  of  the  losses  in  ob- 
stetrician-gynecologists. In-state  and 
out-of-state  graduates  contributed 
about  equally  to  the  loss  of  general 
practitioners. 


Table  7.  Texas  physicians  providing  direct  patient  care  in  nonmetropolitan  less-urbanized 
counties,  by  specialty. 


Year 

1981 

Year 

1991 

No. 

Change 

(%) 

Physicians 

Family  practice 

375 

493 

118 

(31.5) 

General  practice 

407 

265 

-142 

(-34.9) 

Obstetrics/ gynecology 

49 

47 

- 2 

(-4.1) 

Internal  medicine 

90 

130 

40 

( 44.4) 

Pediatrics 

43 

51 

8 

( 18.6) 

Primary  care 

964 

986 

22 

( 2.3) 

Other 

390 

468 

78 

( 20.0) 

Total  physicians 

1,354 

1,454 

100 

( 7.4) 

Population,  in  thousands 

2,134.4 

2,279.8 

145.4 

( 6.8) 

Physicians  per  lOOK  population 

Primary  care 

45.2 

43.2 

- 1.9 

Other 

18.3 

20.5 

2.3 

Total 

63.4 

63.8 

0.3 

Fig  7.  Gains  and  losses  in  primary  care  physicians  in  nonmetropolitan  less-urbanized  counties. 
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NONMETROPOLI  TAN  THINLY 
POPULATED  COUNTIES 
(table  8 AND  FIGURE  8) 

Classified  as  “rhinly  populated,”  56 
nonmetropolitan  Texas  counties  have 
fewer  than  2,500  urban  residents. 
While  these  counties  experienced  a 
growth  rate  of  nearly  7%  between 
1980  and  1990,  they  contain  less  than 
2%  of  the  state’s  total  population. 

Although  the  number  of  family 
practitioners  located  in  these  coun- 
ties increased  over  the  decade,  lour 
general  practitioners  were  lost  for  ev- 
ery family  practitioner  gained.  In- 
ternists, pediatricians,  and  obstetri- 
cian-gynecologists constituted  only 
about  5%  of  all  the  primary  care 
physicians  in  these  counties,  which 
lost  a total  of  8 primary  care  physi- 
cians and  3 nonprimary  care  physi- 
cians per  100,000  population  during 
this  period. 

In-state  medical  school  graduates 
accounted  for  all  the  increase  in  fam- 
ily practitioners.  Out-of-state  gradu- 
ates accounted  for  80%  of  the  de- 
crease in  general  practitioners. 


Table  8.  Texas  physicians  providing  direct  patient  care  in  nonmetropolitan  thinly  populated 
counties,  by  specialty. 


Year 

1981 

Year 

1991 

Chang' 

No. 

e 

(%) 

Physicians 

Family  practice 

23 

28 

5 

(21.7) 

General  practice 

47 

26 

-21 

(-44.7) 

Obstetrics/gtmecology 

1 

0 

- 1 

Internal  medicine 

1 

2 

1 

Pediatrics 

1 

2 

1 

Primary  care 

73 

58 

-15 

(-20.5) 

Other 

20 

14 

-6 

(-30.0) 

Total  physicians 

93 

72 

-21 

(-22.6) 

Population,  in  thousands 

229.8 

244.8 

15.0 

{ 6.5) 

Physicians  per  lOOK  population 

Primaty'  care 

31.8 

23.7 

- 8.1 

Other 

8.7 

5.7 

-3.0 

Total 

40.5 

29.4 

-11.1 

Fig  8.  Gains  and  losses  in  primary 

care  physicians  in 

nonmetropolitan 

thinly  populated 

counties. 
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DISCUSSION 


REFERENCES 


The  1992  report  of  the  Texas  Health 
Policy  Task  Force  identified  a growing 
need  for  more  physicians  to  provide 
primary  care  and  a continuing  need 
for  better  access  to  health  care  in  un- 
derserved areas  (3).  These  needs  were 
echoed  in  the  1993-94  Texas  State 
Health  Plan  (4).  The  purpose  of  our 
study  was  to  examine  the  state’s 
changing  physician  work  force,  and 
the  respective  roles  of  in-state  and  out- 
of-state  medical  school  graduates,  in 
light  of  these  expressed  needs.  Place  of 
graduation  is,  of  course,  only  one  of 
several  factors  associated  with  the  se- 
lection of  medical  specialty  and  prac- 
tice location.  The  influence  of  such 
factors  as  the  physician’s  county  of  ori- 
gin and  type  of  postgraduate  training, 
for  example,  could  not  be  examined 
here  because  of  the  limitations  inher- 
ent in  the  medical  licensure  database. 

Despite  this  limitation,  the  results 
of  this  study  reinforce  the  conclusion 
reached  in  our  earlier  study:  Reduc- 
tions in  Texas  medical  school  enroll- 
ments would  likely  reduce  the  pool  of 
physicians  who,  when  compared  to 
their  counterparts  trained  elsewhere, 
are  more  likely  to  practice  primary  care 
specialties  and  to  locate  in  non- 
metropolitan areas.  In  fact,  this 
prospect  has  to  some  extent  already 
been  realized.  A recent  study,  which  in- 
cluded two  Texas  medical  schools, 
traces  the  decline  in  the  production  of 
family  practitioners  nationally  to  de- 
clining class  sizes  in  medical  schools 
(5).  State  governmental  and  academic 
policymakers  must  realize  and  be  pre- 
pared to  address  the  negative  conse- 
quences of  any  reductions  in  the  state’s 
future  capacity  for  medical  training. 
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Follow-up  study  of  a field-based  campaign  against 
tobacco  usage  for  children  in  grades  six  through  eight 


An  antitobacco  progcam  conducted 
from  1987  through  1989  was  dupli- 
cated for  the  1991  school  year  in  the 
Bryan,  Tex,  school  district  with  a dif- 
ferent sociological  setting  and  a differ- 
ent group  of  program  presenters.  The 
only  common  variable  was  the  pro- 
gam that  was  administered.  The  pro- 
gam was  administered  in  one  school, 
and  the  other  two  campuses  served  as 
controls.  The  mean  scores  from  the  sur- 
vey, analyzed  by  analysis  of  variance 
procedures,  indicated  that  while  the 
control  schools  had  a decrease  in 
inhibitions  against  tobacco  use,  the 
treatment  school  had  a slight  increase 
in  the  inhibitions.  Because  of  the  loss 
of  data  and  pretest  differences  between 
the  progam  school  and  one  of  the  con- 
trol schools,  we  suspended  judgment 
concerning  the  effectiveness  of  the  pro- 
gam. However,  the  results  are  of  such 
practical  importance  that  suggestions 
for  further  study  are  indicated. 


Send  reprint  requests  to  Dr  Yoffe,  Brenham 
Independence  Allergy  Clinic,  Rt  2,  Box  633, 
Brenham,  TX  77833. 


Stuart  J.  Yoti  h,  MD 
J.B.  Bort.n,  PhD 


From  1987  through 
1989,  an  aggressive,  commu- 
nity-supported campaign 
against  tobacco  use  was  implemented 
in  Brenham,  Tex.  In  each  of  these 
years,  physicians,  role  models,  peers, 
and  individuals  with  tobacco-related 
illnesses  presented  data  and  instruc- 
tion to  sixth,  seventh,  and  eighth 
graders  in  the  program  school.  This 
initial  study  indicated  that  a 
significant  difference  was  evident  be- 
tween the  program  (Brenham)  and 
the  control  (Navasota  and  Bellville) 
schools  studied  (1).  Definitive  con- 
clusions could  not  be  drawn  from 
that  attempt  to  modify  tobacco  usage 
until  we  could  repeat  the  initial  study 
in  a different  student  population,  us- 
ing different  presentors.  The  only 
unchanged  variable  was  the  preven- 
tive program  itself 

In  1991,  an  urban  setting  (Bryan, 
Tex)  was  cbosen  for  intervention  and 
evaluation.  The  school  district  had 
three  middle  schools,  randomly  des- 
ignated as  the  program  school 
(School  1)  and  the  control  schools 
(Schools  2 and  3).  Based  on  the  same 
construction  plan,  Schools  1 and  2 
were  physically  identical  and  had 
similar  demographic  and  socioeco- 
nomic characteristics.  School  3 was 
more  of  an  “inner-city”  school,  with 
a greater  percentage  of  minority  stu- 
dents and  less  affluent  family  group- 
ings than  either  School  1 or  School 
2.  Since  the  pretest  score  means  were 
equivalent  for  Schools  2 and  3,  both 
schools  were  combined  in  the  study 
to  form  a large  control  population 
with  a broad  socioeconomic  and  de- 
mographic variance. 

All  three  schools  consisted  only  of 
sixth,  seventh,  and  eighth  gtaders. 


and  all  students  in  attendance  on  the 
day  of  questionnaire  administration 
were  included  in  the  study  (pretest 
and  posttest).  If  analytical  conclu- 
sions reached  were  similar  to  those  of 
the  l987-through-1989  study,  the  re- 
sults would  cross-validate  the  effec- 
tiveness of  the  antitobacco  program. 

METHODS 

Procedures 

In  the  earlier  study,  no  formal  statis- 
tical hypotheses  were  stated  in  that  it 
was  not  administratively  possible  to 
match  the  subjects  from  pretesting  to 
posttesting.  At  the  time  we  imple- 
mented the  present  study,  we  deter- 
mined that  subject  matching  would 
again  be  impossible  for  several  rea- 
sons. First,  student  turnover  (ie, 
move-ins,  move-outs,  and  drop-outs) 
is  high  in  the  junior  high  age  group, 
and  the  resulting  subject  mortality 
(in  the  statistical  sense)  would  de- 
crease greatly  the  power  of  the  tests. 
Second,  within  the  time  frame  of  the 
study  (1  academic  year),  administra- 
tive shuffling  of  teachers  would  make 
consistency  among  test  administra- 
tors (intertestor  reliability)  almost 
impossible,  which  would  greatly 
weaken  the  study  if  it  were  undertak- 
en in  a student-as-subject  design. 
Third,  no  funding  was  available  for  a 
research  assistant  who  could  monitor 
the  individuals  whereabouts  on  test 
days.  And  fourth,  ethical  concerns 
are  considerations  in  using  minors  in 
research  studies  where  they  might  be 
identified  individually.  As  a result  of 
these  difficulties,  we  decided  that  the 
best  method  of  approaching  the 
problem  would  be  to  make  a class- 
room the  experimental  unit,  in  a 
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Fig  1.  Model  used  to  evaluate  data. 


“nested”  design  (ie,  class  nested  with- 
in a school).  While  this  design  is  not 
exact  enough  for  sophisticated  statis- 
tical analysis,  it  presented  a sufficient 
tool  for  descriptive  analysis. 

Design 

The  data  were  evaluated  with  a 2 x 3 
X 2 factorial  analysis  of  variance 
(ANOVA)  with  repeated  measures 
on  the  third  factor  (Time).  The 
model  included  all  interactions  and  a 
nested  effect  of  class-within-school 
by  grade  (Fig  1). 

Program 

The  program  was  administered  in 
one  of  the  middle  schools,  chosen 
randomly,  with  the  other  two  schools 
serving  as  controls.  The  program 
consisted  of  a series  of  lO-to-15- 
minute  lectures  incorporated  into 
two  sessions,  each  lasting  1 hour, 
presented  at  the  start  of  the  school 
year.  The  sessions  occurred  during 
the  school  day,  and  the  program  last- 
ed from  September  1991  to  May 
1992.  Table  1 shows  the  presentors, 
their  topics,  and  their  objectives. 

Questionnaire 

A 20-item  questionnaire  (Fig  2)  was 
administered  to  all  students  in  atten- 
dance at  all  three  schools  in  Septem- 
ber 1991.  In  May  1992,  following 
intervention  in  the  program  school 
and  no  intervention  in  the  control 
schools,  a second  administration  of 
the  survey  was  completed. 

Scoring 

The  students  responded  to  the  items 
of  the  survey  by  choosing  the  Lick- 
ert-type  response  values  that  repre- 
sented their  attitudes  toward  and/or 


where  OC  = school  effect 

P = grade  effect 
y = time  effect 

5 = class  (nested)  effect 

■<^Py,jk*y^(»-P),y^,,ki 

a,  p,  aP  effects  tested  with  5((xP) 

y,  ay,  Py,  ct/ly  effects  tested  with  y5{aP) 

Table  1.  Program  topics  and  objectives. 

Participant 

Topic 

Objective 

Session  I 

Physician  1 (general  surgeon) 

Physician  2 (internist) 

Physician  3 (otolaryngologist) 

Individual  with  cancer 

Lung  cancer 

Emphysema 

Oral/laryngeal  cancer 

Having  cancer 

Educational 

Eduational 

Educational 

Emotional 

Session  II 

Physician  4 (internist) 

Physician  5 (pediatrician) 

Physician  6 (obstetrician) 
Ex-professional  athlete 

Male  high  school  football  star 

Female  high  school  honor  student 

Heart  disease  and  smoking 

Passive  smoking 

Smoking  and  pregnancy 

Life’s  choices 

You  don’t  have  to  smoke 

You  don’t  have  to  smoke 

Educational 
Educational 
Educational 
Role  model 
Peer  model 
Peer  model 

knowledge  of  the  material  in  each 
statement.  Items  1,  6,  8 through  11, 
and  15  through  19  were  scored  from 
1 to  5,  while  items  2 through  5,  7, 
and  12  through  14  were  scored  from 
5 to  1.  These  19  items  were  summed 
for  a total  score.  Item  20  was  not 
scored  but  was  used  for  classification. 
With  this  scoring  system,  a high  total 
score  on  the  questionnaire  would  in- 
dicate a negative  attitude  toward  to- 
bacco use  (ie,  a strong  inclination 
against  using  tobacco),  and  a low 
score  would  indicate  a positive  atti- 
tude toward  tobacco  use  (ie,  a strong 
inclination  for  using  tobacco). 

Statistical  analysis 

Means  of  the  total  score  for  each  class 
were  used  in  the  analysis.  Total  score 
was  assumed  to  be  an  interval-scale 
number  and,  as  such,  measures  of 
normality  were  obtained.  Using  the 
Durbin-Watson  test,  all  variables  were 
found  to  be  normal  (all  P < 0.01). 


RESULTS 

The  mean  scores  from  the  question- 
naire for  the  1991  data  (Table  2)  indi- 
cated that  scores  on  the  measure  of  at- 
titudes toward  and/or  knowledge  of 
tobacco  usage  and  effects  increased 
slightly  (but  not  significantly)  in  the 
program  school  and  decreased  slightly 
(but  not  significantly)  in  the  control 
schools.  (Because  the  control  schools 
did  not  differ  significantly,  their 
means  were  combined  in  the  presen- 
tation of  results).  A decrease  in  score 
indicates  a higher  propensity  to  accept 
tobacco  use  in  any  form.  The  be- 
tween-school  comparisons  by  grade 
yielded  no  significant  differences  and 
no  significant  interaction  between 
school  and  grade,  as  was  expected. 

Because  a significant  difference  {F 
= 4.22,  P < 0.0189)  was  found 
among  schools,  a Student-Newman- 
Keuls  test  was  used  as  a follow-up. 
The  significant  difference  was  noted 
between  the  program  school  (School 
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Fig^  2.  Siiioking/dippinj;  questionnaire,  l‘)9l , 


Ahsulurcly 

ProbabI)’ 

No 

Probably 

Absolutely 

Item 

Yes 

Yes 

Opinion  No 

No 

1.  f^ippiiig/.smoking  is  .t  clean  hahit. 

1 

2 

3 

4 

5 

1.  Smoking  causes  cancer  of  the  lungs. 

1 

2 

3 

4 

5 

.L  Smoking  is  associated  with 

1 

2 

3 

4 

5 

emphysema  of  the  lungs. 

4.  Chewing/dipping  causes  cancer  of 

1 

2 

3 

4 

5 

the  mouth,  lips,  and  tongue. 

S.  Most  smokers  wish  they  had  never 

1 

2 

3 

4 

5 

started  smoking. 

6.  People  that  smoke  are  cool  and  “in.” 

1 

2 

3 

4 

5 

7.  Athletes  and  stars  get  paid  to 

1 

2 

3 

4 

5 

advertise  smoking  and  dipping. 

8.  That  my  parents  smoke  means  I 

1 

2 

3 

4 

5 

probably  will. 

9.  Once  started,  smoking  is  a habit 

1 

2 

3 

4 

5 

easily  stopped. 

10.  Smoking/dipping  is  a healthy  habit. 

1 

2 

3 

4 

5 

1 1 . Smoking  is  beneficial  tor  increasing 

1 

2 

3 

4 

5 

athletic  skills. 

12.  Smoking  is  associated  with 

1 

2 

3 

4 

5 

heart  disease. 

13.  If  pregnant,  smoking  will  hurt 

1 

2 

3 

4 

5 

my  baby. 

14.  If  my  friends  smoke,  then  at  some 

1 

2 

3 

4 

5 

time  1 will  be  asked  to  smoke. 

15.  Smoking  makes  a person’s 

1 

2 

3 

4 

5 

breath  pleasing. 

16.  My  friends  who  smoke  will  not  like 

1 

2 

3 

4 

5 

me  if  I don’t  smoke. 

17.  Smoking/dipping  makes  me 

1 

2 

3 

4 

5 

look  older. 

18.  I will  smoke/dip  in  the  future. 

1 

2 

3 

4 

5 

19.  Smoking/dipping  makes  me  feel 

1 

2 

3 

4 

5 

more  comfortable. 

20.  I smoke/dip  now. 

1 

2 

3 

4 

5 

Table  2.  Means  of  total  scores  classified  by  school  and  time. 

Time 

Pretest 

Posttest 

Control  (n=  102)  79.6259 

79.2852 

School 

Experimental  (n=44)  78.1156 

78.1364 

f ) and  School  3. 

on  the  order  0 

f 3:1  (respo 

nse  rates 

The  overall  grade  effect  showed 
no  significant  trends.  This  finding 
was  not  expected  (a  decrease  in  score 
was  expected  with  increase  in  grade), 
but  was  understandable  considering 
the  difficulty  in  coding.  One  of  the 
control  schools  had  such  a poor 
record  of  coding  that  data  were  lost 


are  shown  in  Table  3).  The  measure 
of  greatest  importance  was  consid- 
ered the  school-by-time  interaction. 
This  interaction  would  have  been 
significant  had  there  been  an  increase 
in  the  program  school  means  and  a 
decrease  in  the  control  school  means. 
These  changes  did  occur  but  were 
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not  statistically  significant  {F  = 0.43, 
P<  0.6554). 

DISCUSSION 

Because  ol  at  least  six  confounding 
factors,  the  power  of  the  test  was  di- 
minished so  that  the  obtained  differ- 
ences were  too  small  to  be  considered 
significant.  First,  an  inability  to  dis- 
tinguish individual  students  preclud- 
ed using  individuals  as  subjects.  Sec- 
ond, an  unforseen  factor  in  the  use  of 
classes  rather  than  students  as  sub- 
jects was  that  large  changes  in  class 
makeup  introduced  uncontrollable 
variation  due  to  students  moving  in 
and  out  between  pretest  and  posttest 
or  being  absent  at  one  or  the  other. 
Third,  significantly  lower  scores  for 
the  program  school  at  the  outset  of 
testing  made  effecting  a change  there 
more  difficult  than  in  the  control 
schools.  Poor  coding  procedures  by 
the  classroom  teachers  and  poor  su- 
pervision of  the  students,  which  re- 
sulted in  many  unusable  question- 
naires (Table  3),  were  also  factors. 
And  finally,  using  a 1-year  study  (as 
opposed  to  the  3-year  study  reported 
previously)  added  to  the  problem. 
While  the  authors  feel  intuitively 
that  the  program  had  practical  sig- 
nificance, the  best  decision  at  this 
time  is  to  suspend  judgment  con- 
cerning the  program’s  effectiveness. 

CONCLUSION 

A well-organized,  well-designed,  and 
well-administered  educational  and 
motivational  antitobacco  program  in 
our  public  schools  should  be  able  to 
reduce  the  use  of  tobacco  in 
teenagers  (2-6).  Consequently,  such 
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Table  3.  Response  rates  by  item. 


Item  Numbet 

Usable  Responses 

% of  Total  Usable  (3983) 

% of  Total  (4400) 

1 

3960 

99.5 

90.0 

2 

3962 

99.5 

90.0 

3 

3941 

98.9 

89.6 

4 

3956 

99.3 

89.9 

5 

3959 

99.4 

90.0 

6 

3924 

98.5 

89.1 

7 

3924 

98.5 

89.1 

8 

3939 

98.9 

89.5 

9 

3930 

98.7 

89.3 

10 

3934 

98.8 

89.4 

11 

3925 

98.5 

89.2 

12 

3884 

97.5 

88.3 

13 

3921 

98.4 

89.1 

14 

3924 

98.5 

89.1 

15 

3892 

97.7 

88.5 

16 

3890 

97.7 

88.4 

17 

3911 

98.2 

88.9 

18 

3917 

98.3 

89.0 

19 

3910 

98.2 

88.9 

20 

3816 

98.3 

89.0 

Total  score 

3379 

84.8 

76.8 

Note:  Of  4400  questionnaires  given,  3983  were  scored;  the  rest  were  damaged  or  mutilated  by 
the  subject  and  were  not  used. 


a program  should  eventually  be  able 
to  lessen  usage  in  adults.  Considering 
the  high  cost  of  medical  care  associ- 
ated with  the  use  of  tobacco  products 
and  the  length  of  time  involved  in 
that  care,  a program  that  would  de- 
crease tobacco  usage  would  be  very 
cost-effective.  A larger  follow-up 
study  to  this  project  with  a more 
standardized  measurement  schedule 
should  enable  us  to  make  a more 
definitive  judgement  about  the  effect 
of  this  antitobacco  program  for  chil- 
dren in  middle  school. 
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Foundation 
Is  In  FUce. 
And  The  Building 

Has  Begun. 


The  TMA  Foundation  is  the 
philanthropic  arm  of  Texas 
Medical  Association.  Our  pur- 
pose is  to  champion  healthy  lives 
and  communities  for  Texans. 

Our  blueprint  for  success  is  to 
build  partnerships  that  address 
community  health  challenges 


TMA  members  believe  are 
important.  We  broke  new 
ground  in  our  recent  work  with 
the  statewide  immunization 
coalition. 

We  are  your  non-profit  foun- 
dation. We  value  your  trust  and 
support.  With  physicians  as  the 


cornerstone,  we  can  continue  to 
create  public-private  partner- 
ships to  fund  the  projects  you 
care  about. 

Call  us  at  (800)  880-1300, 

Ext.  1372  to  learn  how  you  can 
play  a vital  role  in  the  construc- 
tion of  your  foundation. 


TMA  Foundation 

Building  Partnerships  For  Healthy  Lives  - Healthy  Communities 


401  West  15th  Street  • Austin,  Texas  78701  • (512)  370-1372 
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JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 


Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fcliow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimuiatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 


Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082- 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 


7777  Forest  Une  Suite  0538 
Dallas.  Texas  75230 


(214)  661-4890 
Answered  24  hours 


Dermatology 


ROBERT  F,  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 


2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 
ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 
PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructiye  Surgery 

3600  Gascon  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Undry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Une,  Suite  Bl  16,  Dallas.  Texas  75230- 
214  661-7010  ’ 

Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 


1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD.  Deceased 
Joe  Ellis  Wheeler,  MD 


1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  (817)  336-0551 


Ophthalmology 


BRUCE  C.TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 


Vitreous  and  Retina  Diagnosis  and  Surgery 


281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 
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LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  lexas  79902:  915  545-2333 


JEAN  R.  MANNING,  MD,  PA 
ROBERT  E.TORTI,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1330  N.  Becklcy,  Suite  103.  Dallas,  Texas  75203 
Office;  214-942-2007  Fax:  214-942-8742 


Orthopedic  Surgery 


W.B,  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

W.Z.  Burkhead,  jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas.  Texas  75204-23 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

i;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Roscdalc.  Fort  Worth.  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD.  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton.  MD 
Joseph  C.  Milne.  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart.  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathien,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  4 1 1 North  Washington,  Suite  7000.  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  2 1 4 66 1 -70 1 0 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  P.!rk  Road,  Suite  600,  Dallas.  TX  75235,  214-350-7500 


Samuel  M-  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill.  MD 
Phillip  M.  Graehl,  MD 
Joseph  G,  Jacko,  MD 
LT  Johnson,  MD.  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin.  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagie  III,  MD 
James  L.  Ough.  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal.  MD 


2001  N.  MacArthur  Boulevard.  #540.  Irving.  TX  75061 , 214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust.  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suitc  102,  Carrollton,  I'X  75010.  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl.  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234.  214-241-5446 

Craig  W Goodhart.  MD  Glenn  S.  Wheeless.  MD 

Phillip  M.  Graehl.  iMD 

3500  130,  Bldg  C #101,  Mesquite,  TX  75150.  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101 , Mesquite,  TX  75149.  214-288-4429 
Cary  Tanamachi,  MD  Ferry  M.  Sobey,  MD 

1 305  Airport  Freeway,  Suite  121 . Bedford.  TX  76201 , 817-545-2596 
R.  Craig  Saunders,  MD 


Pediatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Filth  Ave  — Suite  420,  Fort  Worth,  Texa.s  76104-7,304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  &C  Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY 
* DALLAS,  p.a. 

Surgery  &c  Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  1-ane,  Suite  105,  Dallas  75231;  214  369-4361 


102  Rosa  Verde  Tower,  343  W Houston  Street 
San  Antonio.  Texas  78205:  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  metnbers  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kot- 
son,  TEXAS  MEDICINE.  401  West  15th.  Austin.  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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Home  on  the  Range!  If  you’re  drawn  to  the  adventure  of 
the  wild  west,  we  can  help  you  get  there.  Emergency  Medi- 
cine practice  opportunities  available  in  the  Panhandle  of 
Texas.  Volumes  range  from  2,000  to  45,000  with  remuner- 
ation competitively  set.  For  more  information,  contact 
Cheryl  Grimm  at  1-800-745-5402  or  send/fax  CV  to 
Coastal  Emergency  Services  of  Dallas,  Inc.,  3010  LBJ  Free- 
way, Suite  1300,  LB#43,  Dept.  SS,  Dallas.  TX  75234. 
FAX:  214-484-4395. 

Needed:  Emergency  physicians  — North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1525  Merri- 
mac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

Fort  Worth  area:  Immediate  opportunity  for  a Medical 
Director  at  an  impressive  five-story,  112-bed  hospital  just 
south  of  the  DFW  area.  Qualified  candidates  will  be 
BP/BC  primary  care  and  have  a strong  desire  to  lead  an 
efficient  team.  Competitive  remuneration,  benefits,  and 
support  from  a nearby  subsidiary  office.  For  further  infor- 
mation, please  contact  Cheryl  Grimm  at  1-800-745-5402 
or  fax/send  CV  to  Coastal  Emergency  Services,  P.A.,  3010 
LBJ  Freeway,  Suite  1300,  Dept.  SS,  Dallas,  TX  75234. 
FAX:  214-484-4395. 

Texas,  Dallas/Ft  Worth  AND  East  Texas:  We  are  a multi- 
hospital group  committed  to  providing  extraordinary  med- 
ical care  and  leadership  in  the  field  of  emergency  medicine. 
FF  and  PT  positions  available.  Management  development 
training  and  ownership  options  available.  Contact  Carl 
fTunt  or  Ronald  A.  Hellstern,  MD,  FACEP.  Metroplex 
Emergency  Physicians,  PA,  14651  Dallas  Pkwy,  Ste  700, 
LB34.  Dallas.  TX  75225;  800/346-6687  or  214/233-5333. 

Strike  Gold  in  West  Texas!  Excellent  practice  opportu- 
nity at  client  facility  near  Midland.  Beautiful  area  built 
around  mountains.  Directorship  available.  9,000  volume 
ED.  Approximate  annual  remuneration  at  $141,120.  For 
additional  information,  please  contact  ChervI  Grimm  at 
Coastal  Emergency  Services,  P.A.,  3010  LBJ  Freeway,  Suite 
1300,  Dept.  SS.  Dallas.  TX  75234.  FAX:  214-484-4395. 

San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work  in 
the  emergency  departments  of  a prestigious  five  hospital 
system.  This  system  consists  of  Level  11  full-service  commu- 
nity hospitals  with  an  excellent  medical  and  nursing  staff, 
double  and  triple  coverage,  and  FT)  dictation  system.  Total 
ED  volume  of  100.000.  Fee-for-service  remuneration  of 
$ 1 55.000-$205,000  annually.  Applicants  must  be  Board 
Certified  or  residency  trained  in  Emergency  Medicine  or  a 
primary  care  specialty,  with  ED  experience  and  career  ori- 
entation. Please  send  CV  to  Tom  Tidwell,  Emergency 
Physicians  Affiliates,  8700  Crownhill,  Suite  #600'A,  San 
Antonio,  Texas  78209-1  130  or  call  (210)  822-9860. 

Texas,  Houston  area:  BC/BP  PC/EM  physicians  for 
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THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Fax  (210)  822-1885 
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Emergency  Medicine 


Sherman  "The  Top^  of  Texas" 
Emergency  Physician  Needed 

Rare,  unexpected  opening  for  Emergency 
Physician/Primary  Care  Board  Certified 
Physician.  This  opportunity  has  it  all! 
Democratic  group,  full  partnership-owner 
status  within  a year,  $$$  in  top  10%,  full 
benefit  package  and  more!  Group  has  a 
long-term  stable  contract.  Located  less 
than  one  hour  north  of  DFW  and  fifteen 
minutes  from  beautiful  Lake  Texoma.  For 
more  information,  call  Lisa  (903)  870-0294. 


EAST  TEXAS 

Opportunity  for  primary  care  physician  in  emergency 
department  of  NEW  hospital  in  beautiful  east  Texas. 
Excellent  staff  back-up.  Enjoy  casual  lifestyle. 
Competitive  schools.  Recreation  includes  boating,  fishing, 
hunting.  For  more  details,  call  Sally  S.  Williams,  Coastal 
Emergency  Services  at  1-800-745-5402  or  send  CV  to 
3010  LBJ  Freeway,  Ste  1300,  LB43,  Dallas,  TX  75234. 


Opportunities  Available 

Anesthesiology 


Anesthesiology  Residency  positions  (CA-I 
level)  available  January  1 , 1 995  as  a result  of  mid- 
term graduations.  Must  have  completed  clinical 
base  year  requirements.  Department  Is  academi- 
cally oriented.  Delightful  community  within  dri- 
ving distance  of  skiing,  etc.  Contact  Edward 
Wilson,  MD,  Residency  Program  Coordinator,  or 
Gabor  Raez,  MD,  Professor  and  Chairman, 
Department  of  Anesthesiology,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock, Texas 
79430.  (806)  743-2981,  FAX  (806)  743-2984. 
Texas  Tech  University  and  Texas  Tech  HSC  are 
equal  opportunity/affirmative  action  employers. 


emergency  medicine  practice  opportunity.  Excellent 
upscale  progressive  community  hospital  with  extremely 
high  standards  of  care.  Seeking  experienced  ED  physicians. 
Enjoy  country  living  and  the  amenities  of  city  life.  One  of 
the  state’s  best  school  systems  makes  this  an  ideal  location 
to  raise  a family.  Excellent  remuneration.  Professional  lia- 
bility insurance  can  be  procured  tor  you.  For  more  intor- 
mation,  send  CV  to  Pat  Weidman,  Coastal  Emergency  Ser- 
vices of  Dallas,  3010  LBJ  Freeway,  Suite  1300,  LB#43, 
Dallas,  TX  75234-2709  or  call  1-800-745-5402. 

Texas,  Jacksonville:  Full-time  and  Part-time  career  oppor- 
tunities are  available  at  this  low-volume/low  acuity  East 
Texas  emergency  department.  Very  nice  location.  Competi- 
tive compensation  and  benefits  package.  Contact  Maria 
Hurtado,  (800)  422-3672,  EXT  7466,  or  mail/fax  C.V.  to 
EMSA,  1200  South  Pine  Island  Road,  Suite  600,  Fort 
Lauderdale,  FI.  33324-4460.  Fax  (305)424-3270. 
EEO/AA/M/F. 

Family/General  Practice 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact;  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 
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family/General  Practice 

Benavides:  Seeking  physician  for  public  health  service, 
funded,  federally  qualified  health  center  with  good  referral 
base  in  rural  south  I'exas.  Excellent  hunting  area  near  salt 
water  and  fresh  water  fishing.  40  hr/wk.  no  night  call  or 
hospital  rounds.  Salary  $80,000-$  1 20,000  plus  employee 
benefits.  Call  Ina  Day  Redner  at  1-800-773-3622  or  write: 
Chaparral  Health  Clinic,  PO  Box  589,  Benavides,  TX 
78341. 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


I FAMILY  PRACTITIONER 

! Busy,  Board-Certified  Family  Physician  in  NE 
San  Antonio  seeking  a board-certified  or  resi- 
I dency  trained  associate  for  established,  thriving 
practice.  Office  designed  for  two  physicians, 
' benefits.  Opportunity  immediately  available. 
Please  call  (210)  650-3933. 


Immediate  openings  exist  nationwide  with  a focus  on 
I opportunities  in  Texas,  Arkansas,  and  Louisiana. 

I BC/BE  primary  care  physicians  needed  in  a variety  of 
I praaice  settings  including  SSG,  MSG,  clinic,  academ- 
ic and  hospital  supponed  positions.  Other  specialty 
’ needs  include  Cardiology,  Medical  Oncology, 
Pediatrics,  Dermatology,  and  OB/GYN.  Excellent 
compensation  packages  with  incentives,  relocation 
assistance,  and  benefits.  For  details  contaa: 

Professional  HealthCare  Insource 
1200  Binz,  Suite  107 
i Houston,  TX  77004 

1 1-800-289-5902  or  fax  CV  to  (713)  522-5902. 


Spanish-speaking  physicians  needed 
in  Southern  Texas;  Corpus  Christi, 
• Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
I The  Curare  Group,  Inc.  1-800-880-2028. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


FAMILY/GENERAL  PRACTICE 

Student  Health  Center 
Texas  Tech  University 
Health  Sciences  Center 
Lubbock,  Texas 

Physician  to  provide  primary  medical 
care  to  students.  Onsite  laboratory,  x- 
ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  health  education  and  pro- 
motion services  also  available.  40  hour 
work  week  with  no  call  or  weekends. 
Salary  is  $75,000  - $80,00  plus  benefits, 
based  on  years  of  experience.  BC/BE 
preferred  but  not  essential. 

Contact:  Dee  Jackson 
Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


Internal  Medicine 

INTERNAL  MEDICINE  AND  FAMILY  PRACTICE, 
BOARD  CERTIfiED.  Attractive  opportunity  with  Baylor 
affiliated  group.  Attractive  compensation  package  including 
professional  liability  insurance  coverage,  and  attractive 
benefit  package  for  full-time  physicians.  Opportunities  for 
both  inpatient  and  outpatient  clinic;  full-time  or  part-time; 
8-  and  12-hour  shifts,  AM  or  PM;  no  on-cail  responsibili- 
ties. Please  contact  Brenda  Lancaster,  TPCA,  c/o  EmCare, 
1717  Main  Street.  Suite  5200.  Dallas,  TX  75201; 
214/712-2018  or  1/800/527-2145. 

Primary  care  physician  board  eligible  internal  medicine, 
with  excellent  practice  record — seeks  position  in  Austin 
area.  Please  respond  to  Ad  Box  825,  Texas  Medicine,  401 
W.  I5th  St.,  Austin,  TX  78701. 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


Spanish-speaking  physicians  needed 
in  Southern  Texas;  Corpus  Christi, 
Houston,  Harlingen,  McAllen,  etc.  Top  end 
reimbursement,  excellent  benefits.  lOOO’s 
of  positions  also  available  nationally.  Call 
The  Curare  Group,  Inc.  1-800-880-2028. 


DALLAS 

INTERNAL  MEDICINE 

Due  to  expansion,  multiple  S/S  internal 
medicine  groups  are  recruiting  for  BC/BE 
physicians.  Practice  high-quality  medicine 
with  one  of  these  established  groups.  All 
have  high-volume  patient  bases  and  out- 
standing community  visibility.  Affiliated 
with  an  expanding  major  medical  center, 
the  fully  equipped  and  staffed  offices  are 
located  near  the  wooded  hospital  campus. 
The  compensation  package  is  competitive, 
with  benefits  and  partnership  opportunities. 
Enjoy  living  and  working  in  a suburb  that 
offers  a quality  environment  with  parks, 
Isikes,  an  abundance  of  outdoor  recreational 
activities  and  the  amenities  of  a major  city. 
Contact  Susan  Cullen,  Medical  Search 
Consultants,  Inc.,  3200  West  End  Ave.,  Ste 
500,  Nashville,  TN  37203. 

Telephone  800-380-1344. 

Fax  615-297-5605. 
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CLASSIFIED  ADVERTISING  CATEGORIES 


Aller.  & Immune. 

Hematology 

Ortho/Ortho  Surg. 

Entertainment 

Anesthesiology 

Internal  Medicine 

Otolaryngology 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Pathology 

Office  Space 

Dermatology 

Neonatology 

Pediatrics 

Practices 

Emergency  Medicine 

Neurology 

Phys.  Med./Rehab 

Property 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Psychiatry 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Radiology 

Cont.  Education 

Geriatrics 

Oncology 

Rheumatology 

Business  & Financial 

Ophthalmology 

Urology 

Services 
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Ini^iitt 

Physicians® 

In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYIN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  today! 

1-800-531-1122 

(formerly  PRM) 


Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Dis- 
counts are  available  for  display  classified  ads  5 inches  and 
larger. 


5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

I MA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager.  Texas 
Medicine,  401  West  I5th.  Austin,  TX  78701. 
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ntact  The  TEXAS  Specialists  For  Excellent  Practice  Opportunities 


(817)431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


Physician 
Resource 
Network 


(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)  732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 


T WORTH 

I FP  group  seeks  two  additional  BC 
iicians.  Community  health  center 
on  (40-hour  work  week,  no  evening 
;ekends).  Also,  need  to  fill  residency 
ling  position;  regular  hours,  limited 
No  practice  management  required; 
'ous  salary  and  comprehensive  benefits 
ich  position.  Great  opportunities! 
iict:  Vicki  Truitt. 

ITRAL  TEXAS 

Board  Certified  Family  Practitioners  seek 
associate  for  group  setting.  OB  optional, 
plus  if  desired.  Hill  Country  community 
I'OO.  One  hour  from  Austin.  Paradise  tor 
i)or  enthusiast.  Excellent  benefits 
age  and  tremendous  income  potential, 
act:  Jim  Truitt. 

|t  worth 

|ish-speaking  physician  needed  for  new 
nunity  health  center.  No  practice 


FAMILY  PRACTICE 


management  hassles.  Office  based  practice. 
40-hour  work  week.  Excellent  salary  and 
comprehensive  benefits  package. 

Contact:  Vicki  Truitt. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians. 
Attractive  well-equipped  offices  with  great 
support  staff.  Enjoy  many  amenities  the  historic 
and  multi-cultural  city  of  San  Antonio  has 
to  offer.  Excellent  salary  and  benefits  package. 
Contact:  Barry  Strittmatter. 

EAST  TEXAS 

Two  board  certified  Family  Physicians  are 
seeking  associate.  No  OB.  Small  university  town 
within  one  hour  of  Dallas/Fort  Worth  metroplex. 
Great  life  style  among  professionals.  Easy 


access  to  the  big  city  life  while  enjoying  a 
smaller  community  life  style.  Many  recreational 
and  social  amenities.  Generous  incentive 
package  from  community  hospital. 

Contact.  Barry  Strittmatter. 

NORTH  CENTRAL  TEXAS 

Family  physicians  needed.  Practice  with 
established  primary  care  group  or  independently, 
with  shared  call.  No  OB.  Interest  in  pediatrics  a 
plus.  Attractive,  well-equipped,  56-bed  hospital. 
Competitive  incentive  package. 

Contact:  Jim  Truitt. 

EAST  TEXAS 

A 358-bed  health  care  facility  seeks  additional 
board  certified  physician  to  practice  traditional 
medicine  in  a rural  health  clinic  setting.  Three- 
way  call  sharing.  OB  services  desirable  but  not 
mandatory.  Annual  temperature  67°.  Lakes  and 
outdoor  activities  abound.  Full  benefits 
package  plus  a sign  on  bonus. 

Contact:  Jim  Truitt. 


T WORTH 

jctional  health  servica^^^ortunities 
able.  Work  with  s^i^a^ed  ^ealth  care 
I (including  thre^>#fl  ahysicians 

a host  of^her  i^^i^sionals)  in  new, 
co|[>f^hensive  medical  unit. 
Ijpc^e^^^f  diabetes  and  hypertension, 
(lar  Irours,  limited  call;  excellent  income 
I'enefits. 

act:  Vicki  Truitt. 

HANDLE 

|:  family  environment  offering  an  excellent 
y of  life  in  town  of  8,000.  Service  area  of 


INTERNAL  MEDICINE 


20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space. 

Contact:  Jim  Truitt. 

CLINICAL  FACULTY  APPOINTMENT 

Tired  of  the  hassles  of  private  practice?  Four 
board  certified  Internists  needed  for  full  time 
positions.  Manage  medicine  service  of  major 
teaching  hospital;  medical  school  affiliation. 


MEDICAL  ONCOLOGY 

n 

ORTHOPAEDIC  SURGERY 

n 

T WORTH 

NORTH  CENTRAL  TEXAS  | 

mic  group  of  four  Medical  Oncologists 
fifth  associate  for  group  practice.  Salary 
; bonus,  and  excellent  benefits.  Great 
i'tunity  to  practice  with  a top  notch  group 
jsnjoy  a life  style  in  a city  offering  an 
idance  of  outstanding  amenities, 
act:  Jim  Truitt. 


Sudden  onset  of  permanent,  debilitating  illness 
of  one  physician  in  a two-person  group  has 
created  immediate  need  for  orthopaedic  surgeon 
in  thriving  north  Texas  practice.  Seeking  recently- 
trained,  conservative  general  orthopedist  whose 
primary  concern  is  for  quality  care.  Outstanding 
opportunity  to  step  into  established  practice. 
Excellent  incentive  package.  Call  today. 
Contact:  Vicki  Truitt. 


Excellent  salary  and  benefits;  very  limited  call 
responsibility. 

Contact:  Jim  Truitt. 

MAJOR  TEXAS  MEDICAL  SCHOOL 

Seeks  General  Medicine  physician  with  special 
interest  in  caring  for  HIV/AIDS^aiients. 
Clinical  practice  with  researcj^ojl^rtulities. 
Join  existing  specialty  car^Tgyn  %gjwmitted 
to  providing  quality  djkre.  ^fe^^#t)us  income 
with  full  beneitd^ack»^^(rc^ion  filled  with 
all  th^^TTieVt^s^v^lable  in  a major 
metropckjjl^  ar»a. 

Contact:lJim  Truitt. 


PEDIATRICS 


American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single- 
specialty group  practice.  4-way  call  sharing. 
Ultra-modern  hospital  with  new.  Level  II 
nursery  and  designated  Pediatric  unit. 
Generous  income  and  benefits;  provider 
network.  Popular  geographic  area  with 
easy  access  to  Dallas/Fort  Worth. 

Contact:  Vicki  Truitt. 


'SICIAN  SEARCH  • PHYSICIAN  PLACEMENT  • MEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 
AGEMENT  CONSULTING  • EDUCATIONAL  LECTURES  • PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 
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PHY^CIANS 

'^IlniuriUed 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


T040  Post  Oak  Blvd.  Suite  TOO 
Houston,  Texas  77056 
715-297-9025  • 1-800-227-0516 


Ob/Gyn 


Physician,  Board  Certified  or  Eligible  in 
Rheumatology,  Neurology,  Internal 
Medicine,  Gynecology,  or  Family 
Medicine.  To  assist  Houston  internist  in 
office-based  diagnosis  and  treatment  of 
auto-immune  disorders  in  women.  Texas 
licensed.  Available  immediately.  Excellent 
benefits.  Please  fax  C.V.  to  713-791-9236 
or  write  7580  Fannin  Street,  Suite  220, 
Houston,  TX  77054. 


Spanish-speaking  physicians 

needed  in  Southern  Texas.  $200-300,000 
income  guarantees.  lOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


Occupational  Medicine 

Board  Certified  Neurologist 

position  available  immediately, 
fulltime  for  multi-practice  clinic. 
$100,000  plus  annually.  Call 
Doctors  Clinic  713-953-9901. 


TEXAS  MEDICINE 
CLASSIEIED  DIRECTORY 
DEADLINES 


ISSUE 

October  1994 
November  1994 
December  1994 
January  15)95 


DEADLINE 

September  1,  1994 
September  30,  1994 
November  1,  1994 
December  1,  1995 


IIVVShealthcare  Continental 

AIRLINE  PHYSICIAN 


IMC  Health  Care  along  with  Continental  Airlines  has  an  immedi- 
ate opening  for  a Staff  Physician  to  serve  as  the  Senior  Medical 
Officer  for  our  new,  state  of  the  art,  on-site  clinic  at  Houston 
Intercontinental  Airport.  Physician  must  have  a current  Texas 
license  and  have  experience  in  Occupational  Medicine.  Board 
Certification  in  Occupational  Medicine,  Family  Practice  or 
Internal  Medicine  preferred.  Physician  hours  are  Monday-Friday,  8 
AM  - 5 PM.  Compensation  package  exceeds  160K  per  year.  Reply 
in  strict  confidence  with  CV. 


Physician  Search  Committee 
IMC  Health  Care 
4540  Southside  Blvd.,  Suite  803 
Jacksonville,  FL  32216 
FAX:  (904)  642-1979 
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Ophthalmology 


TEXAS  OPHTHALMOLOGIST 

No  Overhead.  Refractions  and  Primary 
EyeCare  Only.  No  Call  or  Hospital 
Responsibility.  Excellent  Income 
Potential.  Equipment,  Staff,  and  Billing 
Provided.  Send  Resume’ to: 
Opthalmologist  P.O.  Box  2840  San 
Angelo,  Texas  76901 


Pediatrics 

Part-Time  Hospital-Based  Pediatrician  needed  for 
i multispecialt)'  group  near  Dallas,  job  will  last  'til  Spring 
[ 1995.  .\lso.  Pediatrician  needed  for  ambulatory  clinic  near 
> Austin — no  hospital  or  night  calls.  Contact  Jerry  Lewis, 
j The  Lewis  Group.  1-800-666-1377. 


Join  two  established  Pediatricians  in 
rapidly  growing  area.  Live  in  beautiful 
hill  country  of  Austin.  Competitive  net 
income  guarantee.  Send  CV  to: 

Northwest  Pediatrics, 

1111  Research  Blvd,  #150  Austin, 
TX  78754  Attn:  Rachel 


Psychiatry 


STAFF  PSYCHIATRIST  needed  for  out 
patient  clinic  services  for  individuals  with 
mental  illness  and/or  mental  retardation.  No 
routine  after  hours  or  on-call  duties. 
Excellent  benefits  and  malpractice  coverage. 
Graduation  from  an  approved  medical 
school,  completion  of  accredited  psychiatric 
residency,  and  Texas  license  are  required. 
Board  certified/board  eligible  preferred. 
Expertise  in  psychopharmacology  and  desire 
to  work  in  a team  environment  are  needed. 

R C Holliday,  Dir  HRM 
Abilene  Regional  MHMR  Center 
2626  S.  Clack  • Abilene,  Texas  79606 

(915)  690-5 1 26,  ext.  3 1 7 


Radiology 

Radiologist/CT-Sono:  Dallas  VA  Medical  Center  has  an 
; immediate  opening  for  BC/BE  Radiologist  with  CT  and 
1 Sono  training/experience.  The  radiolog)’  staff/faculty  and 
. residency  program  arc  fully  integrated  with  The  University 
of  Texas  Southwestern  Medical  Center  program  in  Dallas. 
' For  further  information,  contact  Ward  .M.  Terry,  MD,  at 
j Dallas  VAMC.  Radiology  Service  1 14,  4500  S.  Lancaster 
Road,  Dallas,  TX  75216.  I'he  VA  is  an  equal  opportunity 
employer. 


RADIOLOGY:  Experienced  Board  Certified  Radiologist 
seeks  position.  Licensed  to  practice  in  TEXAS.  Georgia. 
Virginia.  North  Carolina,  Pennsylvania.  Will  consider  full 
time,  part  time,  or  federal  position.  Ramesh  Doshi.  MD,  1 
Burdock  Close,  Newark,  DE  1971 1 (302)  234-1915. 

Diagnostic  Radiologist  with  CT,  MR,  Interventional, 
US,  Nuclear  Medicine  skills  to  join  group  of  six  Board 
Certified  Radiologists.  Two  hospitals,  private  offices,  service 
to  nearby  communities.  Centrally  located  to  San  Antonio, 
Austin.  Houston.  Corpus  Christi.  Good  family  environ- 
ment. Contact  James  Neumann,  MD.  Box  3610,  Victoria. 
TX  77903;  512-578-0317. 
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RADIOLOGY 
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1-800-523-9955 


Immunizations 
are  in  the  cards. 

Free  immunization  reminder 
postcards  for  your  patients 
are  available  from  Texas 
Medical  Association. 
Available  in  English  or 
Spanish  while  supplies  last. 

Here's  how 
to  order: 

Call  TMA  at 
(800)  880-1 300, 

Ext.  1461 


TexasMedical 

Association 
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RADIOLOGY 


COMPREHENSIVE  MANAGEMENT  AND  STAFFING  SERVICES 

RIO  GRANDE  VALLEY 

Radiology  Resources  is  seeking  a Board  Certified  Radiologist  for 
growing  practice.  This  One  Hundred  Bed  Facility,  with  updated 
equipment,  does  approximately  29,000  general  diagnostic  studies  per 
year.  Flexible  schedule  to  enjoy  sun  and  surf. 

DALLAS/FORT  WORTH  METROPLEX 

Radiology  Resources  is  currently  seeking  Board  Certified 
Radiologists  interested  in  supplementing  their  income  in  a stress- 
free  environment.  Availability  1-5  hours  per  day  or  week.  Must  be 
ACR  accredited  in  Mammography. 

For  more  information  on  these  and  other  available  opportunities, 
please  contact  Elizabeth  Ice  at  l-(800)-523-9955  or  (214)  443-9955. 
You  may  fax  your  Curriculum  Vitae  to  us  at  (214)  443-9960  or  mail  it 
to  3466  Gillespie  Street,  Dallas,  Texas  75219. 


800  523^9955 


Take  another 


LOOK 


before  you ^ive. 


Before  you  give  to  a heart  organization,  make  sure  it's  the 
one  you  trust:  The  American  Heart  Association.  Since  1 924 
we've  sponsored  lifesaving  education  programs  and  funded 
more  than  $1  billion  in  research.  Others  may  copy  us,  but 
they  can't  compare  to  our  heart  and  torch.  To  learn  more, 
contact  your  local  AHA  office  or  call  1 -800-AHA-USA1 . 

American  Heart  Association 

Texas  Affiliate,  Inc. 


Other  Opportunities 


Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departnnents  are  seeking 
BE/BC  clinical  public  health  doctors 
or  family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  for 
full-time  employment  with 
exceilent  benefits. 

Join  our  innovative  and  progressive 
heaith  departments  and  work  with 
dedicated  heaith  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  caii.  New  program 
deveiopment  and  research  oppor- 
tunities are  avaiiable.  Texas  license 
or  abiiity  to  obtain  required. 

Send  CV  to: 

Aiecia  Hathaway,  MD,  MPH 
1800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 


Fort  Worth/Tarrant  County  Heaith  Department 


CORPUS  CHRISTI, TEXAS  — Doctors  Regional  Med- 
ical Center  of  Corpus  Chrisri,  Texas  is  currently  seeking 
B.E./B.C.  physicians  interested  in  joining  established 
physician  practices.  Interested  candidates  in  the  following 
areas:  Family  Practice,  OB/GYN,  Internal  Medicine, 
should  contact  or  send  C.V.  to  Linda  Biediger,  Doctors 
Regional  Medical  Center,  3315  South  Alameda,  Corpus 
Christi,  TX  784 1 1 . (5 1 2)  857- 1501,(512)  857-5960  FAX. 
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Other  Opportunities 


No  administrative  headaches 
and  time  to  improve  your  chili. 


What  do  you  get 
when  you  cross 
a physician  with 
JSA  Healthcarc 
Corporation? 


One  of  the  nation’s  fastest  growing  privately  held  companies,  JSA  is  proud  of 
exceptionally  high  customer  satisfaction  ratings  and  an  annual  compounded 
growth  rate  of  97%.  We  believe  that  the  selection  of  services  like  ours  should 
depend  on  quality,  credentials  and  medical  practice  styles.  Appatently,  many 
others  believe  that,  too. 


You’ll  find  JSA  a worthy  partner.  For  more 
information,  call  Susan  M.  Mamakos,  Professional  Recruitment,  JSA  Healthcare 
Corporation,  5565  Sterrett  Place,  Suite  200,  Columbia,  MD  21044.  Phone 


It  you’re  board  certified  or  board  prepared  in  family 
practice  or  a primaip  care  specialty,  we’re  ready  to  whet 
your  appetite.  We’re  expanding  the  physician  staff  at 
out  Clinics  located  in  Killeen  and  Copperas  Cove 
where  we  provide  services  to  the  militaip  beneficiaries 
of  Ft.  Hood.  All  ancillary  services  are  on-site  — lab, 
pharmacy,  and  x-ray.  What’s  more,  there  are  NO 
CALL  or  HOSPITAL  duties  and  no  administrative 
headaches,  so  you  can  focus  on  quality  patient  care. 


(800)  966-2811;  Fax  (410)  964-0598.  EOF. 


HEALTHCARE  CORPORATION 


Partners  in  Great  Medicine 


UNIVERSITY  HEALTH 
SERVICES  DIRECTOR 

For  Stephen  F.  Austin  State  University — serving 
12,000  students  with  outpatient  care,  Monday 
thru  Friday,  8am-5pm.  Prefer  applicants  with:  1. 
MD  or  DO  from  approved  Medical  College,  2. 
Health  education,  management  and  3 year  pri- 
mary care  experience,  3.  Sports  medicine  sub- 
specialty. Must  have  current  Texas  license.  Send 
inquiries  to  Ms.  Martha  Gose,  P.O.  Box  13058, 
SFA  Station,  Nacogdoches,  TX  75962  or  call 
409-568-2134,  409-568-1058  TDDA'.  EO/AAE 


PART-TIME  MEDICAL  CONSULTANTS:  Social  Secu- 
rity Administration,  Disability  Programs  is  accepting  appli- 
cations for  part-time  consultants  in  Intetnal  Medicine, 
Orthopedics  and  Psychiatr,'.  Involves  review  of  medical  evi- 
dence in  disability  claims  at  a Central  location  in  Dallas. 
No  patient  contact.  Flexible  hours,  6-20  hours  per  week. 
For  further  information,  contact:  Pat  Kennedy,  RN, 
Department  of  Health  and  Human  Services,  Social  Security 
Administration,  Disability  Programs,  1200  Main  Tower 
Building,  Dallas,  Texas  75202;  phone  214-767-4281 . 
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Other  Opportunities 


Progressive  medical  corporation  servicing  an  area  of  140,000  plus  is  recruiting 
the  following  specialties: 


OB/GYN 

FAMILY  PRACTICE 
PEDIATRICS 
PHYSICIAN  ASSISTANT 
NURSE  PRACTITIONER 


$200,000  (Net  Guarantee) 
$100,000 
$100,000 
$ 50,000 
$ 50,000 


Compensation  package  includes:  sign  on  bonus,  malpractice,  health  insurance,  cme,  incen- 
tive pay,  loan  repayment  program,  2-3  weeks  paid  vacation,  and  relocation  assistance. 

Call  rotation  - 1:3  for  physicians.  If  you  are  interested  in  working  in  a great  work  environment 
with  modern  facilities,  highly  qualified  staff,  and  no  overhead,  contact  Willie  Valrie  at 
Natchitoches  Out-Patient  Medical  Center,  Inc.  at  (318)  352-1819  or  fax  CV  to  (318)  352-0203. 


For  Sale  or  Lease 

Practices 

ENT  practice,  SE  Houston.  Near  area  hospital  campu.s. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  For  transition.  lelephone  Business  &:  Pro- 
fessional Associates  at  (713)  782-8888  for  information. 

Real  Estate 

ESSENCE  OF  ELEGANCE!  Residential  estate  on  4.9 
acres  with  tennis  court,  guest  quarters,  and  greenhouse. 
This  O’Neil  Ford  design  has  5 bedrooms,  4_  baths,  study, 
lots  of  glass  and  stonework,  high  ceilings  and  skylights,  and 
amenities  too  numerous  to  list.  Grand  foyer  with  arches  of 
dry  stacked  stone.  Easy  driving  distance  to  San  Antonio 
and  Austin.  Every  detail  describes  perfection!  See  for  your- 
self today.  Call  Karen  McMillan  at  Mickey  Ferrell.  REAL- 
TORS (210)  372-3670  or  372-1313. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(In  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  /Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


IfYbu  Want  A Healthy  Heart, 
Raise  Ybur  Eland 

Reach  for  the  jungle  gym  or  shoot  a 
basket.  If  you  want  a healthy  heart,  get 
lots  of  exercise,  eat  right  and  don’t  American  Heart 
smoke.  You  can  help  prevent  heart  Association 

disease  and  stroke.  We  can  tell  you  how.  Call  1-800-AHA-USA1. 

This  space  provided  as  a public  service.  ©1994.  American  Heart  Association 
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Classified  Directory 


Other  Opportunities 


DALLAS  AREA 


Baylor  Health  Care  System,  located  in  Dallas,  Texas,  currently 
has  practice  opportunities  for  BC/BE  physicians  in  the  follow- 
ing specialties: 


Family  Practice 
Pediatrics 
Cardiology 
General  Surgery 


• Internal  Medicine 

• Obstetrics/Gynecology 

• Dermatology 

• Pulmonology 


Practice  settings  include  single-specialty  groups,  ambulatory 
care  clinics,  solo  physicians  seeking  associates,  and  hospital 
sponsored  primary  care  clinics  in  urban,  suburban,  and  rural 
areas.  For  more  information  contact: 

Carolyn  Dodson-Chambers 
Director  of  Physician  Recruitment  & Retention 
Baylor  University  Medical  Center 
3500  Gaston  Avenue 
Dallas,  Texas  75246 
1-800-887-8759 
(214)  820-2772 
(214)  820-1965-FAX 
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BAYLOR 
HEALTH  CARE 
SYSTEM 


Business  and  Financial  Services 

LOWEST  COST,  HIGHEST  QUALITY  Medical 
Office  services.  Electronic  Claims  filing.  Appeals,  Collec- 
tions, Staff  Ttaining,  Accounting,  Tax,  Office  Automa- 
tion, Consulting.  MEDICAL  OFFICE  ASSISTANCE 
GROUP  1 -800-440-7623  OR  21 4-4 1 2- 1 694. 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 
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Back  Talk 


When  I was  in  medical  school,  I 
always  had  thoughts  of  practicing  in 
a small  town  where  I would  need  to 
know  a little  bit  about  everything.  I 
have  the  opportunity  to  do  surgery, 
take  care  of  kids  and  adults,  and  also 
deliver  babies.” 

Dale  K.  Campbell,  MD,  40 

family  practice,  Corsicana 

Mentoring.  When  I went  to  medical  school,  I was 
exposed  to  a cardiologist  who  was  compassionate  and  ex- 
tolled many  of  the  virtues  I wanted  to  have  as  far  as  being 
a physician.  I arranged  my  training  so  that  I could  spend 
more  time  with  that  individual.  As  it  turned  out,  that 
physician  left  in  my  first  year  of  fellowship.” 

J.  James  Rohack,  MD,  39 

cardiology.  College  Station 

I was  an  English  teacher  before  I went  back  to  medi- 
cal school.  But  I also  was  real  good  in  math  and  science 
in  high  school  and  always  dreamed  of  being  a doctor. 
When  I took  my  psychiatry  rotation,  I realized  that  was 
the  best  place  to  meld  the  art  and  the  science  of 
medicine.  1 could  use  my  communication  skills,  writing, 
and  understanding  of  people  1 got  from  teaching  English, 
plus  all  the  science  1 enjoyed  in  the  first  place.  With  three 
children,  psychiatry  seemed  very  practical  for  being  able 
to  mold  my  hours  the  way  I wanted  to  and  not  have  to  be 
on  call  all  the  time.  I thought  I could  have  a decent  fami- 
ly life  and  be  a good  psychiatrist.” 

Judy  C.  Tucker,  MD,  40 

psychiatry.  Sugar  Land 

1 was  in  general  surgery  training  and  was  exposed  to  ] 
thoracic  surgery.  1 found  it  extremely  enjoyable  and 
thought  I’d  like  working  on  those  structures  more  than 
those  in  the  abdomen.” 

James  L.  Sweatt,  MD,  57 

thoracic  surgery,  De  Soto 


My  graduate  school  PhD  train- 
ing was  in  physical  anthropology. 
Since  population  studies  are  the 
central  background  for  preventive 
medicine,  it  was  a logical  extension 
of  my  earlier  training.  I have  done  a 
great  deal  of  work  in  environmental 
adaptation  in  places  like  Peru  in  the 
Andes,  so  it’s  an  area  that  I really 
enjoy  working  with.” 

Anthony  B.  Way,  MD,  54 

general  preventive  medicine,  Lubbock 

I am  a med  tech  by  training,  and  that’s  how  I be- 
came interested  in  pathology.  It’s  a very  challenging  field 
because  you  deal  with  many  areas.  You  see  tissues  from 
different  specialties.  My  preference  is  not  to  do  direct  pa- 
tient care.  I’d  rather  just  handle  the  lab  side  of  it.” 

Maria  M.  Araneta,  MD,  42 

pathology,  Cleburne 

I had  a background  in  biochemistry,  and  I was  inter- 
ested in  psychiatry  because  that  was  one  area  where  there 
were  a lot  of  significant  changes  taking  place.  I was  in- 
trigued by  developments  in  pharmacology  and  biochemi- 
cal therapies.” 

John  R Houston,  MD,  45 

psychiatry,  Austin 

The  colorectal  surgeons  I trained  with  in  my  general 
surgery  program  had  a lot  of  influence  on  me  by  provid- 
ing good  role  models.  It  provides  a good  combination  of 
office  practice  with  the  endoscopy  work  and  with  the  sur- 
gical procedures.  It’s  a nice  mix.” 

David  C.  Fleeger,  MD,  35 

colorectal  surgery,  Austin 


Back  Talk  is  a rwnscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 13th  St,  Austin.  TX  78701.  or  fax  them  to 
(512)370-1632. 


How  did 

you  choose  your 
specialty? 


88 


T F.  X A S MEDICINE 


★ SEPTEMBER  I994 


Patient  transfer  rules  • Medical  student  debt  • Merger  mania  • Conversation  with  the  governor 

TexasMedicine 

TEXAS  MEDICAL  ASSOCIATION  • OCTOBER  I 9 9 4 


Journals 


Dp  c in  e aiio| 

Polit/c? 

t.  (roirij  yy  -(-jj-c  hooh 

1.  T-frow'inj  in  1’A<. 

7 “ 

V- 
f- 

4.  <1+  t*»t  o^-ficc 

7.  0 n't "f On  /) 

8. 


W I'ljf 

fMnJ  r'qis  in^ 


Texas  Medicine 
UCSF  Library 
Received  on:  10-10-94 


7 ' r»»  e n 


The  Texas  Medical  Association  has  endorsed  Amoflex  Leasing  for  its 
integrity,  superior  service  record  and  flexible  leasing  plans.  Volume 
buying  power  gives  Autoflex  the  edge  over  other  companies  and  brings 
all  the  benifits  to  you, 

Call  now  for  more  information  about  our  many  programs  specially 
created  for  TMA  members  and  enjoy  the  rewards  of  an  experienced 
company  ready  to  deliver  your  new  car. 

Call  1-800^634-1234  or  214-234-1234. 


Texas  Medical 
Association 


Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  we’re  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 

We’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
and  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


■'it- 


INSURANCE  COVERAGES  FOR  YOU, 
YOUR  FAMILY,  YOUR  STAFF 


Coverage 


Physician  Family  Staff 


Major  Medical  ✓ 


Personal  Accident 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association  Insurance  Trust 
401  W.  13th  Street,  Austin,  TX  78701 
RO.  Box  1707,  Austin,  TX  78767-1707 

1-800-880-8181 


William  G.  Camel,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 


Underwritten  by  The  Prudential  for 
25  years  (1969-1994) 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Pathologist  Kathleen  Ann  Jones,  MD,  goes  under  the  scope  for  a different  perspective 
on  her  work  at  Scott  and  White  Memorial  Hospital  in  Temple. 


2 


TEXAS  MEDICINE  ★ OCTOBER  I994 


Volume  90  No.  10 

October  1994 


COVER  STORY 


On  the  campaign  trail 

From  CLIA  to  RBRVS,  from  national  practice  parameters  to  state 
board  deliberations,  our  government  regulates,  examines,  licenses, 
inspects,  or  in  some  way  or  another  pokes  its  nose  into  every  aspect 
of  medical  practice.  So  it’s  no  wonder  that  more  and  more  physi- 
cians, and  their  spouses,  are  making  the  ultimate  sacrifice  in  the 
hopes  of  gaining  more  say  in  how  government  works.  That  ultimate 
sacrifice  is,  of  course,  to  run  for  political  office.  As  they  near  the 
final  stretch  of  their  journeys,  four  candidates  in  November’s  elec- 
tions share  their  experiences  in  the  quest  for  political  clout. 

BY  KEN  ORTOLON 


Legislative  Affairs 

A conversation  with 
the  governor 

In  an  exclusive  Texas  Medicine  interview. 

Gov  Ann  Richards  shares  her  views  on 
health-system  reform,  insurance  reform,  health 
education,  and  other  health-care  priorities. 
INTERVIEW  BY  WILLIAM  G.  GAMEL,  MD 


Medical  Economics 


Merger  mania 

Insurance  firms,  hospital  corporations,  and  pharmaceutical 
manufacturers  are  gobbling  each  other  up  at  a dizzying  pace, 
with  Texas  at  the  center  of  much  of  the  action.  The  physician's 
role  is  changing  in  this  bigger-is-better  game. 

BY  MARK  RICHARDSON 


^3//  the  toll-free 

Texas  Medicine 
comment  fine  at 

(800)880-1475 

anytime. 
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The  amount  of  money  the  ai  erage  medical 
student  must  borrow  to  finance  his  or  her 
education  has  risen  dramatically  in  the  past  decade.  And  some  academicians  and 
students  say  school  debt  is  steering  graduates  away  from  primary  care. 

BY  MARK  RICHARDSON 


Science  and  Education 

Burden  of  debt 


Profile 

Jim  Gilmore,  MD 

This  DalLis  plastic  surgeon  is  fascinated  by  the  past. 

BY  BETH  GRADDY 


Law 


On  the  books  - finally 42 

New  patient  transfer  rules  — the  long-awaited  interpretation 
of  the  1986 federal  law  intended  to  address  the  alleged  problem 
of  for-profit  hospitals  transferring  indigent  patients  to  public 
hospitals  without  medical  justification  — have  been  issued. 

BY  HUGH  M.  BARTON, JD 
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Take  a close 
look  at  the 
competition ’s  ad. 


Dear  Doctor: 


Per  JMonth 


down,  tax,  title  and  license  plus  bank  acquisition  fee,  security  deposit,  does  not  include  first  and  last  month’s  payment. 
d residual  value  $14,372.89.  72  month  closed-end  lease.  Dealer  participation  may  affect  final  price 
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• 24-hour  roadside  assistance  • Free  rent  car  when  needed 

You  read  our  ad  in  30  seconds,  learn  about  our  program  in  minutes. 
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Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W'e  are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician's  claim  history,  specialty 
or  previous  problems. 


For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 
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Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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Texas  Medicine 

E(iitor’s  Hole 


The  political  maelstrom 

surrounding  health-system  reform 
reminds  us  all  of  the  formidable 
influence  elected  officials  have  over 
the  lives  and  livelihoods  of  physicians. 
So  it’s  no  surprise  that  physicians’ 
political  activism  is  on  the  rise. 

In  this  issue’s  cover  story  (see  p 
32),  legislative  affairs  editor  Ken 
Ortolon  set  out  to  learn  what  moti- 
vates physicians  to  run  for  political 
office.  And  he  also  tried  to  uncover 
what  it  really  takes  to  run  a campaign 
— the  nitty-gritty,  roll-up-your- 
sleeves  side.  Toward  that  end,  Ken  fol- 
lowed the  progress  of  four  campaigns 
over  the  course  of  a year  — two  by 
Texas  physicians  and  two  by  physi- 
cians’ spouses.  He  “walked  the  neigh- 
borhoods” with  one  candidate  as  she 
drummed  up  support,  rode  along  in 
the  back  of  a pick-up  with  another 
putting  up  yard  signs,  and  waited  with 
a candidate  at  campaign  headquarters 
as  primary  election  results  came  in. 

While  running  for  office  isn’t  the 
answer  for  most  physicians,  many  are 
getting  involved  simply  by  communi- 
cating with  their  elected  officials. 
Former  TMA  President  William  G. 
Gamel,  MD,  of  Austin,  does  just  that  in 
an  exclusive  interview  with  Gov  Ann 
Richards  for  Texas  Medicine  (see  p 16). 

Dr  Gamel  found  that  the  governor 
was  genuinely  interested  in  his  opin- 
ions. Assuming  the  governor’s  response 
is  typical  of  other  elected  officials,  it’s 
clear  that  physicians  can  make  a differ- 
ence in  the  political  arena  — just  by 
speaking  out. 

JEAN  PIETROBONO 
Managing  Editor 
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Approaches  offered  for 
curbing  violence  in  the 
health-care  workplace 

WE  HAVE  READ  WITH  INTEREST 
Beth  Graddy’s  article,  “Vio- 
lence against  physicians”  (July 
1994,  pp  25-27).  The  article 
is  correct  when  it  states  that  many  of 
our  current  efforts  to  eradicate  vio-  ! 
lence  against  the  medical  profession 
amount  to  treating  the  symptoms  j 
rather  than  the  primary  illness. 
Equally  true  is  that  we  must  contin- 
ue to  search  for  effective  methods  to 
prevent  violence  in  the  hospital 
workplace.  We  describe  two  mecha- 
nisms in  which  violent  behaviors  are 
addressed  that  may  be  of  use  to  other  i 
health-care  facilities  in  Texas. 

For  several  years  at  the  Audie  L. 
Murphy  Memorial  Veterans  Hospital 
in  San  Antonio,  the  nursing  and  psy- 
chiatric staff  have  been  involved  in  j 
developing  a specially  trained  inter-  j 
disciplinary  crisis  team  composed  of 
psychiatric,  nursing,  and  hospital  po- 
lice staff  designed  to  control  and  pre- 
vent dangerous  behaviors  such  as  vio-  i 
lence  and  suicidal  behavior. 

Two  additional  features  are  under 
way:  a lecture  and  training  program 
involving  multiple  facets  for  timely 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a Utter,  mail  or  fax  it  to  Texas  Medicine.  TMA, 
401  W I5th  St,  Austin,  TX  78701:  fax  (512)  370-1362. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
Ungth  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association.  I 


identihcation  of  dangerous  behav- 
iors, and  development  of  a comput- 
erized database  of  individuals  who 
are  at  significant  risk  for  engaging  in 
dangerous  behaviors  within  the  hos- 
pital environment. 

The  goal  of  these  measures  is  to 
aid  the  medical  staff  in  the  preven- 
tion of  dangerous  behaviors.  Short  of 
restructuring  society,  only  systematic 
approaches  to  collecting  relevant  in- 
formation on  potentially  dangerous 
individuals  and  regular  in-depth 
training  to  detect  and  protect  med- 
ical staff  against  violence  are  likely  to 
yield  beneficial  results. 

At  the  West  Los  Angeles  Veterans 
Affairs  Medical  Center  in  California, 
patients  who  have  made  serious 
threats  or  who  have  acted  violently 
can  be  “flagged”  in  the  hospital’s 
computer  system.  When  one  of  these 
patients  presents  for  services,  the 
computer  alerts  the  clinician  and 
nonclinician  that  the  patient  has  a 
history  of  dysfunctional  behavior. 

The  above-described  mechanisms 
deal  with  primary,  secondary,  and 
tertiary  prevention  interventions. 
While  the  optimal  goal  would  be  the 
primary  prevention  of  violence,  this 
would  not  be  a comprehensive  solu- 
tion, because  prognostication  for 
future  violence,  especially  among 
first-time  offenders,  is  at  best  a ques- 
tionably reliable  task. 

As  the  article  suggests,  the  roots  of 
violence  are  multifactorial,  some  gen- 
erated by  individual  characteristics 
and  others  having  their  genesis  in  the 
sociocultural  milieu  of  the  violent  in- 
dividual. Secondary  and  tertiary  pre- 


vention also  are  needed.  Nonetheless, 
a comprehensive  approach  to  ad- 
dressing the  violence  problem  would 
need  to  be  integrated,  drawing  on 
primary,  secondary,  and  tertiary  pre- 
vention interventions. 

J.  Arturo  Silva,  MD 
Mary  Wooldridge,  RN 

Audie  L.  Murphy  Memorial  Veterans  Hospital 
7400  Merton  Minter  Blvd 
San  Antonio,  TX  78284 

Gregory  B.  Leong,  MD 

Los  Angeles,  Calif 

Advice  for  specialists  shut 
out  of  managed  care 

The  experience  of  Dr 
Shuwarger  (“Insurance  company 
discrimination  affects  patient 
care,”  July  1994,  pp  49-54) 
comes  as  no  surprise  to  me.  In  the 
early  1980s,  when  managed  care  came 
to  Texas,  many  of  us  were  quite  reluc- 
tant to  join  health  maintenance  orga- 
nizations (HMOs),  preferred  provider 
organizations  (PPOs),  etc,  when  in- 
vited. Now,  the  specter  of  being  un- 
needed is  coming  back  to  haunt  those 
who  spurned  the  invitations  by  the 
managed  care  organizations. 

This  is  unfortunate  for  everyone, 
but  as  the  insurance  premium  dollar 
amount  available  for  medical  care  is 
being  squeezed,  or  at  least  efforts  are 
being  made  to  achieve  that  goal, 
physicians  not  in  managed  care  plans 
will  not  be  reimbursed  at  will  as  in 
the  past.  Likewise,  the  specter  of  eco- 
nomic credentialing  comes  up. 
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$1,000,000.00 

Term  Life  Insurance 

The  following  Annual  Premium  Representaions  are  the 
result  of  a 400  company  computer  search  for  the  lowest 
annual  premium  offered  by  an  A or  A + rated  carrier. 


Age 

Male 

Female 

35 

$455.00 

$480.00 

40 

$580.00 

$515.00 

45 

$720.00 

$645.00 

50 

$1080.00 

$830.00 

55 

$1640.00 

$1130.00 

60 

$2535.00 

$1485.00 

Call  1-800-634-9513 

For  Application  & complete  illustration. 

National  Health  Services,  Friendswood,  Texas 


^RMATOPATHOLOGY 


BORATORIES 


FREEMANBCOCKERELL 


DERMATOPATHOLOGY  LABORATOR-IES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D,  CLAYJ.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 


Some  suggestions  for  my  specialist 
colleagues  follow: 

1.  If  your  practice  is  “full,”  approach 
the  various  HMOs  and  PPOs  to 
see  about  joining  for  your  “exist- 
ing patients  only”  to  maintain 
your  current  patients. 

2.  If  your  practice  is  not  full,  then 
you  must  recognize  that  the  “busi- 
ness as  usual”  attitude  will  not  be 
adequate  in  1994  or  in  the  future. 

3.  Concerning  the  economic  creden- 
tialing,  make  sure  the  HMOs  know 
up  front  about  your  catastrophic 
cases.  Use  their  case  management 
people  early.  They  can  help  you  lat- 
er on  when  it  comes  time  to  review 
your  performance  from  both  med- 
ical and  economic  viewpoints. 

4.  Practice  good  medicine  but  also  be 
cost-conscious.  For  example,  use 
generics  if  at  all  possible  and  make 
reasonable  efforts  to  keep  patients 
out  of  hospitals  by  vigorous  outpa- 
tient efforts  and  close  follow-up. 

The  unfortunate  situation  in  all 
this  is  that  it  will  not  get  better;  it  will 
get  worse  and  much  more  competi- 
tive. Going  beyond  the  HMO  envi- 
ronment, look  at  the  emergence  of 
physician  groups  that  are  now  posi- 
tioning themselves  to  take  the  capitat- 
ed risk.  These  groups  will  control  vir- 
tually the  entire  premium  dollar.  They 
will  dictate  how  much  the  hospitals 
and  other  ancillary  providers  will  get. 

Whether  all  of  this  eventually  will 
be  in  the  best  interest  of  the  patient  I 
simply  do  not  know,  probably  no  one 
really  knows.  The  hard  reality  is  that 


TEXAS  MEDICINE  ★ OCTOBER  1994 


Letters 


this  movement  is  under  way,  and  it  is 
incumbent  upon  physicians  to  stay 
up-to-date  and  to  change  as  needed 
to  ensure  that  our  patients  continue 
getting  good  quality  care. 

John  A.  Menchaca,  MD 

1009  Pennsylvania 
Fort  Worth,  TX  76104 


Medicine  and  matrimony 
don’t  mix 


I AM  WRITING  TO  COMMENT 
on  the  article  “Of  medicine  and 
matrimony”  (August  1994,  pp 
16-30).  I think  the  article  entirely 
misses  the  mark.  This  is  a superficial 
view  of  the  real  effect  of  medicine  on 
today’s  marriages. 

Today’s  private  practice  characteris- 
tics include  beepers,  nights,  weekends, 
holidays,  coverage,  long  office  hours, 
burdensome  paperwork,  decreasing 
income,  and  malpractice  exposure. 
The  corporate  medical  structure  puts 
dollars  before  humans  and  also  makes 
the  physician  an  employee.  The  physi- 
cian-employee is  oppressed  and  in  a 
hopeless  condition,  with  no  sense  of 
control  over  his  or  her  own  destiny. 

If  you  don’t  think  these  things 
have  tremendous  and  far-reaching 
negative  effects  on  family  and  mar- 
riage, then  you  need  to  educate  your- 
self about  the  dilemma  of  the  de- 
struction of  the  medical  industry. 

Gregory  J.  Hall,  DO 

441 1 E Southcross  Blvd 
San  Antonio,  TX  48222 


Treatment  of  gender 
dysphoria  praised 


AM  A 50-Y EAR-OLD,  MALE- 


Ito-female,  preoperative  transsexu- 
al writing  in  response  to  the  letter 
“Treatment  of  gender  dysphoria  as 
medical  condition  ‘sickening’”  by 
Rusty  West,  MD  (July  1994,  p 7). 

At  about  6 years  of  age,  it  became 
obvious  that  I had  an  orthopedic 
problem.  My  parents  took  me  to  a 
clinic  where  I was  diagnosed  and  put 
into  braces  for  several  years.  Ulti- 
mately I had  surgery  to  correct  the 
problems  with  both  ankles.  Were  my 
parents  engaging  in  some  sort  ol 
“willful  rebellion”  against  God  in 
treating  my  birth  defect? 

In  1991,  surgeons  at  Barrows  Neu- 
rological Institute  removed  the  better 
part  of  a tumor  from  my  lower  spine. 
This  tumor  left  me  with  bladder  con- 
trol and  other  problems,  and  could 
have  permanently  crippled  me.  I don’t 
know  the  medical  terminology,  but 
the  pathology  report  said  in  effect 
that  I was  born  with  this  tumor.  Was 
I engaging  in  “willful  rebellion”  in 
treating  this  second  birth  defect? 

During  recovery  from  that 
surgery,  I finally  decided  to  deal  with 
my  “so-called  condition.”  I had  been 
aware  of  my  problem  since  the  age  of 
5,  but  I spent  most  of  my  life  trying 
to  outlast  it,  outdrink  it,  and  other- 
wise not  face  it.  My  reluctance  had 
been  due  largely  to  attitudes  like  that 
of  Dr  West.  I grew  up  believing  I was 
some  sort  of  perverted  sicko. 

Thanks  to  the  help  of  doctors  in 


“The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 


The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
option  for  the  billing  needs  of 
physicians.  Provider  Financial 
Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  of  your  AIR 
Maximize  revenue 

Reduce  reimbursement  time 


Reduce  overhead  at  least  30% 

Increase  staff  productivity 

“P.F.SJ.  takes  the  burden 
of  billing  off  your  mind 
without  taking  the  control 
out  of  your  hands!” 

Call  us  today! 
(800)  766-5405 


PFSI 
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The  University  of  Texas 

Houston 

HEALTH  SCIENCE  CENTER 

MENTAL  SCIENCES  INSTITUTE 


on  behalf  of 

The  Department  of  Psychiatry  and  Behavioral  Sciences 

presents 

the  First  Symposium  Series 

on 


BIPOLAR  DISORDERS: 

Treatment  and  Life  Course 

Friday,  October  28,  1994 
Marriott  Medical  Center  Hotel 

Featured  speakers  include: 

Susan  J.  Blumenthal,  M.D.,  Department  of  Health  and  Human  Services  and 
Georgetown  University  School  of  Medicine 

Charles  L.  Bowden,  M.D. , Department  of  Psychiatry,  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 

Faculty  of  The  Department  of  Psychiatry  and  Behavioral  Sciences,  The 

University  of  Texas-Houston  Health  Science  Center 

For  a brochure,  please  contact:  Daniel  Creson,  M.D.,  Ph.D.,  UT-Houston  Mental  Sciences 
V Institute,  1300  Moursund,  Houston,  Texas  77030,  713-792-7950,  FAX  713-794-1425  J 


PRAaiCE  HNANCING 


Available  for: 

• Leasehold  Impfovements 

• Pfactice  Acquisitions,  Expansions,  Start-ups 

• $100,000+  with  no  Rnancials 


Woridng  Capital 
New  or  Used  Equipment 
Flexible  Payment  Programs 


MERICOM 


tA? 

m A LEASING,  INC. 

To  apply  or  request  information  contact  John  or  Ron 

713/680-8822 
800/477-LEASE 


PEioenix  and  Galveston,  I came  to  un- 
derstand my  situation  and  what  I 
needed  to  do  about  it.  Today  I am  in 
transition.  I am  legally  female  and  live 
the  life  of  a woman.  I expect  my 
surgery  next  year.  I am  no  longer  filled 
with  self-loathing.  I am  no  longer  sui- 
cidal. I am  filled  with  joy  and  peace. 

Is  this  more  “willful  rebellion” 
against  my  third  birth  defect?  If  so, 
how  did  my  sense  of  thankfulness 
lead  me  to  Christmas  Eve  Mass  for 
the  first  time  in  25-plus  years?  Why 
have  I been  to  Mass  since  and  sought 
the  counsel  of  priests  as  I attempt  to 
rethink  my  lost  Catholicism?  Since 
when  does  the  “devil’s  work”  include 
driving  people  back  to  church? 

Dr  West,  you  are  free  to  have  your 
own  beliefs.  But  if  you  can’t  accept 
our  “so-called  condition,”  please  refer 
us  to  someone  who  can.  We  are  al- 
ready living  in  hell  when  we  reach 
out  for  your  help;  we  don’t  need  to 
be  told  that  we  are  going  there! 

Margot  Marie  Bronski 

5501  N 7th  Ave  #612 
Phoenix,  7PZ  85013 


Single-payor  system 
inefficient,  inadequate 


The  single-payor  system 
will  not  work  in  the  United 
States.  It  is  quite  clear  that  advo- 
cates of  single-payor  systems  do 
not  have  the  most  rudimentary 
knowledge  of  health-care  delivery  or 
its  reimbursement. 
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1 have  worked  in  some  oL  the  Hnest 
hospitals  in  England,  Scotland,  Wales, 
Germany,  Austria,  and  Yugoslavia, 
and  the  single-payor  approach  has 
tailed  uniformly  to  provide  high-qual- 
ity, readily  available  health  care  to 
those  citizens.  What  single  payor  ad- 
vocates Bill  and  Hillary  Clinton  and 
the  other  Washington  “eggheads” 
want  to  do  is  toss  out  the  American 
system  of  health-care  delivery,  which 
has  worked  to  the  betterment  of  its 
citizens  for  more  than  200  years,  and 
replace  it  with  a system  that  operates 
inefficiently,  provides  an  inadequate 
level  of  care,  and  competes  with  other 
programs  for  funding. 

The  single-payor  system  will  ra- 
tion health  care,  either  by  denying 
treatment  or  delaying  treatment  until 
the  patient  either  dies  or  gets  well  on 
his  or  her  own.  As  a student  of 
hea  1th  -care  delivery  programs  here 
and  in  Europe,  I can  see  nothing  in 
those  systems  to  mimic.  If  single- 
payor advocates  want  their  health 
care  delivered  by  the  single-payor  sys- 
tem, I suggest  they  plan  to  visit  any 
Veterans  Administration  hospital 
clinic  and  see  firsthand  how 
inefficient  the  system  is  operated  (by 
the  government  no  less). 

I suggest,  rather  than  trashing  the 
entire  system,  the  deficiencies  of  our 
current  system  can  be  corrected  by 
reforming  liability  issues  and  provid- 
ing less  government  regulation  in- 
stead of  more. 

Michael  W.  McShan,  MD,  PhD 

758  Huy  259  N 
Kilgore,  TX  75662-6042 


Looking  for 
that  perfect  fit? 


You  just  found  it  in  the  Texas 
Phusician  Placement  Service! 

Let  us  lit  tlie  pieces  together  in  your 
search  for  tlie  right  physician  or 
practice  location  in  Texas. 


We  offer: 

Free  service  jor  physician  applicants 
Low-cost  recruitment 
Computerized  data  bank 
All  specialties  accepted 
Fast,  personalized  service 
Urban  and  rural  placements 
Texas-based  matching  service 


Call  us  today  at  (800)  880-1300,  Ext.  1403 


TEXAS  STATEWIDE 
PEDIATRIC 

UPDATE  CONFERENCE 

“PEDIATRICIAN’S  CHOICE” 

Topics  to  be  presented  by  nationally 
recognized  speakers;  Bacterial 
Meningitis,  Pediatric  Epilepsy, 
Treatment  of  Otitis  Media, 
Attention  Deficit  Disorder,  Sexual 
Abuse,  Critical  Care  Management, 
Pediatric  Genetics,  Cerebral  Palsy 

Saturday,  November  5,  1994 
Austin,  Texas 
Embassy  Suites  Hotel 
8:00  - 6:00 

8 Category  1 CME  Credits 
for  physicians 

Organized  by  Dilip  J.  Karnik,  MD 

For  further  information  contact  Diana 
at  (512)  458-6121  extension  290. 
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Gamma  Knife:  The  Invisible  Blade 


What  you  see  expands  the  range  of 
neurosurgery  beyond  conventional  brain 
surgery:  Gamma  Knife  at  Sierra-the  18th 
of  its  kind  in  the  country. 

This  “invisible  blade”  focuses  multiple 
beams  of  gamma  radiation  on  a precise 
location  in  the  brain.  It  is  used  to  treat 
lesions-from  benign  and  malignant 


tumors  to  arteriovenous  malformations 
(AVMs)-without  surgical  incision  or 
lengthy  hospital  stay,  usually  with  less 
pain  and  at  a cost  typically  less  than 
conventional  surgery. 

As  the  face  of  health  care  changes, 
Sierra  is  there  to  meet  your  needs. 

Ask  your  doctor.  Then  ask  for  Sierra. 


Sierra  Medical  Center 


Gamma  Knife  Radiosurgery 


1625  Medical  Center  Drive  • El  Paso,  Texas  79902  • 915-747-2595  • SOO-S-SIERRA 
Accredited  by  the  Joint  Commission  on  Accreditation  of  Healthcare  Organizations 


NEWSMAKERS 


Donald  E.  Baxter,  MD,  Houston,  was 
named  president  of  the  American  Or- 
thopaedic Foot  and  Ankle  Society. 

Dallas  endocrinologist  Jaime  A. 
Davidson,  MD,  was  appointed  to  the 
Technical  Advisory  Committee  for 
Diabetes  Translation  and  Communi- 
ty Control  Programs  of  the  Centers 
for  Disease  Control  and  Prevention. 
Dr  Davidson  also  was  reelected  chair 
of  the  Texas  Diabetes  Council  and 
was  selected  to  receive  the  1994 
Chairman’s  Award  for  Lifetime 
Achievement  from  the  American  Di- 
abetes Association,  Texas  Affiliate. 

Luis  Delclos,  MD,  Houston,  was 
named  to  serve  as  president  of  the 
Ibero  Latin  American  Circle  of  Radi- 
ation Oncologists  through  1996. 

Ronald  Fischer,  MD,  Houston,  was 
reelected  president  of  the  South 
Texas  Chapter  of  the  American  Col- 
lege of  Surgeons. 

Carole  L.  Gordon,  MD,  Waco,  was 
appointed  1994-1995  chairman  of 
the  American  Urological  Associa- 
tion’s Young  Urologist  Committee. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  office  of,  or  honors 
from,  a national  or  state  organization:  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine.  401  W 1 5th  St.  Austin,  TX 
78701:  fax  (512)  370-1632. 


The  US  Congress  appointed  M.  David 
Low,  MD,  to  the  board  of  directors  of 
the  Mickey  Leland  National  Urban  Air 
Toxics  Research  Center.  Dr  Low  is 
president  of  The  University  of  Texas- 
Houston  Health  Science  Center. 

John  D.  Minna,  MD,  and  Jason  B. 
Fleming,  MD,  both  of  The  University 
of  Texas  Southwestern  Medical  Cen- 
ter in  Dallas,  received  1994  first-year 
fellowship  grants  from  the  Susan  G. 
Komen  Breast  Cancer  Foundation. 


Jaime  A.  Davidson,  MD  Pedro  A.  Rubio,  MD 


San  Antonio  general  surgeon  Carlos 
Pestana,  MD,  was  awarded  the  Ameri- 
can Medical  Women’s  Association  Gen- 


Texas  doc  lives  out 
baseball  fantasy 

IT  wasn’t  in  the  cards 
for  Gerald  Frankel,  MD,  to  realize 
his  boyhood  dream  of  becoming  a 
professional  baseball  player. 

But  in  an  anecdote  right  out  of 
the  old  television  series  Fantasy  Is- 
land, in  which  ordinary  people  were 
able  to  realize  their  extraordinary  de- 
sires, Dr  Frankel  has  had  the  experi- 
ence of  stepping  into  his  dream  at  a 
fantasy  baseball  camp. 

“In  1990,  at  the  age  of  47,  I 
played  baseball  with  the  Veto  Beach 
Dodgers  for  1 week  under  the  tute- 
lage of  Tommy  Lasorda,  Dusty  Baker,  and  Reggie  Smith,  current  major 
league  managers  and  coaches,”  said  Dr  Frankel,  a McKinney  urologist. 

At  the  end  of  the  week,  his  batting  average  was  .388.  He’d  also  won  a 
game  with  a two-out,  two-strike,  bases-loaded  triple  in  the  bottom  of  the 
ninth  inning.  For  that,  he  received  a trophy  from  the  Dodgers. 

“Nonetheless,  at  the  end  of  the  fantasy  camp,”  Dr  Frankel  added,  “Bak- 
er, Smith,  and  Lasorda  confided  in  me  that  based  on  what  they  had  seen  of 
my  meager  baseball  talent,  they  thought  I had  made  the  right  decision  to  be 
a physician.” 
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der  Equity  Award  by  the  medical  stu- 
dents at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 

The  International  College  of  Sur- 
geons (ICS)  awarded  an  honorary 
fellowship  to  ICS  World  President- 
Elect  Pedro  A.  Rubio,  MD,  Houston. 

Susan  Stone,  MD,  received  the  resident 
award  for  outstanding  leadership  and 
academic  excellence  from  the  depart- 
ment of  psychiatry  at  The  University  of 
Texas-Houston  Medical  School. 


DEATHS 


Julian  H.  Acker,  MD,  74;  Temple; 
Baylor  College  of  Medicine-Dallas, 
1944;  died  June  20,  1994. 

Jack  J.  Addison,  MD,  80;  Dallas; 
Baylor  College  of  Medicine-Dallas, 
1941;  died  June  22,  1994. 

Gill  Brehm,  MD,  70;  Del  Rio;  Ohio 
State  University  College  of  Medicine, 
1954;  died  June  16,  1994. 

Jack  D.  Brownfield,  MD,  80;  Fort 
Worth;  Tulane  University  School  of 
Medicine,  1937;  died  July  17,  1994. 

Sebastian  C.  Cos,  MD,  73;  Houston; 
Havana  University  School  of  Medi- 
cine, 1945;  died  June  18,  1994. 

E.  Jackson  Giles,  MD,  85;  Corpus 
Christi;  Tulane  University  School  of 
Medicine,  1933;  died  July  5,  1994. 


Thomas  G.  Glass,  Jr,  MD,  67;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1953; 
died  July  16,  1994. 

Richard  L.  Hudson,  MD,  78;  Corpus 
Christi;  Baylor  College  of  Medicine- 
Dallas,  1941;  died  July  9,  1994. 

Michael  L.  Ibanez,  MD,  77;  Hous- 
ton; Havana  University  School  of 
Medicine,  1948;  died  June  26,  1994. 

David  J.  Laubach,  MD,  42;  Irving; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1982;  died  July 
1,  1994. 

A.E.  Luckett,  MD,  73;  El  Paso; 
Johns  Hopkins  University  Medical 
School,  1945;  died  June  12,  1994. 


Emmet  Shannon,  MD,  75;  Eubbock; 
Baylor  College  of  Medicine,  1950; 
died  July  7,  1994. 

George  B.  Talley,  MD,  48;  Bastrop; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1973;  died  July 
24,  1994. 

James  F.  Tilden,  MD,  84;  Pampa; 
University  of  Colorado  School  of 
Medicine,  1935;  died  July  18,  1994. 
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MASTERING  THE  TEXAS  WORKERS’  COMPENSATION  SYSTEM: 


AN  INTENSIVE  ONE  - DAY  WORKSHOP 
FOR  MENTAL  AND  BEHAVIORAL  HEALTH  CARE  PROVIDERS 

Saturday.  October  22, 199d- 
8-.3D  Ali  - 5-.00  Ft! 

■Holiday  Inn  -DF'd Airport  tiorth 
irvin^,  Texas 


hUH  MtN 


This  workshop  will  provide  you  with: 

• Understanding  ofTWCC  laws  and  rules. 

■ EfTective  strategies  for  reducing  problems  with  referrals,  pre>authorization, 
& reimbursement. 

* Detailed  coverage  of  the  new  Mental  Health  and  Spinal  T reatment 
Guidelines  (essential  for  the  practicing  clinician!). 
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Presented  by; 

KYLE  BABICK,  PhJ).  P.C 
. Over  10  years  success&lly 
treeing 
injured  workers 
■■  Extensively  involved  in 
development  ofTWCC 
guidelliKS 


Sponsored  by:  A.M.S.S.,  Inc.  Continuing  Education  Division 
To  register  or  obtain  a brochure,  call  (214)  233-8059  or  800-334-2672 
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Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off. 

We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

And  to  get  the  greatest  value  from  the  money  you 
earn,  your  banker  will  help  you  choose  among  a variety 
of  investment  accounts. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  1-800-462-6289. 
We  think  you’ll  find  we’re  just  what  the  doctor  ordered. 


NationsBank' 


NationsBank  Corporation  subsidiary  banks  are  members  FDICi^  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 


Legislative  Affairs 

A conversation  with 
the  governor 

Ann  Richards  shares  her  views  on  health-system  reform,  insurance 
reform,  health  education,  and  other  health-care  priorities 


★ An  Exclusive  TEXAS  MEDICINE  Interview  ★ 


It  wasn’t  a typical  question-and-answer  interview. 

In  late  July,  William  G.  Gamel,  MD,  on  behalf  of 
Texas  Medicine,  met  with  Gov  Ann  Richards  to 
share  concerns  on  the  national  health-care  debate  in 
Washington  and  discuss  other  issues  of  critical  interest  to 
Texas  physicians. 

But  the  interviewee,  Governor  Richards,  probably  asked 
as  many  questions  as  she  answered.  And  Dr  Gamel,  by  shar- 
ing firsthand  his  experiences  with  the  issues  dominating  na- 
tional debates  and  headlines,  made  the  session  educational 
for  both  sides.  Here  are  excerpts  from  their  conversation. 


Governor  Richards:  Explain  to  me  how  a managed  care 
network  works.  They  ask  you  to  sign  a contract.  And  if 
you  do,  what  do  you  get? 

Dr  Gamel:  A patient  base.  They  have 
a contract  with  a large  company  for, 
say,  1,000  employees  to  provide  care. 

But  more  and  more  often,  what  they 
want  to  do  with  the  physician  is  capi- 
tate. That  means  they  pay  me  a cer- 
tain percentage  of  the  dollar  to  take 
care  of  all  the  GI  work  for  those  pa- 
tients for  a set  fee. 

The  problem  with  this  is  that  all  of  a 
sudden  medical  ethics  have  been  turned 
over.  We  are  paid  not  to  deliver  care,  as 
opposed  to  fee-for-service,  which  pays  us  to  deliver  care. 

Governor  Richards:  It  seems  to  me  that  setting  up  a system 


William  G.  Gamel,  MD,  an  Austin  gastroenterologist  and  for- 
mer TMA  president,  chairs  the  TMA  Special  Committee  on  Health  Sys- 
tem Reform. 


that  transfers  the  authority  for  med- 
ical decisions  upstream,  away  from  the 
physician,  puts  patients  at  risk. 

Dr  Gamel:  Governor,  I haven’t 
changed  one  iota  the  way  I deliver 
health  care  for  my  patients.  But  the 
hassle  factor  has  gone  up  logarithmi- 
cally. I have  one  nurse  on  the  phone 
almost  full  time  to  deal  with  those 
kinds  of  things. 

Governor  Richards:  And  the  insur- 
ance companies  have  gotten  worse, 
not  better,  when  it  comes  to  examin- 
ing every  little  thing  on  a medical 
bill,  right?  There’s  that  guy,  the  “harasser,”  who  calls  and 
tells  you  that  you  shouldn’t  have  done  this  and  shouldn’t 
have  done  that. 

Dr  Gamel:  The  threat  behind  this  is 
that  under  Texas  law,  insurance  com- 
panies have  the  power  to  arbitrarily 
fire  doctors,  what  they  call  “deselec- 
tion.” One  of  the  insurance  compa- 
nies’ big  complaints  is  that  any  inter- 
ference in  their  contracts  with 
physicians  will  kill  managed  care. 

Governor  Richards:  How  is  that  going 
to  kill  managed  care?  What  you’re 
asking  for  [due  process  rights  for 
physicians  under  managed  care  contracts]  is  very  differ- 
ent from  “any  willing  provider.”  I understand  that  if 
we’re  going  to  put  more  of  our  eggs  in  the  basket  of  c 
managed  care,  and  it  appears  that’s  the  way  we’re  going,  z 
then  we  have  to  have  something  that  preserves  critical  r 
autonomy  in  the  physician-patient  relationship.  That’s  ? 
very  important  to  me  personally.  - 


★ 

“we  have  to  have 

SOMETHING  THAT  PRESERVES 
CRITICAL  AUTONOMY  IN  THE 
PHYSICIAN-PATIENT 
RELATIONSHIP.  THAT’S 
VERY  IMPORTANT  TO 
ME  PERSONALLY.” 

— Governor  Richards 
★ 
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“governor,  I haven’t  changed  one  iota  the  way 

I DELIVER  HEALTH  CARE  FOR  MY  PATIENTS.  BUT  THE  HASSLE 
FACTOR  HAS  CONE  UP  LOGARITHMICALLY.” 

— Dr  Gamel 

★ 


Dr  Gamel:  What  we’re  fighting  here 
is  really  two  injustices:  Not  only  are 
patients  forced  to  see  new  doctors, 
sometimes  someone  across  town  or 
someone  who  doesn’t  have  any 
openings  for  a long  time,  but  the 
message  to  the  doctors  who  are  left 
is  that  they  shouldn’t  treat  people 
who  are  very  sick,  or  they’ll  be 
blackballed  as  overutilizing  services 
and  get  deselected,  and  their  pa- 
tients will  be  “red-lined.” 

Governor  Richards:  I trust  that  TMA 
will  make  sure  there  is  legislation  next 
session  that  will  address  this  issue, 
and  I pledge  to  help  you  wholeheart- 
edly. If  that  means  a battle  royal  be- 
tween the  health-care  providers  on 
one  side  and  the  insurance  companies 
on  the  other,  then  let’s  bring  it  on. 

Governor  Richards:  We  know  that 
one  of  the  biggest  drivers  of  the  costs 
of  medical  care  is  emergency  rooms 
in  hospitals.  If  people  have  a kid  with 
a cold  and  they  don’t  have  a doctor, 
they  go  straight  to  the  emergency 
room.  Why  can’t  we  set  up  nearby 
clinics,  and  if  people  come  to  the 
emergency  room  and  it’s  obviously 
not  an  emergency,  send  them  there? 

Dr  Gamel:  Federal  patient  transfer  laws 
won’t  let  you  do  that.  If  people  come 
through  the  doors  of  an  emergency  de- 
partment and  sign  up  to  be  seen,  we 
are  mandated  to  see  them.  Otherwise, 
we’re  accused  of  “patient  dumping.” 

Governor  Richards:  That’s  ridiculous. 
Don’t  emergency  rooms  do  triage  to 


try  to  figure  out  what  people  need,  so 
everybody  doesn’t  have  to  wait  in  the 
same  line?  And  I would  gather  you’re 
dealing  with  the  most  expensive  part 
of  the  hospital  and  the  most  expen- 
sive personnel,  right? 

Dr  Gamel:  That’s  right.  One  thing 
that’s  working  very  well  to  reduce 
unnecessary  use  of  the  emergency  de- 
partment here  in  Travis  County  is 
the  Medicaid  managed  care  model. 
What  it’s  done  is  put  people  in  the 
hands  of  primary  care  physicians, 
where  they  can  get  the  kind  of  care 


they  need  so  they  don’t  have  to  go  to 
the  emergency  department. 

Dr  Gamel:  During  the  last  legislative 
session,  TMA  was  successful  in  nego- 
tiating with  trial  lawyers  over  resolv- 
ing some  of  our  medical  liability  is- 
sues. We  jointly  supported  measures 
to  reduce  frivolous  suits,  ambulance 
chasing,  and  deceptive  advertising 
practices  of  personal  injury  lawyers. 
There  has  been  a dramatic  jump  in 
the  frequency  of  medical  liability 
lawsuits,  particularly  in  high-risk  spe- 
cialties and  in  certain  parts  of  the 
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THE  BIGGEST  FIGHT  I HAD  WITH  THE  INSURANCE  COMPANIES 
LAST  SESSION,  AND  I LOST  IT  WITH  A COUPLE  OF  CAVEATS, 
WAS  TO  REQUIRE  THAT  THEY  SHOW  US  THE  STATISTICS 


the  facts,  and  then  create  legislation 
to  eliminate  abuse  of  the  system. 
You’ve  done  it  before  and  you’ll  do  it 
again.  There’s  not  a question  in  my 
mind  that  it  will  happen,  and  I 
strongly  support  that  approach. 

I want  to  tell  you  something  else 
that  worries  me.  Even  in  the  in- 
stances when  the  amount  of  money 
actually  awarded  in  a case  is  very 
small,  the  fear  factor  among  physi- 
cians and  the  greed  factor  among  in- 
surance companies  is  putting  those 
insurance  companies  in  the  driver’s 
seat  to  insist  that  doctors  be  covered 
and  that  XYZ  is  the  cost. 

The  biggest  fight  1 had  with  the  in- 
surance companies  last  session,  and  I 
lost  it  with  a couple  of  caveats,  was  to 
require  that  they  show  us  the  statistics 
upon  which  they  are  basing  their  rates. 

Dr  Gamel:  My  own  premium  went 
up  50%  last  year.  We’re  all  willing  to 
do  our  part.  But  when  they  send  me 
a bill  with  a 50%  increase.  I’d  like  to 
know  that  they  really  need  that  much 
more  money  than  last  year.  It’s  a mat- 
ter of  being  fair. 


UPON  WHICH  THEY  ARE  BASING  THEIR  RATES. 
— Governor  Richards 

★ 


state  that  we  call  lawsuit  “war  zones.” 

We  know  that  the  frequency  of 
being  sued  and  the  risk  of  being 
sued,  coupled  with  the  cost  of  pro- 
viding for  that  risk,  directly  affect  ac- 
cess to  care.  Would  you  support  fur- 
ther collaborative  efforts  to  continue 
reforms  in  this  area? 


Governor  Richards:  Having  been  in  a 
number  of  these  fights  where  the 
views  are  held  strongly  on  both  sides 
and  there  often  is  merit  on  both 
sides,  I am  convinced  that  the  only 
way  the  problem  is  going  to  be  re- 
solved is  by  having  the  doctors  and 
the  lawyers  sit  down  together,  discuss 


Governor  Richards:  Right.  That’s 
why  it’s  very  important  for  us  to  in- 
sist that  the  data  on  which  those  pre- 
mium costs  are  based  be  made  avail- 
able to  the  state  insurance  regulator. 
The  commissioner  has  got  to  know 
those  numbers. 

Dr  Gamel:  What  do  you  hope  will 
eventually  come  out  of  national  health- 
system  reform,  and  what  do  you  expect 
to  happen  at  the  state  level? 
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Governor  Richards:  The  issue  in 
Texas  is  making  health  insurance 
available  for  working,  middle-class 
men,  women,  and  their  families.  Pre- 
ventive care  and  basic  care  are  ab- 
solute musts  for  everybody. 

1 wish  there  was  a way  that  you 
and  I could  talk  about  some  plan  in 
the  state  of  Texas  with  which  we 
were  going  to  be  able  to  make  that 
happen.  But  coverage  for  75%  of  the 
insured  people  in  Texas  is  controlled 
by  federal  policy.  Actions  at  the  state 
level  only  affect  25%  of  the  people 
with  insurance. 

So  I am  very  grateful  for  all  the 
work  TMA  has  done  on  health-sys- 
tem reform  in  Washington.  It  has  not 
been  a pleasant  task,  1 know,  and  I 
just  pray  that  we  get  something  out  of 
it  that  will  help  more  people  be  well. 

Dr  Gamel:  One  of  the  things  TMA 
has  been  working  on  very  hard  at  the 
federal  level  are  all  the  issues  related 
to  health  on  the  US-Mexico  border. 

Governor  Richards:  1 encourage  you 
in  any  way  you  can  to  help  drive 
home  the  message  that  all  borders  are 
not  the  same.  The  border  with  Mexi- 
co is  not  the  border  with  Canada. 
The  Mexican  border  poses  serious 
health  problems  not  experienced  up 
north  — those  biblical  diseases 
[Texas  Health  Commissioner]  David 
Smith  is  always  talking  about,  the 
fact  that  environmental  controls  in 
Mexico  are  not  anywhere  near  what 
they  are  in  this  country.  The  federal 
government  simply  has  to  recognize 
this  and  accept  responsibility. 


Dr  Gamel:  If  you  had  to  choose  one 
health-care  priority  for  the  next  leg- 
islative session  — one  area  where  you 
could  really  make  a difference  — 
what  would  it  be? 

Governor  Richards:  Getting  more 
preventive  care  for  our  children.  One 
thing  that’s  real  important  to  me  is 
expanding  the  communities-in- 
schools  programs  to  make  sure  kids 
get  their  vision  and  hearing  tested 
and  so  forth  — the  basic  fundamen- 
tals so  that  they  know  if  they  have  to 


★ 

“l  ENCOURAGE  YOU 
IN  ANY  WAY  YOU  CAN  TO 
HELP  DRIVE  HOME  THE  MESSAGE 
THAT  ALL  BORDERS  ARE 
NOT  THE  SAME.” 

— Governor  Richards 

★ 


see  a physician  or  require  some  pro- 
fessional attention. 

I look  at  what’s  happening  to  us 
with  the  Texas  prison  system,  and  1 
know  that  a lot  of  young  kids  who 
are  not  given  the  attention  they  need 
early  on  end  up  as  adults  in  the 
prison  system. 

Another  thing  I worry  about  is 
whether  there  is  sufficient  teaching  at 
school  about  health  care  and  repro- 
duction, whether  there  is  sufficient 
talk  about  the  fact  that  what  our 
young  people  do  now  will  have  a di- 
rect effect  on  their  future  well-being. 
But  once  you  get  into  any  discussion 


at  the  state  level  about  reproduction 
information,  you  run  into  an  absolute 
tempest.  Of  necessity,  it  has  had  to  be 
left  to  the  local  school  boards  to  make 
those  determinations. 

Dr  Gamel:  There  are  some  school 
districts  where,  because  of  pressure 
from  certain  coalitions,  reproductive 
education  is  officially  forbidden.  But 
local  physicians  have  stepped  in  and 
run  health  classes  as  volunteers. 

Governor  Richards:  This  is  an  area 
where  doctors  undoubtedly  can  play 
a really  vital  role.  They’re  respected 
members  of  the  community.  They 
are  trusted  — the  people  we  turn  to 
in  times  of  stress  and  crisis.  When 
doctors  talk  about  what  we  are  con- 
fronting with  teenage  pregnancy,  it 
puts  a whole  different  tone  on  it  than 
when  an  elected  official  or  someone 
else  talks  about  it.  They  can’t  say  no 
to  the  doctors. 

I enjoy  and  greatly  value  the  rela- 
tionship 1 have  with  TMA.  Together, 
we’ve  already  made  a lot  of  progress 
in  the  legislature,  from  health  insur- 
ance and  liability  reforms  to  the 
statewide  immunization  program, 
just  to  mention  a few  examples.  I 
need  your  advice  and  your  highly  re- 
garded influence  in  the  legislature, 
and  I look  forward  to  working  with 
you  guys  in  the  74th  Legislature.  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  ” according  to  Texas  Govt  Code  Ann  §305-027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine.-  Robert  G.  Mickey,  Executive 
Vice  President.  TMA,  401  W I “yth  St.  Austin,  TX  78701. 
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Managing 
Managed  Care 


Managed  care  is  going  to  play  a major  role  in 
the  future  of  medicine.  It  is  essential  that  you 
rethink,  restructure  and  reorganize  your 
strategies  so  you  will  be  able  to  function  prof- 
itably in  the  areas  of  managed  competition, 
managed  care,  HMOs,  PPOs,  IPAs  and  EPOs. 
Learn  how  to  avoid  contracting  traps,  deter- 
mine your  capitation  rate,  and  strategically 
position  your  practice.  This  all-day  seminar 
will  give  you  the  tools  you  need  to  manage 
managed  care  and  survive  the  rapid  shift  of 
patients  into  contractually  defined  plans. 


Dallas 

Oct  17 

Houston 

Oct  18 

San  Antonio 

Oct  19 

Austin 

Oct  20 

Texas  Workers’ 
CompensaUon 

The  role  and  the  responsibility  of  the  physi- 
cian in  the  workers'  compensation  program  is 
the  focus  of  these  afternoon  seminars.  Topics 
will  include  the  role  of  the  treating  doctor;  the 
role  of  the  referral  doctor;  hilling  require- 
ments; reporting  requirements;  administrative 
requirements;  the  medical  review  and  appeal 
process;  and  recent  changes  in  the  workers' 
compensation  program. 


Tyler 

Nov  2 

Amarillo 

Nov  3 

Austin 

Nov  9 

Corpus  Christi 

Nov  10 

Dallas 

Nov  16 

Houston 

Nov  17 

Starting  Your 
Medical  Career 

You  have  invested  10  years  to  get  this  far. 

Now  invest  one  day  to  determine  the  start-up 
strategy  that  is  right  for  you.  This  seminar  is 
for  physicians  who  plan  to  join  a partnership 
or  group  practice;  seek  an  employment  con- 
tract with  an  HMO  or  start  a solo  practice. 
Spouses  are  encouraged  to  attend  this  seminar 
with  the  physician. 


San  Antonio 

Octi 

Houston 

Nov  1 

Dallas 

Nov  2 

Lubbock 

Nov  3 

How  to  Run  a 
Profitable  Practico 

Now,  more  than  ever,  it  is  important  to  learn 
how  to  maximize  revenue,  reduce  overhead 
and  improve  bottom  line  results.  In  this 
important,  all-day  seminar,  you  will  learn 
where  the  trouble  spots  are  [there  are  more 
than  30]  and  how  to  bring  them  under  control. 
And,  more  importantly,  you  will  learn  how  to 
profit  from  change!! 


San  Antonio 

Nov  15 

Houston 

Nov  16 

Dallas 

Nov  17 

The  New  EaM  Codes:  A to  Z:  Fundamentals 

Keeping  Yonr  Fair  Share  of  Risk  Management 


Medicare  is  on  the  mox  e,  recouping  tens  ot 
thousands  of  dollars  from  physicians  whose 
medical  records  don't  support  the  level  of  ser- 
vice billed.  Protect  your  practice  by  learning 
the  newly  dev’eloped  standards  that  Medicare 
will  use  to  jucige  whether  you  have  coded 
your  evaluation  and  management  services 
properly.  Cosponsored  by  TMA  and  Blue 
Cross  and  Blue  Shield  of  Texas,  this  seminar 
will  give  you  the  first  official  word  on  how  to 
document  the  E&M  services  by  putting  in 
your  hands  and  explaining  HCFA's  new 
guidelines  that  all  Medicare  reviewers  will  be 
required  to  use.  It  is  critical  that  physicians 
master  these  new  documentation  standards. 


Daiias 

Nou  29 

Tyler 

Nov  30 

Fort  Worth 

Dec  1 

Houston 

Dec  5 

Austin 

Dec  6 

San  Antonio 

Dec  7 

Corpus  Christ! 

Dec  8 

Amarillo 

Dec  12 

Dallas 

Dec  13 

El  Paso 

Dec  14 

Houston 

Dec  15 

Securing  Your 
Financial  Future: 

How  to  Make  Your  Money 
Work  as  Hard  as  Yon  Do 

This  evening  seminar,  specifically  designed 
for  physicians  and  their  spouses,  will  teach 
you  about  investment  strategies  that  were 
once  available  only  to  the  largest  corporations 
in  America,  including  what  Wall  Street  won't 
tell  you  and  what  it  takes  to  create  economic 
freedom.  These  seminars  are  free  to  TMA 
members  and  their  spouses. 


McAllen 

Oct  13 

Midland/Odessa 

Oct  18 

Tyler 

Oct  25 

San  Angelo 

Oct  27 

Houston 

Nov  3 

San  Antonio 

Nov  10 

Dallas 

Nov  15 

Fort  Worth 

Dec  6 

Houston 

Dec  8 

Austin 

Dec  13 

This  risk  management  seminar,  co-sponsored 
by  TMA  and  Texas  Medical  Liability  Trust,  is 
developed  specifically  for  physicians  and  reg- 
istered nurses.  Presented  by  defense  attorney 
James  Cannon,  topics  discussed  include  devel- 
oping rapport  with  colleagues  and  patients; 
record  keeping  to  reduce  exposure  to  liability; 
office  systems  for  lab  and  diagnostic  work  and 
reports;  anci,  incident  and  claims  manage- 
ment. Mr.  Cannon  employs  case  studies  and 
personal  experience  to  illustrate  actions  physi- 
cians can  take  which  may  reduce  their  expo- 
sure to  liability. 


Dallas 

Oct 

20 

Tyler 

Nov 

3 

Houston 

Nov 

17 

Fort  Worth 

Dec 

1 

San  Antonio 

Dec 

8 

Legal  Issues  for 
Medical  Office  Staff 

Co-sponsored  by  TMA  and  Texas  Medical 
Liability  Trust,  this  seminar  provides  critical 
risk  management  information  to  registered 
nurses  and  medical  office  staff.  Speakers 
cover  implementation  of  an  office  based 
immunization  program  utilizing  "Shots 
Across  Texas"  materials;  handling  sample 
drugs,  prescriptions  and  refills;  medical 
equipment  safety;  and  how  to  implement  a 
quality  improvement  program  for  medical 
records  which  meefs  fhe  requirements  of  man- 
aged care  companies. 


McAllen 

Oct 

19 

Houston 

Nov 

2 

San  Antonio 

Nov 

9 

Austin 

Nov 

30 

Dallas 

Dec 

7 

For  more  information  - 

or  to  register,  using  Visa  or  MasterCard, 
piease  caii  TMA  Practice  Management  Seminars 

(800)  880-1300,  Ext.  1423 
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Merger  mania 

Physicians  often  caught  in  the  middle 
when  health-care  companies  merge 

By  Mark  Richardson,  Associate  editor 


eadlines  in  the  business  sec- 
tion trumpet  the  news  on  a 
daily  basis:  “ABC  HealthCare 
Buys  XYZ  Hospital,”  “Insur- 
ance Giants  Merge,”  or  “Pharmaceutical 
Firm  Acquires  Distribution  Network.” 

The  word  is  out  in  the  health-care  industry:  Bigger  is 
better,  and  companies  ranging  from  insurance  firms  to 
hospital  networks  to  pharmaceutical  manufacturers  are 
gobbling  each  other  up  at  a dizzying  pace.  According  to 
Time  magazine,  mergers  and  acquisitions  in  the  health- 
care industry  will  total  more  than  $25  billion  in  1994, 
more  than  any  other  sector  of  the  American  economy. 

Texas  is  the  centet  of  much  of  this  activity.  One  of 
dozens  of  mergers  involving  Texas-based  health-care  firms, 
that  between  Columbia  Healthcare  and  the  Hos- 
pital Corporation  of  America  earlier  this 
year,  was  the  largest  yet  in  the  indus- 
try. Columbia/HCA,  now  with  vast 
holdings  across  the  state  and  almost 
200  hospitals  nationwide,  keeps  its 
corporate  headquarters  in  A, 

Fort  Worth. 

The  move  toward 
conglomeration  seems  to 
be  driven  not  so  much 
by  the  legislative  move- 
ment toward  health-system 

reform,  but  rather  by  the  economic  needs  of  major  busi- 
nesses in  the  face  of  spiraling  health-care  costs. 

“Companies  are  trying  to  figure  out  ways  to  put  them- 
selves in  better  competitive  positions,”  said  Reuben  R. 
McDaniel,  EdD,  a professor  of  management  at  The  Uni- 
versity of  Texas  at  Austin  who  specializes  in  health-care  is- 
sues. “Given  that  there’s  going  to  be  some  racheting  down 
of  the  resources  that  are  available,  people  believe  they  will 
be  in  a better  bargaining  position  if  they  control  more  of 
the  system.” 

That,  according  to  Dr  McDaniel,  means  controlling  as 
many  hospital  beds  and  patients  as  possible. 


Who’s  buying  whom? 

The  list  of  Texas  hospitals  that  have  been  purchased, 
merged,  or  formed  into  alliances  with  others  is  too  long  to 
run  in  the  space  allowed.  But  some  of  the  largest  hospitals 
in  the  state  recently  have  found  themselves  allied  to  others. 

In  Dallas,  three  large  not-for-profit  hospitals  — Baylor 
Health  Care  System,  Presbyterian  Healthcare  System,  and 
Methodist  Hospitals  of  Dallas  — recently  announced  an  al- 
liance for  the  purpose  of  competing  for  health-care  contracts. 

‘We  are  trying  to  do  what  makes 
sense  for  us,”  said  David  Hitt, 
president  and  CEO  of 
Methodist  Hospitals.  “This  is  a 
reaction  to  a nationwide  change 
in  the  managed  care  environ- 
ment, and  everyone  is  reexam- 
ining their  positions.” 

In  Corpus  Christi,  a group 
of  12  acute  care  and  specialty 
hospitals  led  by  Spohn  Hos- 
^ Memorial  Medical 

^ Center  have  formed  the 

South  Texas  Healthcare  Al- 
liance, primarily  to  counter 
the  newfound  market  clout  of  Co- 
lumbia/HCA, which  now  owns  five  hospitals  in  the  area. 
In  Eort  Worth,  the  Harris  Methodist  Hospital  System 
has  entered  into  an  alliance  with  St  Paul  Medical  Center 
in  Dallas  to  negotiate  for  managed  care  plans.  Both  enti- 
ties are  nonprofit,  and  the  agreement  gives  Harris  a toe- 
hold in  the  lucrative  Dallas  market. 

Similar  mergers  are  taking  or  have  taken  place  in 
Houston,  San  Antonio,  El  Paso,  and  other  Texas  cities, 
many  in  response  to  the  large  chunks  of  those  markets 
now  held  by  big  hospital  corporations. 

Other  mergers  have  included  pharmaceutical  giants 
buying  up  distribution  networks,  such  as  Merck  Pharma- 
ceuticals’ acquisition  of  Medco  Containment.  Analysts  say 
Merck  stands  to  gain  a stronger  market  position  for  its 
products  by  controlling  a large  drug  distributor. 

Earlier  this  year,  the  Travelers  Insurance  Group  acquired 
the  health  insurance  assets  of  Metropolitan  Life  in  a multi- 
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TMA  programs  can  help  physicians  cope  with  change 

The  Texas  Medical  Association  is  taking  an  aggressive  stance  in  pro- 
tecting physicians  and  their  patients  from  the  perils  brought  about 
by  the  rapid  changes  in  the  health-care  marketplace. 

“Things  are  happening  very  fast  in  the  managed  care  industry,  and  we 
are  analyzing  those  changes  regularly  to  make  sure  they  do  not  harm  physi- 
cian-patient relationships,”  said  Louis  Goodman,  PhD,  TMA’s  director  of 
medical  economics. 

Steps  TMA  is  taking  include: 

• Support  of  the  American  Medical  Association’s  “Patient  Protection  Act,”  a 
bill  of  rights  for  physicians  and  their  patients  under  managed  care  programs. 
• Sponsorship  and  support  of  antitrust  legislation  pending  in  Congress  to 
put  physicians  on  a level  playing  field  in  the  health-care  marketplace. 

• A managed  care  contract  evaluation  service. 

• Access  to  Dun  & Bradstreet  financial  reports  on  managed  care  compa- 
nies and  other  health-care  firms. 

• The  Managed  Care  Check-up,  which  surveys  plans  and  physicians  in 
the  state’s  major  markets  about  key  aspects  of  managed  care  plans. 

• A series  of  seminars  designed  to  help  doctors  build  physician-directed 
delivery  systems. 

• A series  of  publications  designed  to  deal  with  managed  care  issues. 

• A Special  Committee  on  Health  System  Reform,  which  monitors  the  re- 
form process  and  can  act  quickly  to  inform  physicians  of  changes  in  the 
process. 

For  more  information  on  TMA’s  programs  to  assist  physicians  in  deal- 
ing with  managed  care  issues,  contact  TMA’s  health-care  financing  office  at 
(800)  880-1300,  ext  I4l4,  or  (512)  370-1414. 


million  dollar  deal  that  more  than 
doubled  the  number  ol  covered 
“lives”  controlled  by  Travelers.  Indus- 
try analysts  say  more  such  mergers  are 
expected  once  the  fate  ol  health-sys- 
tem relorm  legislation  is  known. 

On  the  other  side  ol  the  coin, 
groups  are  forming  in  the  major  met- 
ropolitan areas  of  Texas  to  create 
health  insurance  marketing  coopera- 
tives. Instead  of  serving  the  needs 
and  demands  of  large  corporations, 
these  groups  are  designed  to  provide 
employees  of  small  businesses  with 
affordable  health  coverage. 

Groups  such  as  the  Dallas-based 
Small  Business  United  of  Texas  and 
the  Houston  Healthcare  Purchasing 
Organization  are  taking  advantage  of 
the  Small  Employer  Health  Insur- 
ance Availability  Act,  which  took  ef- 
fect in  September  1993.  The  act  al- 
lows companies  with  between  3 and 
50  employees  to  come  together  to 
purchase  health  insurance  at  more  af- 
fordable rates. 

While  such  groups  aren’t  operat- 
ing on  the  scale  of  mega-mergers, 
their  presence  may  have  the  same  im- 
pact on  the  health-care  market  be- 
cause of  their  ability  to  deliver  large 
numbers  of  insured  patients  to 
health-care  delivery  systems. 

Louis  Goodman,  PhD,  TMA’s  di- 
rector of  medical  economics,  says  the 
trend  toward  mergers  will  likely  con- 
tinue in  the  next  few  years. 

“I  think,  eventually,  we  will  see  the 
hundreds  of  managed  care  companies 
floating  around  out  there  today  dwin- 
dle down  to  about  20  really  big 


ty  steady  market  shakeout,  particular- 
ly in  the  urban  markets.  There  will  be 
some  opportunities  in  smaller  markets 
and  rural  areas,  but  there  will  be  a rel- 
atively small  number  of  ‘big’  players 
when  all  is  said  and  done.” 

What  makes  bigger  better? 

Perhaps  the  most  persuasive  argu- 
ment for  ever-larger  health-care  de- 


livery systems  is  the  economy  ol 
scale,  that  is,  the  ability  to  deliver 
more  services  at  a lower  cost. 

“There  are  a couple  of  different 
ways  people  are  merging,  acquiring, 
and  integrating,”  said  Dr  McDaniel. 
“One  way  is  hospital  corporations 
buying  hospitals,  and  trying  to  con- 
trol that  segment  of  the  health-care 
market  as  much  as  possible. 
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“The  other  is  that  health-care  deliv- 
ery systems  are  buying  related  health- 
care delivery  systems  — hospitals  pur- 
chase physician  practices,  or  nursing 
homes,  or  the  like,”  he  said.  Their  aim, 
he  says,  is  to  develop  a vertically  inte- 
grated health-care  delivery  system,  or 
one-stop  health-care  shopping. 

“People  who  want  to  control  a pa- 
tient population  are  in  a position  of 
trying  to  bargain  with  health-care  de- 
liverers for  a price,”  he  said.  “So,  Co- 
lumbia/HCA  is  saying,  ‘If  I own  all  the 
hospitals  in  the  world,  then  everybody 
who  wants  a hospital  will  have  to  deal 
with  me,  and  I will  have  market  power, 
because  I own  all  the  beds.’” 

Dr  McDaniel  adds  that  such  firms 
see  more  than  just  market  power 
when  they  acquire  other  firms. 

“They  believe  that  by  being  larger 
they  can  get  economy  of  scale,  they 
can  set  up  cost-effective  protocols  for 
all  of  the  hospitals,  and  that  they  can 
deliver  high-quality  service  in  a consis- 
tent manner,”  he  said.  “They  want  to 
be  like  McDonald’s.  And  whether  you 
like  McDonald’s  or  not,  there’s  one 
thing  you  can  be  sure  of:  Wherever  in 
the  world  you  bite  into  one  of  their 
burgers,  they  taste  exactly  the  same.” 

Where  do  physicians  fit  in? 

The  role  of  physicians  in  a merged, 
acquired,  and  integrated  health- 
care system  will  be  somewhat  dif- 
ferent than  the  role  they  serve  to- 
day, experts  predict. 

How  different  it  will  be  depends 
on  wbo  you  ask. 

“For  example,  an  insurance  com- 
pany that  has  control  over  a group  of 


patients  may  eventually  say  to  a group 
of  doctors  or  a clinic:  ‘I’m  tired  of  bar- 
gaining with  you.  I want  to  own  you, 
some  way  or  the  other,”’  Dr  McDaniel 
said.  “Through  outright  ownership  or 
a contract  agreement,  they  seek  to 
control  the  physician’s  behavior  to 
maximize  the  return  they  receive  on 
their  investment.” 

**They  want  to  be  like 
McDonald’s.  And  whether 

you  like  McDonald’s  or 

not,  there’s  one  thing 
you  can  be  sure  of: 

Wherever  in  the  world 
you  bite  into  one  of 
their  burgers,  they  taste 
exactly  the  same.” 

Dr  McDaniel  says  doctors  will  lose 
some  of  their  independence  under 
such  a system,  but  they  do  have  some 
options. 

“There’s  two  ways  to  lose  indepen- 
dence. One  way  is  to  have  an  insur- 
ance company  telling  you  what  to  do. 
I think  that’s  a bad  way,”  he  said. 
“Another  way  is  to  join  into  a group 
of  physicians  where  there  is  agree- 
ment to  exchange  some  indepen- 
dence for  the  right  to  have  more  say 
over  the  way  you  practice  medicine. 

“I  think  smart  physicians  are  going 
to  do  the  latter,”  he  said,  adding  that 
by  joining  a group  practice  or  network, 
an  individual  physician  may  give  up 
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some  independence  in  order  to  gain 
some  control  over  his  or  her  fate. 

Physicians  are  rapidly  forming 
groups  and  networks,  but  according 
to  Dr  Goodman,  they  should  take 
care  to  choose  the  right  associations. 

“When  you  join  a group,  or  your 
group  merges  with  another,  physi- 
cians should  beware  of  the  potential 
clash  of  cultures  between  the  two  en- 
tities,” he  said,  noting  that  there  may 
be  different  styles  of  utilization  re- 
view and  quality  control,  treatment 
protocols,  referral  patterns,  and  pay- 
ment formulas. 

“But  the  primary  consideration  is 
the  economic  viability  of  the  hospi- 
tal, clinic,  or  group,”  Dr  Goodman 
said.  “If  they  go  down  the  drain  in  a 
couple  of  years,  so  do  you.”  ★ 


Focused  by  a collimator  helmet, 
narrow  beams  of  ionizing  gamma 
radiation  are  crossfired  through 
a target  within  the  cranium  to 
necrose,  thrombose,  or  inactivate 
abnormal  tissue. 


amma  Knife  radiosurgery 
dcKsn't  lecjuiie  tire  pirredunes 
of  conventional  craniotomy. 
Such  as  shaving  tlie  head.  Incising  and 
retrac.ting  tlie  scnlp.  Opening  tlie  skull. 
It’s  a less  invasive  fttnu  of  neurosurgery 
that's  appropriate  for  many  patients. 

Over  the  past  25  years,  tlids  unique 
treatment  modality  has  proven  effec- 
tive for  a variety  of  brain  disorders, 
including  AVMs,  meningiomas,  meta- 
static aimors,  and  acoustic  neuromas. 
It  requires  no  incision.  Only  ktcal 
anestlietic.  7\nd  mo.st  p-atients  go  home 
tire  next  day. 


Tire  advantages?  Less  risk  of  infec- 
tion or  bleeding.  Shorter  recoveiy.  Less 
costly  hospitalization.  No  hair  loss, 
lliose  tue  headaches  some  patients  cxui 
easily  do  without. 

Physicians  at  Presb^rterian  Hospital 
of  Dallas  have  used  tire  Gamma  Knife 
successfully  for  five  years.  It  rei> 
resents  the  advanced  expeiti.se  in 
neurtxsdences  artiilable  at  Presbyterian 
tcxLiy.  For  nrore  urfomration  or  patient 
refeirals,  please  call  I-8OO-8OO-4PHD. 

Presbyterian 
Hospital  of  Dallas 

A Member  ot  Presbyterian  Healthcare  System 
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Burden  of  debt 

Loans  often  inftuence  specialty  choice 
of  medical  school  graduates 

By  Mark  Richardson,  Associate  editor 


In  the  play  Hamlet,  William  Shake- 
speare wrote,  “Neither  a borrower 
nor  a lender  be.”  That  may  still  be 
sage  advice,  but  Mr  Shakespeare 
obviously  hasn’t  tried  to  finance  a medical 
education  lately. 


The  amount  of  money  the  average  medical  student 
borrows  to  complete  his  or  her  education  is  reaching 
astounding  levels,  particularly  when  compared 
to  10  or  15  years  ago.  Some  medical 
educators  think  it  has  reached  a 
level  where  it  is  affecting  stu- 
dents’ career  choices,  particu- 
larly those  who  might  want 
to  go  into  primary  care. 

According  to  respon- 
dents to  a Texas  Medical 
Association  survey  of  Texas 
medical  school  graduates  in 
1993,  the  average  student 
who  incurred  debt  during 
medical  school  graduated 
owing  more  than  $55,000 
(see  chart,  p 28). 

Nationally,  according  to  the 
American  Association  of  Med- 
ical Colleges  (AAMC),  students 
attending  private  medical 
schools  averaged  closer  to 
$75,000  debt,  with  more  than 
half  in  that  category  accumulating 
$100,000. 

There  is  little  research  into  the  effects 
such  debt  are  having  on  today’s  young  physi- 
cians. But  what  is  available  shows  that  while  only  a small 
number  of  doctors  say  the  amount  of  debt  they  had  upon 
graduation  had  a major  effect  on  their  choice  of  specialty, 
the  number  is  growing  rapidly. 

And,  both  recent  graduates  and  medical  school  hnan- 


cial  aid  officials  say  the  desire  of  physicians  to  choose 
higher  paying  specialties  such  as  surgery  or  cardiology  so 
they  can  retire  debt  sooner  is  hindering  medical  schools’ 
ellorts  to  produce  much-needed  generalists. 


“We  told  you  so  . . .” 

When  it  comes  to  handing  out  money  to  medical  stu- 
dents, Uncle  Sam  is  very  generous.  Through  a variety  of 
loan  programs,  the  federal  government  doles  out  close  to 
$1  billion  each  year  to  medical  students  in  the  United 
States,  accounting  for  about  80%  of  the 
total  money  available.  The  rest  is 
made  up  through  private  loan 
programs  administered  by  states, 
the  medical  schools  themselves, 
or  private  groups  and  medical 
societies.  (TMA’s  medical  stu- 
dent loan  program  adminis- 
ters more  than  $500,000  in 
loans  each  year.) 

But  anyone  who  knows 
the  federal  government 
knows  that  amount  of  mon- 
ey does  not  leave  its  hands 
without  a lot  of  paperwork 
and  a few  well-worded  caveats 
about  how  much  of  it  a stu- 
dent should  borrow. 

“During  our  entrance  and 
exit  counseling  sessions,  we 
are  required  to  talk  with  our 
students  about  how  they  are 
financing  their  educations,”  said 
Earl  Hudgins,  director  of  student 
financial  aid  for  the  Texas  Tech  Health 
Sciences  Center  in  Lubbock.  “We  work  with 
them  to  help  them  understand  how  much  they  are 
borrowing  and  what  that  will  mean  when  they  graduate.” 

He  says  some  students  are  more  aware  than  others  of 
the  effect  the  amount  of  debt  they  incur  will  have.  j 

“Some  students  go  through  medical  school  on  what  S 
seems  to  be  a very  small  amount  of  money,  while  others  ^ 
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A small  town  to  call  home 

By  Gene  Charleton 


The  real  town  of  Coleman,  Tex,  is  a long  way  trom 
the  fictional  television  village  of  Cicely,  Alaska. 

John  Jones,  MD,  is  even  farther  from  Dr  Joel  Fleisch- 
man,  the  main  character  in  television’s  Northern  Exposure. 

Dr  Jones  graduated  earlier  this  summer  from  the 
Texas  A&M  University  Health 
Science  Center’s  College  of  Medi- 
cine. After  completing  a residency 
in  family  medicine,  he  plans  to 
move  to  Coleman  — a small  farm- 
ing and  ranching  community 
south  of  Abilene  — to  set  up  his 
medical  practice. 

Like  Northern  Exposure’s  Dr 
Fleischman,  Dr  Jones  got  financial 
help  for  medical  school  from  a 
small  town.  But  unlike  Dr  Fleisch- 
man, Dr  Jones  is  looking  forward 
to  his  new  home. 

“To  tell  you  the  truth,  I’ve  never 
watched  Northern  Exposure,”  Dr 
Jones  said.  “As  I understand  it,  the 
Fleischman  character  feels  he  was 
roped  into  going  to  Cicely,  but  I’m  really  looking  for- 
ward to  going  to  Coleman  and  getting  started.” 

Dr  Jones  is  getting  his  chance  to  practice  medicine  in 
Coleman  because  of  a contract  with  the  MKB  Founda- 
tion, founded  by  the  late  Ellen  Beck  Knox,  a former  Cole- 
man resident.  The  foundation  paid  the  costs  of  Dr  Jones’ 
medical  education,  and,  in  return,  he  agreed  to  practice 
medicine  in  Coleman. 

“It  was  originally  limited  to  students  from  Coleman 
County  schools,”  said  E.  Beck  Knox  of  Coleman,  son  of 
the  founder  and  a member  of  the  foundation’s  advisory 
committee.  “But  there  aren’t  that  many  medical  stu- 
dents coming  out  of  Coleman  County.” 


Dr  Jones  is  the  fourth  physician  for  whom  the  foun- 
dation has  paid  medical  school  expenses,  Mr  Knox  says. 

Dr  Jones  says  living  and  practicing  in  Coleman  will 
give  him  most  of  what  he  wants  out  of  medicine  — and 
life.  “A  small  town  is  the  place  for  me  to  raise  my  kids,” 
he  said.  “1  think  it’s  the  ideal  setting 
to  raise  children. 

“You  become  a fixture  in  the 
town,  somebody  who  is  well  re- 
spected and,  hopefully,  someone 
who  is  well  known  because  of  what 
you’re  doing  for  the  town  and  the 
people  in  it.” 

In  fact,  it  was  a small-town  doc- 
tor, Gary  Nussey,  MD,  a Monahans 
family  physician,  who  convinced  Dr 
Jones  to  take  up  medicine  as  a career 
while  he  was  still  in  high  school. 

“He  said,  essentially,  ‘Come  with 
me  this  summer.  I want  to  show 
you  what  1 do,”’  Dr  Jones  said.  “1 
got  to  see  what  he  did.  He  had  hos- 
pital patients,  delivered  babies,  did 
a little  bit  of  surgery.  He  took  care  of  patients  at  the  jail. 
It  was  a good  opportunity  for  me  to  get  to  see  what 
medicine  was  truly  about.” 

Dr  Jones  wants  to  live  in  a small  town  like  Coleman, 
but  there’s  also  a practical  side  to  his  decision  to  go  there. 
The  contract  with  the  MKB  Foundation  got  him 
through  medical  school  “essentially  debt-free,”  he  says. 

“All  I owe  them  is  time,”  Dr  Jones  said.  “And  it’s 
time  doing  what  I want  to  do.” 


Gene  C H a R l.  E T O N is  the  chief  science  and  medical  writer  for 
Texas  A&M  University  in  College  Station,  photo  bv  na  iauk  hubbard 
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Debt  incurred  by  1993  Texas  medical  school  graduates 


College  Debt 

Medical  School  Debt 

Total 

Average 

Medical  School 

Primary  Care 

Other 

Primary  Care 

Other 

UTMB  Galveston 

$2,800 

$1,650 

$50,976 

$48,200 

$51,780 

Baylor 

$2,683 

$1,409 

$56,763 

$55,136 

$58,059 

UT  Southwestern 

$1,488 

$5,543 

$50,112 

S45,739 

$51,435 

UT  San  Antonio 

$5,001 

$2,379 

$57,736 

$50,304 

$57,666 

UT  Houston 

$2,188 

$4,901 

$48,831 

$50,305 

$53,256 

Texas  Tech 

$2,515 

$3,921 

$51,364 

$65,487 

$62,190 

Texas  A&M 

$976 

$2,671 

$35,767 

$49,014 

$44,214 

University  of  North  Texas 

$5,568 

$7,118 

$54,559 

$57,206 

$61,525 

All  schools 

$3,131 

S3, 797 

$51,782 

$51,853 

$55,286 

SOURCE:  TMA  Division  of  Medical  Education 

This  chart  shows  the  average  debt  incurred  by  graduates  of  the  eight  Texas  medical  schools  in  1993.  A total  of  651  first-year  resi- 
dents who  incurred  debt  were  surveyed. 


planning  to  specialize  who  might 


borrow  up  to  the  limit  every  year,” 
he  said.  “We  tell  them  that  for  every 
dollar  they  borrow  during  their  first 
year,  they  end  up  paying  back  three. 
Some  listen,  some  don’t.” 

How  much  is  too  much? 

Time  was,  20  or  30  years  ago,  when 
most  physicians  completed  a residen- 
cy, chose  a location,  borrowed 
enough  money  to  buy  some  equip- 
ment and  hire  an  office  nurse,  and 
hung  out  a shingle. 

But  in  today’s  complex  world,  the 
career  choices  are  staggering.  Not 
only  do  physicians  choose  their  spe- 
cialty but  also  the  type  of  practice. 
Should  they  join  a health  mainte- 
nance organization,  a hospital  med- 
ical staff,  a group  practice,  or  try  and 
go  solo? 

Such  questions  are  vexing  in  and 
of  themselves,  but  in  the  context  of 
choosing  a specialty  and  type  of  prac- 
tice with  a six-figure  debt  hanging 
over  their  heads,  the  decision  be- 
comes even  more  critical. 

According  to  Deborah  Greene, 
PhD,  TMA’s  director  of  medical  edu- 
cation, graduating  medical  students 
say  the  amount  of  debt  they  must  re- 
pay is  relatively  low  on  their  list  of  cri- 
teria for  choosing  a practice  location. 

“They  list  factors  such  as  quality 
of  life,  availability  of  proper  facilities, 
and  economic  potential  of  the  posi- 
tion well  ahead  of  the  amount  of 
loan  indebtedness,”  Dr  Greene  said. 
“But  it  is  a major  concern  to  many  of 
them,  particularly  those  carrying  the 
larger  amounts.” 

A study  published  in  the  June 


1 994  issue  of  Academic  Medicine  (pp 
934-937)  showed  a strong  correla- 
tion between  the  amount  of  debt  a 
student  had  and  its  influence  over  his 
or  her  choice  of  specialty. 

In  that  study,  based  on  AAMC 
surveys,  only  6.2%  of  students  overall 
were  influenced  in  specialty  choice  by 
accumulated  educational  debt.  How- 
ever, debt  was  a strong  influence  on 
12.9%  of  graduates  carrying  up  to 
$75,000,  and  it  was  a major  influence 
on  20.3%  of  those  carrying  more 
than  $75,000. 

Graduates  who  said  the  amount  of 
debt  was  an  influence  were  much 
more  likely  to  choose  higher  paying 
surgical  and  support  specialties,  ac- 
cording to  the  report. 

Mr  Hudgins  of  Texas  Tech  says 
the  burden  of  debt  is  a common 
complaint  he  hears  from  students 


otherwise  prefer  primary  care. 

“We  routinely  have  students  tell  us 
during  exit  conferences  that  they  wish 
they  could  go  into  some  type  of  gener- 
alist practice,  but  they  feel  pressure  to 
specialize  in  order  to  be  able  to  gener- 
ate enough  income  to  pay  off  their 
debts,”  he  said.  “They  tell  us,  ‘I’d 
rather  be  in  family  practice,  but  I need 
to  pay  off  this  student  loan.’  Some 
people  say  it  isn’t  a big  factor,  but  my 
gut  feeling  is  that  debt  is  strongly  af- 
fecting their  career  choices.” 

The  growth  factor 

Several  factors  are  contributing  to  the 
rise  in  the  amount  of  medical  student 
debt.  Chief  among  them  is  the  rapid 
rise  in  the  cost  of  providing  a medical 
education.  According  to  figures  com- 
piled by  The  University  of  Texas 
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Health  Science  Center  in  Houston, 
the  average  cost  of  a 4-year  medical 
education  is  just  under  $300,000,  or 
about  $74,000  per  year  per  student. 

And  that  is  for  a public  school. 
Private  medical  colleges  can  cost  con- 
siderably more,  if  not  double,  that  of 
public  schools. 

In  addition,  according  to  Mr 
Hudgins,  more  students  are  repeat- 
ing years  of  medical  school,  which 
adds  significantly  to  the  cost. 

According  to  the  Academic  Medi- 
cine study,  the  national  average  debt 
of  a public  medical  school  graduate 
has  jumped  from  about  $18,000  in 
1982-1983  to  just  over  $45,000  in 
1992-1993.  For  private  medical 
school  graduates,  the  increase  is  even 
more  dramatic:  from  $20,000  in 
1982-1983  to  just  over  $70,000  in 
1992-1993. 

All  of  which  makes  the  goal  of  in- 
creasing the  number  ol  primary  care 
physicians  that  much  more  difficult. 
Currently,  about  one  third  of  physi- 
cians are  generalists,  defined  as  lamily 
practice,  general  practice,  general  pe- 
diatrics, or  general  internal  medicine. 

Health  planners  say  that  with  the 
expected  increase  in  the  number  of 
managed  care  plans  over  the  next 
decade,  half  or  more  of  the  physi- 
cians in  the  United  States  should  be 
in  a primary  care  practice. 

Current  lending  practices  do  not 
encourage  that  trend,  according  to 
Mr  Hudgins. 

“The  current  attitude  of  the  feder- 
al government  only  pays  lip-service 
to  the  concept  of  using  the  loan  pro- 
gram to  produce  more  primary  care 


doctors,”  he  said.  “Many  of  the  in- 
centive loan  programs  force  students 
to  commit  to  a primary  care  major 
much  too  early,  and  some  very  puni- 
tive measures  are  written  in  for  those 
who  try  to  change  their  minds. 

I “It  has  the  effect  of  scaring  stu- 
dents away  from  the  very  programs 
they  are  trying  to  attract  them  to,”  he 
said.  “It’s  very  counter-productive.” 

Many  of  the  repayment  programs 
have  similar  disincentives,  Mr  Hud- 
I gins  says.  Repayment  programs  gener- 
ally place  physicians  in  federal  health 
clinics  or  other  locations  in  under- 
] served  areas  in  exchange  for  loan  for- 
giveness. Mr  Hudgins  notes  that  the 
largest  program,  sponsored  by  the  Na- 
tional Health  Service  Corps,  demands 
I a minimum  of  2 years  of  service,  even 
if  the  physician  has  less  than  that 
amount  of  debt  to  pay. 

“For  many  doctors,  the  commit- 
ment is  just  not  worth  it,”  he  said. 

I Another  repayment  program  that 
rates  high  with  some  students  is 
sponsored  by  the  Department  of  De- 
fense. It  commits  a student  to  1 year 
j of  service  for  each  year  of  medical 
[ school  for  which  the  program  pays. 

Freedom  of  choice 

' As  with  other  aspects  of  the  Ameri- 
can medical  system,  strengths  can 
j also  be  the  cause  of  many  problems. 

A generous  loan  program  allows 
the  best  and  brightest  students  in  the 
country  to  become  physicians.  But 
the  same  generosity,  coupled  with  the 
tradition  of  personal  freedom  to 
choose  one’s  career,  has  led  to  an  im- 
balance in  the  physician  supply. 
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Most  developed  nations  in  the 
world  strongly  subsidize  medical  ed- 
ucation but  also  control  the  physi- 
cian supply  in  health-care  systems 
that  are  heavily  socialized. 

State  and  national  health-care 
planners  studying  the  debt  dilemma 
say  that  while  medical  education  will 
remain  affordable  for  the  near  future, 
the  current  growth  rate  of  medical 
student  debt  must  be  slowed  to  avoid 
overburdening  future  physicians  or 
driving  potential  physicians  into  oth- 
er professions.  ★ 


The 

Foundation 
Is  In  Place. 
And  The  Building 

Has  Begun. 


The  TMA  Foundation  is  the 
philanthropic  arm  of  Texas 
Medical  Association.  Our  pur- 
pose is  to  champion  healthy  lives 
and  communities  for  Texans. 

Our  blueprint  for  success  is  to 
build  partnerships  that  address 
community  health  challenges 


TMA  members  believe  are 
important.  We  broke  new 
ground  in  our  recent  work  with 
the  statewide  immunization 
coalition. 

We  are  your  non-profit  foun- 
dation. We  value  your  trust  and 
support.  With  physicians  as  the 


cornerstone,  we  can  continue  to 
create  public-private  partner- 
ships to  fund  the  projects  you 
care  about. 

Callus  at  (800)  880-1300, 

Ext.  1372  to  learn  how  you  can 
play  a vital  role  in  the  construc- 
tion of  your  foundation. 


TMA  FOUNDATION 

Building  Partnerships  For  Healthy  Lives  - Healthy  Communities 


401  West  15th  Street  • Austin,  Texas  78701  • (512)  370-1372 


Announcing  an  important  CME-accredited  program... 

UROTREND  2000 


Sponsored  by  the  Department  of  Urology, 

College  of  Physicians  and  Surgeons  of  Columbia  University 


UROTREND  2000  is  a continuing  medical  education-accredited  program  designed  to: 
Examine  issues  and  trends  that  affect  the  practice  of  urology 
Refine  clinical  judgment  and  surgical  skills 

Expand  the  knowledge  base  to  keep  abreast  of  state-of-the-art  practice  standards 

Coming  soon  to  Texas: 


Date: 

Saturday,  October  15, 1994 
Time: 

9:00  AM  - NOON 

Steven  A.  Kaplan,  MD,  Chairperson 
Columbia-Presb\4erian  Medical  Center 
New  York,  New  York 

Culley  C.  Carson,  III,  MD 
University  of  North  Carolina-Chapel  Hill 
Chapel  Hill,  North  Carolina 

Fred  Barnes 


Faculty: 


Health  Care  Debate: 


Location: 

The  Adolphus 
1321  Commerce 
Dallas,  Texas  75202 

Ralph  V.  dayman,  MD 
Washington  University  School  of  Medicine 
St.  Louis,  Missouri 

Peter  T.  Scardino,  MD 
Baylor  College  of  Medicine 
Houston,  Texas 


Bob  Beckel 


The  New  Republic  Political  Analyst 

Washington,  DC  Washington,  DC 


To  learn  more  about  UROTREND  2000  and  to  register,  please  call  1-800-352-3255. 

There  is  no  charge  for  registration  or  CME. 

UROTREND  2000  is  made  possible  through  an  unrestricted  educational  grant  provided  by  Pfizer  Inc. 


Texas  physicians  and  physician  spouses  find  out 

by  hitting  the  campaign  trail 


T yler  attorney  Deborah  Race  stares  anxiously  over  the  shoulder  of  her  campaign 
manager,  Penny  Clarkston,  as  Ms  Clarkston  enters  county-by-county  election  returns 
into  a computer.  Mrs  Race,  the  wife  of  Tyler  physical  medicine  and  rehabilitation 
specialist  Mark  Race,  MD,  is  leading  in  the  April  12,  1994,  runoff  for  the 

Democratic  nomination  for  a seat  on  the  12th  Court  of  Appeals. 

At  10  pm,  the  contest  is  still  too  close  to  call.  Mrs  Race  continues  to  analyze  the  returns  as  they 
come  in  and  chats  nervously  with  friends  who  have  gathered  to  lend  moral  support. 

It  is  not  until  nearly  1 1 pm  that  she  gets  the  call  from  Tyler  Morning  Telegraph  reporter  Greg  Junek. 
Opponent  Ken  Barron  has  yet  to  concede,  but  the  newspaper  is  declaring  Mrs  Race  the  winner  with 
51.7%  of  the  vote. 

“I  am  excited  about  the  results,  and  very,  very  pleased  and  happy,”  a jubilant  Mrs  Race  tells  the 
reporter.  “1  appreciate  everyone  who  turned  out  to  vote.  I’m  ready  to  go  to  work  for  the  fall.” 

A few  minutes  later,  the  crowd  of  supporters  lets  out  a cheer  as  a local  television  newscaster 
conhrms  Mrs  Race’s  victory,  with  all  votes  now  counted. 

By  Ken  Ortolon,  Associate  editor 


mrs  Race’s  elation  at  her 
victory  was  a R'eling 
shared  by  several  physi- 
cians and  physician  spouses  on  pri- 
mary and  runoff  election  nights  this 
spring.  Indeed,  1994  has  been  an  un- 
precedented year  for  members  of  or- 
ganized medicine  to  jump  into  the 
political  arena  and  become  candi- 
dates for  elected  office. 

At  least  a half  dozen  Texas  Med- 
ical Association  and  TMA  Alliance 
members  are  battling  for  political 
offices  ranging  from  US  Congress  to 
the  Texas  Legislature  to  land  com- 
missioner to  appellate  court  judge. 

Win  or  lose  in  November,  all 
agree  running  for  public  office  is  an 
important  challenge  for  members  of 
organized  medicine  to  take  on. 

“A  lot  of  us  do  not  become  in- 
volved in  the  political  process  be- 
cause we  do  not  think  we  can  make  a 
difference,”  said  TMA  Alliance 
member  Harryette  Ehrhardt,  PhD, 
who  is  running  for  a state  representa- 
tive seat  from  Dallas.  “I  want  to  say 
that  it  does  matter.  If  you  care  to  get 
involved,  you  can  get  who  you  want 
elected  and  you  can  change  what  you 
want  to  change,  because  the  govern- 
ment belongs  to  us.” 

Texas  Medical  Association  Politi- 
cal Action  Committee  (TEXPAC) 
leaders  and  TMA  lobbyists  for  years 
have  urged  physicians  and  their 
spouses  to  become  more  involved  in 
politics,  including  running  for  office. 
Former  state  Rep  Mike  McKinney, 
MD,  who  served  four  terms  in  the 
Texas  House,  says  involvement  in 
elections  is  essential  for  any  group 
that  wants  to  influence  governmental 
decision-making. 

“If  you  want  to  affect  the  legisla- 
tive process,  you’ve  got  to  affect  the 
election  process,”  Dr  McKinney  told 
participants  at  a recent  political  re- 
treat cosponsored  by  TMA  and  med- 
ical specialty  societies. 

Kim  Ross,  TMA  director  of  pub- 
lic affairs,  says  Dr  McKinney’s  pres- 
ence in  the  Texas  Legislature  was  a 


major  plus  to  organized  medicine. 
Since  his  departure  from  the  legisla- 
ture after  the  1989  session,  there 
have  been  no  physicians  in  that  body. 

“We  sorely  miss  having  Mike 
McKinney  there,”  Mr  Ross  said.  “We 
desperately  need  medical  expertise  on 
the  floor  of  the  legislature  wherever 
we  can  get  it.  Legislators  — however 
well  intentioned  — have  never  spent 
a day  in  medical  school,  nevet  spent 
an  afternoon  on  the  phone  arguing 
with  a utilization  review  clerk  about 
keeping  a patient  in  the  hospital,  nev- 
er experienced  any  of  the  things  that 
make  a doctor.  Yet  they  are  empow- 
ered with  the  ability  to  determine 
who  is  a doctor,  who  is  not,  what  a 
doctor  can  and  cannot  do.  We  desper- 
ately need  the  expertise.” 

But  before  deciding  to  jump  into 
the  political  fray  on  behalf  of  organized 
medicine,  one  must  understand  that 
campaigning  for  public  office  at  this 
level  is  not  for  the  weak  at  heart.  It  is 
hard  work  requiring  long  hours.  And  it 
can  disrupt  yout  personal  and  profes- 
sional lives,  as  those  who  have  made 
that  decision  this  year  have  discovered. 


Going  by  the  book 

tMA  Alliance  member 
Harryette  Ehrhardt,  PhD,  of 
Dallas,  is  running  her  cam- 
paign for  state  representative  by  the 
book  — literally. 

Mrs  Ehrhardt,  who  is  seeking  the 
District  107  seat  left  open  when  in- 
cumbent David  Cain  opted  to  run 
for  the  state  Senate,  is  employing 
techniques  learned  years  ago  when 
she  was  waging  a race  for  the  Dallas 
school  board. 


“We  ran  that  campaign  just  like 
we  are  doing  this  one,”  said  Mrs 
Ehrhardt,  60,  wife  of  Dallas 
ophthalmologist  John  A.  “jack” 
Ehrhardt,  MD.  “We  checked  out 
books  from  the  library  and  ran  a 
grassroots  campaign.  My  sister  man- 
aged it  for  me.  I would  call  her,  and 
she  would  say,  ‘We’re  on  page  42.’ 
That  is  how  we  did  it.” 

The  books  must  have  had  the 
right  formula  because  that  campaign 
was  successful,  as  well  as  several  oth- 
ers that  Mrs  Ehrhardt  has  been  in- 
volved in. 

She  is  far  from  a political  new- 
comer, having  worked  in  past  legisla- 
tive races,  managed  a successful  cam- 
paign for  a district  judge  seat  in 
Dallas  County,  and  chaired  the  Dal- 
las Area  Women’s  Political  Caucus 
and  State  Women’s  Political  Caucus. 
Her  decision  to  tun  for  state  repre- 
sentative was  a logical  progression 
from  her  past  political  work. 

“I  made  the  decision  that  this 
would  be  a very  real  possibility  proba- 
bly 10  years  ago,”  she  said.  “But  I did 
not  want  to  tun  against  David  Cain.” 

So,  she  bided  her  time.  When 
Representative  Cain  decided  last  Au- 
gust to  run  for  the  senate,  Mrs 
Ehrhardt  was  ready. 

“I  had  already  talked  with  my 
children  because  I knew  that  David 
was  thinking  about  not  running,” 
she  said.  “So  my  children,  my  fami- 
ly, Jack,  and  I had  already  decided 
that  if  David  ran  for  the  Senate,  I 
would  run  [for  the  House  seat]. 
Therefore,  the  actual  decision  to  run 
was  made  1 hour  after  David  Cain 
announced  that  he  was  running  for 
the  Senate.” 

Mrs  Ehrhardt  has  been  on  the  run 
ever  since.  She  began  enlisting  sup- 
port from  the  Democratic  Party 
precinct  chairs  in  her  district  that  first 
day  and  immediately  began  putting 
her  campaign  together.  Her  grassroots 
strategy  had  her  out  walking  the 
neighborhoods  throughout  the  fall. 

“The  neighborhood  blocks  are  re- 


ally  the  backbone  of  the  campaign,” 
Mrs  Ehrhardt  said.  “The  first  thing  we 
did  was  identify  those  voters  who  we 
wanted  to  see.  The  voters  that  were 
selected  were  those  who  are  most  like- 
ly to  vote,  what  we  call  the  three  Ds 
— they  were  people  who  had  voted  in 
at  least  three  Democratic  primaries.” 

Using  a computer  database,  Mrs 
Ehrhardt  and  her  campaign  manager, 
Doug  Anderson,  identihed  about 
2,000  Democratic  households  in  the 
district.  Those  names  were  sorted  by 
precinct  and  street  to  develop  a neigh- 
borhood walk  list.  A card  was  prepared 
for  each  household  to  be  visited,  in- 
cluding names  of  residents,  voting  his- 
tory, age,  and  other  information. 

Mrs  Ehrhardt  knocked  on  every 
one  of  those  2,000  doors  between 
August  and  December,  but  they  were 
not  cold  calls.  Before  beginning  a 
neighborhood  walk,  Mrs  Ehrhardt 
mailed  another  card  with  her  picture 
on  it  to  each  targeted  household  in 
the  district  to  alert  them  that  she  was 
going  to  be  knocking  on  doors  with- 
in a few  days.  The  cards  helped  pave 
the  way  for  the  face-to-face  visits  and 
generated  some  name  identification. 

“So,  when  I got  there,  they  knew 
who  1 was  because  they  recognized 
me,  it  was  not  a stranger  coming  to 
the  door,”  she  said. 

Her  strategy  for  the  general  elec- 
tion is  similar.  Starting  in  September, 
Mrs  Ebrbardt  again  began  knocking 
on  thousands  of  doors  in  her  district, 
but  this  time  targeting  households 
that  are  most  likely  to  vote  in  the 
general  election. 

“Em  going  to  those  people  who 
vote  in  the  general  election,”  she 
said.  “Probably  half  of  them  are  De- 
mocrats or  a little  more  since  this  is  a 
60-plus  percent  Democratic  district. 
But,  Em  going  to  people  who  do  not 
vote  in  either  primary  so  they’re  not 
identifiable  as  either  party,  and  many 
of  them  will  be  Republicans.” 

In  between  all  the  block-walking, 
Mrs  Ehrhardt  has  a heavy  schedule  of 
meetings  with  community  groups  and 
talking  on  the  telephone  with  poten- 


tial voters  who  have  called  because  of 
campaign  materials  they  have  received 
in  the  mail.  She  estimates  she  spends 
at  least  13  hours  each  day  working  on 
the  campaign,  usually  beginning 
about  8:30  am  and  not  wrapping  up 
her  day  until  10  pm. 

Mr  Anderson  is  her  only  paid  cam- 
paign worker,  but  Mrs  Ehrhardt  has 
about  200  volunteers  who  are  helping 
in  all  phases  of  her  campaign. 

Mrs  Ehrhardt  says  keeping  up  the 
kind  of  schedule  she  has  maintained 
could  take  a tremendous  toll  on 
one’s  personal  life  if  not  for  a sup- 
portive family. 

“I  think  it  would  be  impossible  to 
do  this  if  you  had  young  children,”  she 
said.  “If  I had  Parent-Teacher  Associa- 
tion responsibilities  or  meetings  with 
teachers,  I could  not  devote  this  kind  of 
time  to  it.  If  I did  not  have  a husband 
who  was  supportive,  it  certainly  would 
be  very  taxing  on  a marriage.” 

But  Mrs  Ehrhardt’s  husband  and 
family  are  extremely  supportive.  Her 
husband  is  treasurer  of  her  campaign. 
Her  children,  including  a daughter 
who  also  is  a practicing  physician, 
helped  organize  a birrhday  fundraiser 
for  her  in  August.  Her  father  and  her 
grandchildren  help  with  the  neigh- 
borhood walks  and  sending  out  nu- 
naerous  mailings. 

Dr  Ehrhardt  says  the  campaign 
has  disrupted  their  lives,  especially 
since  five  rooms  of  their  house  on 
historic  Swiss  Avenue  in  Central  Dal- 
las have  been  converted  into  tbe  cam- 
paign headquarters. 

“It  has  added  a great  deal  of  con- 
fusion to  the  home,”  he  says. 

But  it’s  not  the  first  campaign  run 
out  of  their  home,  and  Dr  Ehrhardt 
has  no  regrets  about  backing  his  wife’s 
decision  to  run  for  the  legislature  or 
his  own  participation  in  the  campaign. 

“This  ought  to  be  happening  all 
over  tbe  state  and  the  country,”  Dr 
Ehrhardt  said.  “I  think  the  medical 
profession  is  dead  if  it  doesn’t  do  this. 
I think  we  have  essentially  destroyed 
ourselves  by  letting  everyone  else 
handle  our  destiny.” 


If  at  first  you 
don’t  succeed  . . . 

Whether  a glutton  for  pun- 
ishment or  dedicated  to 
the  concept  of  public  ser- 
vice, Houston  anesthesiologist  Kyle 
Janek,  MD,  is  making  his  second  run 
for  election  to  the  state  House  seat  in 
District  134.  In  1992,  Dr  Janek,  a Re- 
publican, was  narrowly  defeated  in  his 
bid  to  unseat  incumbent  Democratic 
Rep  Sue  Schechter. 

Dr  Janek  says  his  initial  decision 
to  seek  elective  office  was  the  result  of 
a “put  up  or  shut  up”  situation. 

“Part  of  it  is  that  I disagree  with 
the  way  the  job  has  been  done  by 
some  other  people,”  Dr  Janek  said. 
“At  some  point  you  need  to  look  at 
yourself  and  say,  ‘OK,  you’ve  got  so 
many  great  ideas,  why  don’t  you  go 
do  it?’  Some  people  can  do  that, 
some  people  cannot  for  family  rea- 
sons, professional  reasons,  whatever.  I 
found  myself  in  a position  where  I 
am  able  to  do  it.” 

Dr  Janek’s  campaign  is  organized 
very  similarly  to  that  of  Mrs 
Ehrhardt’s.  He  knocked  on  thousands 
of  doors  during  the  primary  campaign 
and  expects  to  knock  on  thousands 
more  throughout  the  fall.  Dr  Janek 
also  spends  many  lunch  hours  and 
evenings  meeting  with  chambers  of 
commerce,  civic  organizations,  and 
Republican  party  groups. 

“Any  time  there’s  a group  of  10  or 
1 5 people  who  want  to  hear  a politician 
yak  about  himself,  then  I go,”  he  said. 

The  major  difference  in  the  two 
campaigns  is  that  Dr  Janek  is  jug- 
gling his  full-time  medical  practice 
and  his  campaign. 
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“It  makes  a diHerence  that  I am  a 
hospital-based  physician,”  Or  Janek 
said.  “I’m  in  a large  group  practice.  1 
can’t  imagine  how  1 would  do  it  il  1 
had  my  own  patients  to  see  each  day.” 

Still,  Dr  Janek’s  days  are  very 
biKsy.  A lull  surgical  schedule  during 
the  day  is  usually  broken  only  by  an 
occasional  lunch  or  breakfast  meet- 
ing. “The  group  has  been  very  gener- 
ous in  letting  me  get  out  an  hour  or 
two  each  day  to  go  to  the  lunches  or 
breaklasts,  then  I make  up  the  time 
later  on,”  he  said. 

At  the  end  ol  the  medical  work- 
day — which  can  be  anywhere  from 
3 to  8:30  pm,  depending  on  his 
surgery  schedule  — the  campaign 
work  begins.  “If  there  are  daylight 
hours  left,  then  I just  go  and  walk 
and  knock  on  doors.”  Weekends  also 
are  taken  up  with  block-walking  or 
other  campaign  activities. 

By  the  time  election  day  rolls 
around.  Dr  Janek  says  he  will  have 
used  up  all  his  vacation  time  plus 
probably  take  some  unpaid  leave  from 
his  practice.  Or,  he  might  do  what  he 
did  in  his  first  campaign  — spend 
countless  nights  on  call  to  free  time 
during  the  day  for  his  campaign. 

“Last  time,  there  was  a 2-week  pe- 
riod in  which  I took  call  every 
night,”  he  said.  “That  meant  I was 
off  at  7 o’clock  each  day.  So  I would 
work  from  7 or  8 at  night  till  7 in 
the  morning,  go  home  and  sleep  un- 
til about  1 1 o’clock,  and  then  start 
walking  and  knocking  on  doors  at 
noon.  I would  keep  up  that  pace  un- 
til about  6 or  7 o’clock  in  the 
evening,  at  which  time  I’d  go  back  to 
the  hospital.”  That  schedule  takes  its 
toll.  Dr  Janek  concedes.  “You  can’t 
keep  up  that  pace  indefinitely.” 

While  Dr  Janek  says  one  might 
“question  the  wisdom”  of  someone 
who  goes  to  those  lengths  to  run  a 
campaign,  he  believes  the  experience 
is  worth  it,  and  he  feels  he  has  an  ex- 
cellent chance  to  win  this  campaign. 

“One  of  the  things  that’s  going  to 
help  us  greatly  this  time  is  we  are  not 
going  to  have  to  run  against  an  in- 


cumbent, especially  a popidar  in- 
cumbent,” he  said.  “1  think  we  are 
three  lourths  ol  the  way  there. 
Having  run  belore,  my  name 
recognition  is  good.  Even  though 
I lost  last  time,  a lot  ol  the  incum- 
bent’s supporters  are  coming 
around  and  supporting  me  now. 
With  the  name  recognition  I gar- 
nered last  time  and  the  amount  ol 
work  1 will  put  in  this  time,  I really 
believe  it’s  mine  to  lose.” 

That  does  not  mean  he  is  tak- 
ing his  Democratic  challenger 
lightly,  however. 

“Nothing  is  a slam  dunk  in  pol- 
itics,” he  said.  “You’ve  got  to  get 
out  and  run  every  campaign.  Like 
they  say,  you  run  opposed  or  run 
scared.  Those  are  the  only  two  ways 
to  do  it.” 


Race  joins  the  race 

tMA  Alliance  member  Debo- 
rah Race  is  running  in  a com- 
pletely different  type  of 
contest  than  Mrs  Ehrhardt  and  Dr 
Janek.  Judicial  elections  typically 
involve  low  voter  interest.  And 
there  are  no  clear-cut  issues  beyond 
the  candidates’  qualifications. 

“One  contrast  is  that  you  are  ex- 
pected in  a state  representative  or 
Senate  race  to  have  specific  stands 
and  philosophies.  You’re  basically 
running  on  a platform,”  Mrs  Race 
said.  “Whereas  in  a judicial  race,  you 
don’t  have  that  and  you  shouldn’t.  A 
judge  is  supposed  to  rule  on  each 
case  as  it  comes  in  and  not  go  into 
office  with  any  set  platform.” 

Still,  Mrs  Race,  an  attorney  who  is 
seeking  an  open  seat  on  the  bench  of 
an  appellate  court  before  which  she  fre- 


From  top  to  bottom:  Gene  Fontenot,  MD, 
addresses  a Republican  candidates  rally  in 
Houston;  Harryette  Ehrhardt,  PhD,  chats 
with  a prospective  voter  during  door-to- 
door  campaigning;  Kyle  Janek,  MD,  right, 
hammers  yard  signs  into  place  with  his 
campaign  manager,  Allen  Blakemore; 
Deborah  Race,  second  from  left,  gets  elec- 
tion results  by  telephone  while  campaign 
workers  and  supporters  look  on. 
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quently  argues  cases,  has  worked  hard 
to  take  her  campaign  to  the  voters. 

Because  the  12th  Court  of  Ap- 
peals covers  18  counties,  Mrs  Race 
has  not  relied  on  block-walking  as  a 
major  campaign  strategy.  She  has 
knocked  on  doors,  but  has  spent 
more  time  appearing  at  county  fairs, 
festival  parades.  Democratic  club 
meetings,  and  other  functions.  Those 
types  of  appearances  will  continue 
throughout  the  fall  campaign.  And 
newspaper  and  outdoor  advertising 
will  be  a key  element  of  the  general 
election  campaign. 

“I’m  just  trying  to  get  people  a lit- 
tle more  interested  in  and  educated 
about  the  court,”  she  said.  “Sadly, 
there  is  not  much  interest  in  the  judi- 
cial races.  People  seem  to  know  more 
about  their  state  representatives  be- 
cause they  might  be  able  to  do  some- 
thing for  them.  Most  people  aren’t 
hoping  or  wanting  to  get  into  court.” 

The  amount  of  time  required  to 
present  herself  to  voters  in  all  18  coun- 
ties caused  Mrs  Race  to  cut  back  her 
professional  schedule  during  the  prima- 
ry and  runoff  campaigns.  This  sum- 
mer, she  returned  to  work  full  time  but 
expected  to  cut  back  again  this  fall. 

“When  I first  decided  to  get  into 
this,  I thought  I was  real  fortunate 
that  I specialize  in  appeals,”  she  said. 
“I  assumed  I’d  be  able  to  get  the  ap- 
peals in  and  campaign.  That’s  not 
true.  Starting  about  the  first  of  the 
year,  I quit  taking  any  new  work  at 
all  and  pretty  much  curtailed  my 
practice  back  to  the  few  matters  that 
were  pending.” 

The  campaign  also  has  taken  over 
her  personal  life  — and  that  of  her 
husband,  Mark  Race,  MD,  — to  a 
large  extent. 

“It  really  has  been  our  life  since 
September,”  Mrs  Race  said.  “My  hus- 
band has  been  extremely  supportive 
and  participates  100%  when  he  can.” 

While  Mrs  Race  says  the  cam- 
paign is  an  experience  she  would  not 
trade,  it  has  not  all  been  pleasant. 
During  the  runoff  campaign,  Mrs 
Race’s  opponent  leveled  some  per- 


sonal attacks  at  her.  Some  have  been 
as  petty  as  the  fact  that  Mrs  Race 
originally  is  from  Dallas  and,  there- 
fore, an  outsider  in  the  district. 

“If  the  worst  thing  he  can  say 
about  me  is  that  I’m  from  Dallas, 
that’s  OK,”  Mrs  Race  said. 

Still,  she  says  any  candidate  has  to 
be  prepared  for  a loss  ol  privacy  and 
not  be  thin-skinned. 

“You  do  have  to  toughen  up,”  she 
said.  “You’ve  got  to  be  able  to  take  it.” 


Don’t  get  mad, 
run  for  office 

eighteen  months  ago.  Gene 
Fontenot,  MD,  of  Houston, 
had  no  intentions  of  entering 
politics.  That  was  before  he  attended 
a meeting  about  public  education. 
The  father  of  two  children  ages  12 
and  13  says  what  he  heard  at  that 
meeting  stirred  him  to  action. 

“I  heard  these  bureaucrats  from 
the  education  establishment  talk 
about  educating  our  children,  and  it 
opened  my  eyes,”  said  Dr  Fontenot, 
58,  a former  general  practitioner  who 
left  active  practice  in  1984  to  concen- 
trate on  his  business  interests. 

“As  a parent,  I know  what  I want 
my  children  to  learn.  Yet  they  had  a 
concept  entirely  different  from  what  I 
wanted.  They  were  pushing  not  only 
their  theories  about  education  but 
their  political  agenda  on  me,”  he  said. 
“After  that  meeting,  I said  to  myself, 
‘Hey,  I’m  going  to  run  for  any  type  of 
office,  whether  it’s  state  board  [of  ed- 
ucation], state  representative,  state 
senator,  or  Congress.” 

The  chance  to  run  that  presented 
itself  turned  out  to  be  US  representa- 
tive in  the  25th  Congressional  Dis- 


trict in  Houston.  Dr  Fontenot 
jumped  into  that  race  in  August 
1993  when  incumbent  Democrat 
Mike  Andrews  decided  to  run  for  the 
US  Senate.  Dr  Fontenot,  a Republi- 
can, survived  a crowded  GOP  prima- 
ry race  and  now  faces  Democrat  Ken 
Bentsen  in  the  general  election. 

Being  new  to  the  political  arena. 
Dr  Fontenot  sought  professional  help 
to  organize  his  campaign.  Working 
with  a campaign  manager  and  profes- 
sional political  consultant,  he 
mapped  out  a strategy  that  included 
21  specific  steps. 

“We  knew  what  we  had  to  do.  We 
did  every  one  of  them  during  the  2 
months  before  the  primary  election 
date,”  Dr  Fontenot  said. 

Those  steps  included  radio  adver- 
tising to  build  name  recognition  and 
block-walking  to  get  face-to-face 
contact  with  voters.  Perhaps  most 
importantly,  however,  was  identify- 
ing the  issues  of  the  campaign,  Dr 
Fontenot  says. 

“We  did  a poll  and  found  out  the 
issues  that  were  the  concerns  of  the 
district,”  Dr  Fontenot  said.  “We  set 
out  four  issues  that  were  the  concerns 
of  the  district.  They  were  the  con- 
cerns mentioned  by  80%  to  90%  of 
those  polled.” 

The  issues  were  crime,  the  econo- 
my, wellare  reform,  and  term  limits. 

“We  kept  those  issues  in  front  of 
us,  and  we  didn’t  vary  it  one  bit,”  Dr 
Fontenot  said.  “Those  issues  were 
written  down  in  late  October  1993, 
and  those  issues  are  still  the  same 
we’re  talking  about  today.” 

Like  the  other  candidates.  Dr 
Fontenot  has  put  in  long  hours.  He 
starts  early,  spending  much  of  his 
mornings  in  meetings  or  at  his  cam- 
paign headquarters  making  calls  to 
voters.  His  afternoons  are  spent  walk- 
ing the  district.  He  and  his  wife, 
Reina,  knock  on  about  70  to  80 
doors  a day.  In  the  evenings.  Dr 
Fontenot  attends  functions  such  as 
Rotary  Club  barbecues.  His  cam- 
paign day  rarely  ends  before  1 0 pm. 

Those  efforts,  he  says,  have  gar- 
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nercd  considerable  support  and  cam- 
paign volunteers  from  Republican 
women’s  groups,  Hispanic  organiza- 
tions, churches,  and  even  some  con- 
servative Democrats. 

Campaigning  fidl  time  since  the 
primaries.  Dr  Fontenot’s  hectic  sched- 
ule has  meant  he  has  had  to  push  his 
business  concerns  aside.  He  is  part 
owner  of  Cypress  Fairbanks  Hospital 
and  also  hold  s interests  in  other 
health-care  facilities,  such  as  physician 
office  buildings.  He  has  been  able  to 
devote  the  necessary  time  away  from 
his  business  because  of  supportive 
partners.  Dr  Fontenot  says. 

Dr  Fontenot  says  he  likes  his 
chances  of  victory  even  though  the  dis- 
trict has  voted  Democratic  in  the  past 
and  despite  the  fact  that  his  opponent 
has  a well-known  political  name.  Ken 
Bentsen  is  the  nephew  of  US  Treasury 
Secretary’  Lloyd  Bentsen. 

“The  district  is  a conservative  dis- 
trict,” he  said.  “Approximately  37% 
said  they  would  vote  for  the  Republi- 
can regardless  of  who  she  or  he  is, 
36%  said  they  would  vote  for  the 
Democrat,  and  the  rest  are  indepen- 
dents. But  the  independents,  the  De- 
mocrats, and  the  Perot  voters  are  also 
conservative.  We’re  finding  that  out 
on  our  walks.” 


It’s  not  whether 
you  win  or  lose  . . . 

at  least  three  other  candidates 
with  ties  to  organized  medi- 
cine are  running  for  office  in 
Texas  this  year.  Republican  Marta  Grey- 
tok,  wife  of  Seabrook  family  physician 
Francis  J.  Greytok,  MD,  is  challenging 
incumbent  Garry  Mauro  for  land  com- 
missioner. Mrs  Greytok  has  had  a 


lengthy  term  in  an  appointed  position 
on  the  Public  Utility  Gommission. 

Marv  Ann  Rios,  wife  of  McAllen 
plastic  surgeon  Luis  M.  Rios,  MD, 
also  is  running  as  a Republican  against 
Democratic  state  Rep  Eddie  de  la 
Garza  in  state  House  District  40.  Fi- 
nally, Republican  Mike  Blankenship, 
MD,  of  I’exarkana,  is  attempting  to 
unseat  US  Rep  Jim  Ghapman  in  the 
1st  Congressional  District.  Ironically, 
Congressman  Chapman  is  considered 
a staunch  friend  of  organized  medi- 
cine and  has  been  endorsed  over  Dr 
Blankenship  by  TEXPAC. 

Despite  the  hardships  and  disrup- 
tions of  personal  and  professional 
lives,  all  of  the  candidates  voiced  no 
regrets  about  getting  into  the  politi- 
cal arena.  In  fact,  they  unanimously 
encourage  other  physicians  and 
physician  spouses  to  become  more 
involved  in  politics,  whether  it  be 
working  in  someone  else’s  campaign 
or  running  for  office  themselves. 

“It  is  imperative  that  physicians 
get  involved  in  the  political  process,” 
Dr  Eontenot  said. 

If  you  are  unsure  about  launching 
a campaign  of  your  own,  get  involved 
in  someone  else’s  race,  Mrs  Ehrhardt 
advises.  “Choose  someone  you  agree 
with,  someone  you  like,  someone 
whose  campaign  you  want  to  be  a 
part  of,”  she  said.  “After  you  get  in- 
volved in  somebody’s  campaign,  you 
are  the  person  they  look  to  for  help 
making  decisions.” 

If  you  decide  to  throw  your  own 
hat  into  the  ring,  you  better  have 
plenty  of  support.  Dr  Janek  says. 

“You  need  the  support  of  your 
family,  the  support  of  your  friends, 
and  the  support  of  your  practice 
partners,”  said  Dr  Janek.  “If  you  look 
and  see  you  have  that  support,  then  I 
think  you  should  do  it.  It’s  a great  ex- 
perience. You  learn  a lot,  you  get  a 
different  perspective  on  life. 

“Once  you  decide  to  do  it,  it’s  got 
to  be  full  steam  ahead,”  he  said. 
“You’re  wasting  your  time  and  every- 
one else’s  time  if  you  don’t  make  a 
100%  commitment  to  try  to  win.”  ★ 


US  News  & 
World  Report 
calls  us  one 
of  the  top 
psych 

hospitals  in 
the  country 

(\bu  can  call  us  any  time.) 

Timberlawn  has  been 
named  by  US  News 
& World  Report  as  one 
of  the  top  hospitals  for 
psychiatric  care  in  the 
United  States.  In  its 
annual  survey  of  1700 
hospitals,  Timberlawn 
ranked  number  14  for 
psychiatric  care. 
Timberlawn  was  the 
highest  ranking 
psychiatric  hospital  in 
Texas  and  the 
Southwest. 

If  you  are  looking  for 
excellence  in  psychiatric 
care,  you’re  looking 
at  the  right  place. 

Call  us.  We  can  help. 

(214)  381-7181 


timberlawn 

Mental  Health  System 

Deciiaited  to  patient  care,  education  and  research  since  1917 

4600  Samuell  Blvd.  • P.O.  Box  151489 
Dallas,  Texas  75228 
(214)  381-7181 
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Practice 

Opportunities  in 
Texas 

North  Texas.  Hospital  seeking 
Family  Practitioners  to  work  as 
employees  in  a group  setting.  The 
groups  are  between  3 to  6 and  will 
office  out  of  their  Urgent  Care  Center. 
Salary  $100-$  140,  24-days  vacation, 
5-days  paid  CME;  paid  health,  dental, 
life,  and  malpractice  insurance.  Must 
be  Board  Eligible  and  planning  on 
obtaining  certification. 

> Large  private  hospital  system 
looking  for  Family  Practitioners  to 
grow  with  them  into  a virtually 
untapped  service  area  in  the  Dallas/Fort 
Worth  Metroplex.  Affiliated  hospital 
licensed  for  200  beds.  First  year 
income  guarantee  $120,000.  Shared 
call:  1 in  6 to  8.  Must  be  Board 
Eligible  with  plans  to  obtain 
certification. 

Central  Texas.  San  Antonio 
hospital  searching  for  physicians  to 
join  a group  of  two.  Shared  call:  1 in 
6.  Income  $120,000  first  year.  Three 
weeks  vacation.  Five  days  CME, 
$1,500  toward  CME.  Paid  health, 
dental,  life  and  disability.  Malpractice 
and  relocation  also  paid.  Must  be 
Board  Eligible  and  planning  to  take 
boards  within  1 year. 

West  Texas.  Community,  south 
of  Odessa,  seeks  physician  to  provide 
full  service  Family  Practice,  including 
OB/Gyn.  Shared  call:  1 in  3.  Income 
guarantee  of  $ 1 20  to  $ 1 30. 


Staff  Emergency  positions  available 
in  Snyder,  Texas.  Level  3 Emergency 
Department  with  7,000  visits  per  year. 
ACES  Certification  and  low-volume 
Emergency  Room  experience  required. 
Hourly  pay  plus  paid  malpractice. 
Ideal  candidate  must  be  willing  to 
relocate  to  the  area. 


East  Texas.  Emergency  Medicine 
Medical  Director  position  available  in 
Palestine,  Texas.  Level  3 Emergency 
Room  with  8,200  annual  visits.  Must 
be  Board  Eligible  and  ACES  Certified. 
This  modern  hospital  is  less  than 
10-years  old.  Top  of  the  line  medical 
equipment.  Hourly  pay  with  Medical 
Director  stipend.  Paid  malpractice 
insurance.  Must  be  willing  to  relocate 
to  the  area. 

Southeast  Gulf  Coast.  Rural 

community  near  Houston  seeking 
several  Family  Practitioners  to  work  in 
group  setting.  Income  guarantee 
$120-$140.  Must  be  Board  Eligible 
with  plans  to  obtain  certification. 

> Small  city  on  Texas/Louisiana  border 
seeks  Primary  Care  Physician  to  work 
as  solo  or  associate  practitioner. 
Income  guarantee  $120-$  150. 


Large  city  on  Texas  coast  seeks 
several  Family  Practice  physicians  for 
associate  positions.  Income  guarantee 
$120-$150. 

> Group  practice  south  of  Houston 
seeks  Family  Practitioner  to  join  their 
busy  practice.  This  cohesive  group 
offices  in  three  small  communities. 
First  year  salary  is  $100--$120.  Buy  in 
after  two  years.  Paid  vacation, 
malpractice,  and  health  insurance.  Paid 
CME.  Shared  call:  1 in  4. 

South  Texas/Valley  Area. 

Rapidly  growing  community  seeks 
Family  Practitioners  to  join  group 
practices  in  the  South  Padre  Island 
area,  income  guarantee  is  $110-$  120. 
Bi-lingual  or  Spanish  a plus. 

> Multi-specialty  group  close  to  Port 
Isabel  seeks  Family  Practitioners  to 
join  their  busy  practice.  First  year 
income  $115-$135.  Second  year 
income  $160-$  165.  Stock  options  after 
1 year.  Twenty  days  paid  vacation. 
Paid  health,  life,  and  malpractice 
insurance.  American,  Texas  and 
County  Medical  Society  Memberships 
paid.  Must  be  Board  Eligible  or  Board 
Certified. 


\ If  you  are  interested 

in  learning  more  about 
these  practice  opportunities 
or  others  which 

EmCare  Physician 
Staffing  Services 

IS  currently  representing, 
please  contact: 

Jeannie  Doolan 
Physician  Recruiter 

1-800-535=9535 
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Jim  Gilmore,  MD 

Fascinated  by  the  past,  searchifigfor  beauty 

Bv  Beth  Gradov 


Given  his  own  particular  history,  it  probably 
was  inevitable  that  Jim  Gilmore,  MD, 
would  be  a person  always  glancing  over  his 
shoulder  for  a loving  look  at  the  past. 


Born  in  1937  in  East  Texas’  Houston  County,  in  a 
community  called  Augusta  that  no  longer  exists,  Dr 
Gilmore  knew  a childhood  steeped  in  history. 

“I  lived  close  to  my  maternal  grandfather,  who  lived  in 
a house  that  had  been  a lort  early  in  this  state’s  history,” 
Dr  Gilmore  said.  “And  just 
2 miles  away  stood  the  first 
Spanish  mission  in  East 
Texas,  built  in  1690.  ” 

The  fort-turned-home- 
stead  once  served  as  a stage- 
coach stop  between  New 
Orleans  and  San  Antonio  on 
the  route  traveled  first  by 
the  Spanish  settlers.  During 
Dr  Gilmore’s  childhood,  it 
became  the  birthplace  of  a 
fascination  with  the  past 
that  would  occupy  him  well 
into  the  future. 

His  grandfather  told  him 
stories  of  early  Texas,  and 
his  jack-of-all-trades  father 
passed  on  to  him  his  interest 
in  archaeology  and  history, 
especially  family  history.  It  was  through  him  that  Dr 
Gilmore  learned  his  own  interesting  genealogy. 

Marching  into  history 

Dr  Gilmore’s  ancestor,  Thomas  Gilmore,  wasn’t  born  in 
Texas,  but  he  got  here  as  last  as  he  could. 

“He  came  as  a young  man  in  1833  to  Victoria  during 
s the  Stephen  E Austin  colonization,  when  the  Republic  of 


Beth  Gr.'VDDY,  based  in  New  York,  NY,  is  a former  associate  editor 
^ o/ Texas  Medicine. 


Mexico  ruled  Texas,”  Dr  Gilmore  said. 
“He  fought  in  the  Texas  War  of  Inde- 
pendence in  Sam  Houston’s  army.” 

Thomas  Gilmore  was  carrying  on 
a tradition  he  had  learned  from  his 
father,  )ohn  Gilmore,  a tradition  he 
would  pass  to  his  son.  In  fact,  since  their  emigration  from 
Ireland  along  with  other  Scots  in  about  1733,  almost 
every  generation  of  Gilmores  has  sent  a son  off  to  war. 

Thomas  Gilmore’s  father,  John  Gilmore,  whose  parents 
had  settled  in  Lancaster  County,  Pennsylvania,  fought  in  the 

American  Revolution.  His  par- 
ents were  killed  in  the  French- 
Indian  War.  Even  now,  the 
Daughters  of  the  American 
Revolution  (DAR)  decorate 
his  grave  in  Alabama. 

After  settling  on  about 
6,000  acres  of  land  he  received 
from  the  Republic  of  I’exas 
Army  in  reward  for  his  service, 
Thomas  had  several  children. 
His  namesake  son  and  Dr 
Gilmore’s  direct  ancestor 
fought  in  the  Civil  War  on  the 
side  of  the  Confederacy  with 
the  Texas  21st  Infantry. 

Although  he  wasn’t  in  Eu- 
rope, Dr  Gilmore’s  father 
served  in  the  Army  during 
World  War  I,  and  his  father’s 
brother  was  a decorated  Marine  during  the  Iwo  Jima  cam- 
paign of  World  War  II. 

“I  was  drafted  into  the  US  Air  Force  as  a medical 
officer  during  the  Vietnam  conflict,”  Dr  Gilmore  said.  He 
served  in  the  Strategic  Air  Command  in  North  Dakota. 

Of  the  direction  in  which  the  family’s  patriotism  has 
led.  Dr  Gilmore  said,  “I  don’t  know  whether  it’s  good  or 
it’s  bad.”  But  it  makes  for  interesting  genealogy. 

“The  second  Thomas  Gilmore  was  my  great-grand- 
father. His  weapon,  a six-shooter,  has  been  passed  down 
through  my  family,”  Dr  Gilmore  said.  “The  gun  was  a gift 
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to  me  from  my  father,  James  E. 
Gilmore.  He  was  the  oldest  son  of 
my  grandfather,  George  Washington 
Gilmore,  and  I was  the  only  grand- 
son with  the  last  name  Gilmore.” 

Dr  Gilmore’s  only  son,  Scott 
Chapman  Gilmore,  stands  next  in 
line  for  the  heirloom  six-shooter. 

Mining  the  past  as  military 
archaeologist 

As  Dr  Gilmore  has  learned,  inherit- 
ing a piece  of  the  past  isn’t  the  only 
way  to  collect  artifacts.  Through  ex- 
tensive reading  and  self-teaching,  he 
has  become  an  amateur  historian  and 
archaeologist. 

“I’ve  met  and  talked  with  people 
from  various  universities,”  he  said, 
adding,  “Mine  is  basically  a self- 
taught  interest.” 

He  has  participated  in  about  15 
military  and  nonmilitary  excavation 
projects,  and  has  visited  the  sites  of 
about  100  more.  His  hobby  has  tak- 
en him  to  sites  in  Texas  and 
Louisiana  and  as  far  away  as  Turkey, 
where  he  discovered  his  oldest  arti- 
facts so  far,  two  Roman  coins  minted 
circa  300  AD. 

“National  and  state  historical  sites 
are  illegal  to  excavate  unless  under 
the  direction  of  professional  archae- 
ologists,” he  said.  “Most  of  the  places 
we  have  looked  are  outside  that 
purview  and  off  the  beaten  track, 
and  appropriate  information  is 
passed  to  interested  historians.” 

Among  his  finds  are  military  uni- 
form buttons  made  of  brass,  old 
coins,  and  bullets.  It  isn’t  hard  to 
imagine  Dr  Gilmore,  whose  large 
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hands  are  considered  by  many  as  par- 
ticularly graceful  and  sensitive,  pluck- 
ing a minnie  ball  from  the  dirt  of 
some  Civil  War  battlefield  and  exam- 
ining it  with  surgical  precision. 

“Four  or  five  years  ago  we  were 
working  on  a site  in  South  Texas  and 
we  came  across  a 1788  Spanish  real,” 
he  said. 

Because  multiple  groups  may  have 
occupied  any  given  piece  of  land,  he 
says,  he  also  has  uncovered  fossil  re- 
mains and  Native  American  relics. 

Medicine  as  art: 

the  idea  of  shape  and  form 

Not  surprisingly.  Dr  Gilmore  is 
something  of  an  aesthete.  Not  only 
does  he  appreciate  artifacts  for  their 
history,  he  enjoys  art  for  its  beauty. 

“I  like  the  idea  of  shape  and  form,” 
he  said,  adding,  “Art  is  just  another 
adventure.”  That’s  especially  true 
when  the  pursuit  of  it  involves  not 
only  looking  but  traveling.  His  jour- 
neys have  carried  him  to  such  places  as 
the  Amazon,  China,  and  India. 

“Visiting  places  such  as  India’s  Taj 
Mahal  has  helped  me  in  developing 
ideas  about  cultural  and  racial  differ- 
ences, and  also  the  existence  of  beau- 
ty,” he  said. 

H is  aesthetic  sensibility  isn’t  re- 
served for  vacations  and  hobbies, 
however.  The  “existence  of  beauty”  is 
central  to  his  practice  in  the  area  of 
medicine  that  most  concerns  itself 
with  the  idea  of  shape  and  form  — 
plastic  surgery. 

“Actually,  I started  out  in  head 
and  neck  surgery  and  otolaryngolo- 
gy,” he  said.  “That  area  gives  a lot  of 
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study  to  the  areas  I’ve  moved  into.” 

Early  in  his  career  as  an  otolaryn- 
gologist, Dr  Gilmore  performed  a 
great  deal  of  reconstructive  and  gen- 
eral surgery  on  cancer  and  trauma 
patients,  doing  a small  amount  of 
surgery  for  purely  cosmetic  reasons. 
As  the  aesthetics  of  plastic  surgery  be- 
came more  and  more  popular,  his  pa- 
tient mix  began  to  reflect  his  superla- 
tive skill  in  that  area. 

By  the  mid-1970s,  half  his  pa- 
tients saw  him  for  cosmetic  surgery, 
and  in  1981,  when  his  practice  had 
become  limited  almost  entirely  to 
cosmetic  surgery,  Texas  Monthly  re- 
ferred to  him  as  “a  rising  star  in  the 
firmament  of  cosmetic  surgery.” 

Given  the  reputed  exquisiteness  of 
Dr  Gilmore’s  work,  it’s  a pity  that 
craftsmanship  in  the  human  face  does 
not  endure  the  way  fine  art  does.  ★ 


Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 
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On  the  books  - finally 

New  federal  rides  interpret  1986  law 
regarding  patient  transfers 

By  Hugh  M.  Barton,  JD,  TMA  assistant  general  counsel 


ew  federal  patient  transfer  rules  — the  long- 
awaited  interpretation  of  a law  intended  to 
address  the  alleged  problem  of  for-profit 
hospitals  transferring  indigent  patients  to 
public  hospitals  without  adequate  medical  justification  — 
became  effective  on  July  22,  1994. 


Called  “interim  final  rules,”  the  regulations  interpret 
the  Emergency  Medical  Treatment  and  Active  Labor  Act 
(EMTALA)  (1,2).  Passed  in  1986,  the  act  has  been  the 
subject  of  much  controversy  and, 
until  now,  widely  varying  inter- 
pretations (3-5).  I 

This  is  the  second  set  ol 
rules  published  by  the 
Health  Care  Financing  | 

Administration  (HCFA) 
on  the  subject.  The  first 
set  was  proposed  in 
1988,  but  lor  various  rea- 
sons was  never  finalized  (6). 

The  Texas  Medical  Associa- 
tion commented  extensively  on 
the  prior  proposed  rules.  The  new 
rules  generally  track  the  statute  as 
amended  in  1991  but  provide 
some  useful  clarifications. 

The  basic  requirements 
ol  EMTALA  remain  un- 
changed and  may  be  sum- 
marized simply;  Any  person 
who  comes  to  a hospital  emergency  department  and 
asks  to  be  examined  must  be  given  an  “appropriate  med- 
ical screening  examination”  to  determine  if  an  “emer- 
gency medical  condition”  exists.  When  such  a condition 
is  discovered,  the  hospital  must  either  provide  treatment 
to  stabilize  it  or,  if  not  able  to  do  so,  transfer  the  patient 
to  another  medical  facility  that  can  treat  the  condition. 

The  act  testricts  transfer  of  patients  whose  emergency 
medical  conditions  have  not  been  stabilized.  A hospital  may 


not  transfer  such  a patient  unless  a 
physician  certifies  that  the  benefits  of 
the  transfer  outweigh  its  risks  or  unless 
the  patient  requests  a transfer.  In  addi- 
tion, the  transfer  must  be  done  using 
qualified  personnel  and  transportation 
equipment,  and  the  receiving  hospital 
must  agree  to  accept  the  patient  and 
provide  treatment. 

Suspected  violations  are  investigated  by  HCEA  through 
the  Texas  Department  of  Health  (TDH),  the  US  Depart- 
ment of  Health  and  Human  Services  (HHS)  Office  of  In- 


spector General,  and  the  HHS 
Office  of  Civil  Rights. 

The  range  of  potential  sanc- 
tions under  EMTALA  is  broad. 

, Physicians  and  hospitals  are 
subject  to  civil  monetary 
penalties,  and  hospitals  also 
are  subject  to  termination  of 
Medicare  provider  agree- 
ments. In  addition,  private 
civil  suits  against  hospitals 
(but  not  physicians)  are  au- 
thorized. The  new  rules  clari- 
fy the  enforcement  and  sanc- 
tioning process  somewhat. 


Q:  When  does  a hospital’s 
duty  to  provide  a screening 
examination  begin? 

A:  When  a person  “comes  to 
the  emergency  department,”  which 
generally  is  viewed  as  when  the  person 
arrives  on  hospital  property.  Also  included  is 
a person  carried  in  a hospital-owned  and  -operated  ambu- 
lance, even  if  the  person  is  not  physically  on  hospital 
grounds  (7). 


Q:  Can  a hospital  deny  a person  emergency  department  ^ 
services  because  he  or  she  did  not  actually  enter  the  emer-  f 
gency  department?  < 
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As  long  as  a person  is  on  hospital  property 
and  asks  to  be  examined  or  treated  for  a 
medical  condition,  the  hospital  has  a duty 
to  provide  a screening  examination. 


A:  No.  As  long  as  a person  is  on  hos- 
pital property  and  asks  to  be  examined 
or  treated  tor  a medical  condition,  the 
hospital  has  a duty  to  provide  a 
screening  examination.  This  includes 
people  who  come  to  outpatient  clinics 
by  mistake. 

Q:  Suppose  a hospital  does  not  have 
the  staff  or  facilities  to  accept  addi- 
tional emergency  patients.  Can  it  go 
on  diversionary  status? 

A:  Yes.  A hospital  may  deny  access  to 
its  emergency  department  to  a non- 
hospital-owned  ambulance  by  inform- 
ing it  that  it  does  not  have  the  staff  or 
facilities  to  accept  additional  emer- 
gency patients.  In  such  a case,  the  pa- 
tient in  the  nonhospital-owned  ambu- 
lance, while  oil  hospital  property,  is 
not  considered  to  have  come  to  the 
hospital’s  emergency  department. 

Q:  What  if  the  ambulance  staff  disre- 
gard the  notice  of  diversionary  status 
and  transport  a patient  to  the  emer- 
gency department  anyway.  Can  the 
hospital  deny  access  to  the  emer- 
gency department? 

A:  No.  The  new  rules  state  that  if  the 
ambulance  staff  disregard  the  hospi- 
tal’s instructions  and  transport  a pa- 
tient onto  hospital  property,  the  pa- 
tient is  considered  to  have  come  to 
the  emergency  department  (8). 

Q:  Can  a psychiatric  problem  be  con- 
sidered an  emergency  medical  condi- 
tion under  the  act? 

A:  Yes.  A person  who  comes  to  an 
emergency  department  is  considered 
to  have  an  emergency  medical  condi- 


tion il  he  or  she  has  “acute  symptoms 
of  sulficient  severity”  — including 
psychiatric  disturbances  or  symptoms 
ol  substance  abuse  — and  if  the  ab- 
sence of  immediate  medical  attention 
could  place  the  person’s  health  in  se- 
rious jeopardy,  result  in  serious  im- 
pairment to  bodily  functions,  or  re- 
sult in  serious  dysfunction  of  any 
bodily  organ  or  part. 

Q:  Are  psychiatric  and  rehabilitation 
hospitals  covered  under  the  law? 

A:  Yes.  Any  hospital  that  has  an  emer- 
gency department  and  a Medicare 
provider  agreement  is  covered. 

Q:  What  if  a hospital  does  not  have  a 
defined  “emergency  department”? 

A:  A hospital  is  considered  to  have  an 
emergency  department  if  it  offers  ser- 
vices for  emergency  conditions  within 
its  capabilities,  even  if  it  has  no 
defined  “emergency  department.”  For 
example,  a psychiatric  hospital  might 
have  the  capability  to  render  care  for 
emergency  psychiatric  conditions  — 
such  as  a drug  overdose  — but  not 
have  the  capability  for  trauma 
surgery.  In  that  case,  the  hospital 
would  be  required  to  provide  appro- 
priate medical  screening  examinations 
only  to  the  extent  of  its  capabilities. 

Q:  Is  “false  labor”  considered  an 
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emergency  medical  condition? 

A:  A woman  experiencing  contrac- 
tions is  considered  to  be  in  “true  la- 
bor” unless  a physician  certifies,  after 
a reasonable  time  of  observation,  that 
the  woman  is  in  false  labor.  Labor  is 
defined  as  the  process  of  childbirth 
beginning  with  the  latent,  or  early, 
phase  of  labor  and  continuing 
through  delivery  of  the  placenta. 

The  new  rules  do  not  address  the 
manner  in  which  a physician  should 
certify  false  labor.  In  other  words,  no 
specific  form  is  mandated.  Docu- 
mentation in  the  medical  record 
should  be  sufficient. 

Q:  Does  HCFA  recognize  the  defini- 
tion of  “emergency”  used  by  the 
American  College  of  Emergency 
Physicians  (ACER)  in  determining 
whether  a person  has  an  “emergency 
medical  condition”? 

A:  No.  FiCFA  states  that  the  ACEP 
definition  (9)  is  not  suitable  because 
it  is  designed  to  determine  whether  a 
person  who  believes  he  or  she  has  an 
emergency  does  “in  fact”  have  an 
emergency,  whereas  the  purpose  of 
EMTALA  is  to  deal  with  ‘“actual 
emergencies’  as  determined  by  appro- 
priate medical  screening”  (10).  The 
real  distinction  between  that  which  is 
“in  fact”  an  emergency  and  that 
which  is  an  “actual”  emergency  is 
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difficult  to  grasp  in  practice. 

Q:  How  does  a physician  know  what 
legally  constitutes  an  appropriate 
medical  screening  examination? 

A:  HCFA  does  not  give  a definite  an- 
swer to  this  question,  stating  that 
“what  constitutes  an  appropriate  med- 
ical screening  examination  will  vary 
according  to  the  condition  of  the  indi- 
vidual and  the  capabilities  of  the  hos- 
pital’s emergency  department  . . . In 
practical  terms,  whether  or  not  the  ex- 
amination was  appropriate  will  be 
made  on  a case-by-case  basis  in  re- 
sponse to  a complaint  — meaning  a 
hindsight  determination. 

j 

Q:  Is  a physician  required  to  perform 
the  initial  medical  screening  exami- 
nation in  every  case? 

A:  No.  While  this  might  be  desirable, 
HCFA  acknowledges  that  it  may  not 
be  possible  for  a physician  to  per- 
form every  screening  examination, 
particularly  in  rural  hospitals.  Fur- 
ther, even  when  physicians  are  pre- 
sent, HCFA  acknowledges  that  there 
may  be  occasions  that  are  so  clearly 
not  emergency  medical  conditions 
that  other  qualified  medical  person- 
nel may  conduct  the  examinations. 

Q:  May  a nurse  perform  the  initial 
medical  screening  examination  if  a 
physician  is  unavailable? 

A:  Yes.  A hospital  must  determine 
who  are  “qualified  medical  personnel” 
for  such  purposes  in  its  rules,  regula- 
tions, or  bylaws.  In  other  words,  a 
hospital  may  delegate  the  responsibili- 
ty of  perfotming  initial  medical 


A hospital  may  not  transfer  a patient 
undergoing  detoxification  as  an  emergency 
medical  condition  if  a material  deterioration 
of  the  condition  would  occur  during  or 
result  from  the  transfer. 


screening  examinations  if  it  does  so  in 
its  rules,  regulations,  or  bylaws.  How- 
ever, one  should  not  read  the  rules  to 
mean  that  examination  by  a nurse  or 
other  nonphysician  will  be  appropriate 
under  all  circumstances. 

In  addition,  HCFA  will  not  neces- 
sarily accept  a hospital’s  determination 
of  which  circumstances  requite  that 
screening  examinations  be  performed 
by  a physician.  Case-by-case  determi- 
nations will  be  made  depending  on  the 
situation  in  which  a person  with  an 
emergency  medical  condition  may 
come  to  an  emergency  department. 

Q:  What  does  it  mean  to  say  that  the 
emergency  department  must  provide 
a screening  examination  “within  its 
capacity”? 

A:  “Capacity”  means  the  ability  of  the 
hospital  to  accommodate  a person  re- 
questing examination  or  to  treat  a 
transferred  patient.  The  rules  state  that 
capacity  encompasses  such  things  as 
the  number  and  availability  of 
qualified  stafi,  beds,  and  equipment, 
and  the  hospital’s  past  practices  of  ac- 
commodating additional  patients  in 
excess  of  its  occupancy  limits  (11). 

Q:  When  must  a hospital  accept  the 

I transfer  of  a patient? 

I A:  A hospital  that  has  “specialized  ca- 


pabilities or  lacilities”  may  not  refuse 
to  accept  a patient  from  a referring 
hospital  il  it  has  the  capacity  to  treat 
the  patient  (12).  As  previously  stated, 
capacity  refers  to  the  number  and 
availability  ol  qualified  staff,  beds,  and 
equipment,  and  the  past  practices  of 
accommodating  additional  patients. 

Q:  When  is  a woman  in  active  labor 
considered  “stabilized”? 

A:  The  law  presumes  that  a woman 
in  active  labor  is  not  stabilized  at 
least  until  after  the  child  and  placen- 
ta are  delivered. 

Q:  Suppose  a patient  must  undergo 
detoxification  to  stabilize  a sub- 
stance-abuse emergency.  How  long 
does  the  hospital  have  to  wait  before 
it  can  transfer  the  patient? 

A:  HCFA  rejected  a suggestion  that 
the  rules  require  a 5-  to  7-day  period 
for  stabilization  of  patients  undergo- 
ing detoxification.  A hospital  may 
not  transfer  a patient  undergoing 
detoxification  as  an  emergency  med- 
ical condition  if  a material  deteriora- 
tion of  the  condition  would  occur 
during  or  result  from  the  transfer. 

Q:  What  are  the  hospital’s  adminis- 
trative responsibilities  in  complying 
with  EMTALA? 
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A:  A hospital  must  maintain  medical 
records  related  to  patients  transferred 
to  or  from  the  hospital  for  a period  of 
5 years  from  the  date  of  transfer;  a list 
of  physicians  who  are  on  call  for  duty 
after  the  initial  examination  to  pro- 
vide treatment  necessary  to  stabilize  a 
patient  with  an  emergency  medical 
condition;  and  a central  log  on  each 
person  who  comes  to  the  emergency 
department  seeking  assistance  that  in- 
dicates whether  he  or  she  refused 
treatment,  was  refused  treatment,  was  I 
transferred,  was  admitted  and  treated, 
was  stabilized  and  transferred,  or  was 
discharged  (13). 

Q:  Does  HCFA  specify  the  kind  of  cen- 
tral transfer  log  a hospital  must  use? 

A:  No.  HCFA  does  not  require  a 
standard  form.  As  noted  in  the  dis- 
cussion of  sanctions  that  follows, 
however,  hospitals  would  be  advised 
to  keep  a central  log  to  help  resolve 
any  questions  that  may  arise  about 
inappropriate  transfers. 

Q:  What  should  a hospital  do  if  it  re-  I 
ceives  an  inappropriate  patient  trans- 
fer from  another  hospital? 

A:  A hospital  that  receives  an  inappro- 
priate transfer  is  obligated  to  report  the 
incident  to  TDH  or  to  the  regional  j 
HCFA  office  within  72  hours  from  the 
time  of  receipt  of  the  improperly  trans- 
ferred patient.  A hospital  that  fails  to 
do  so  is  subject  to  having  its  Medicare 
provider  agreement  terminated. 

HCFA  rejected  a suggestion  that 
violations  be  reported  “with  reason- 
able promptness”  to  deter  excessive  re- 
porting and  allow  the  hospital  time  to 


A hospital  that  receives  an  inappropriate 
transfer  is  obligated  to  report  the  incident 
to  TDH  or  to  the  regional  HCFA  office 
within  72  hours  from  the  time  of  receipt  of 
the  improperly  transferred  patient. 


investigate  on  the  grounds  that  “if 
transfers  occur  that  needlessly  jeopar- 
dize people’s  lives,  HCFA  must  have 
that  information  immediately  to  meet 
its  responsibility  to  assure  that  these 
inappropriate  transfers  cease  quickly.” 

Q:  Can  a Medicare  provider  contract 
be  terminated  only  if  the  receiving 
hospital  “knowingly”  violated  it’s  re- 
sponsibility to  report  inappropriate 
transfers? 

A:  No.  HCFA  commented  that 
“whether  a hospital  fails  to  meet  its 
obligations  knowingly  is  of  little  con- 
cern to  those  the  requirement  is  de- 
signed to  benefit.”  In  other  words,  the 
requirement  to  report  inappropriate 
transfers  does  not  hinge  on  whether 
the  hospital  personnel  know  that  fail- 
ure to  report  could  result  in  Medicare 
provider  contract  termination. 

Q:  Does  HCFA  notify  the  hospital  or 
physicians  involved  of  a decision  to  in- 
vestigate a potential  violation? 

A:  No.  HCFA  ordinarily  conducts 
only  unannounced  surveys,  believing 
that  to  do  otherwise  could  compro- 
mise the  investigations. 

Q:  What  is  the  role  of  the  peer  re- 
view organization  (PRO)  in  investi- 
gating violations? 


A:  Before  the  HHS  Office  of  Inspector 
General  imposes  a sanction,  HCFA  is 
required  to  ask  the  PRO  to  assess 
whether  the  patient  had  an  unstabilized 
emergency  medical  condition.  Under 
the  new  rules,  the  physicians  and  hos- 
pital under  investigation  are  to  be  given 
a reasonable  notice  of  the  PRO  review, 
allowing  a reasonable  opportunity  for 
discussion  and  an  opportunity  to  sub- 
mit additional  information  before  the 
PRO  report  is  issued. 

Q:  What  rights  do  the  hospital  and 
physicians  involved  have  when  meet- 
ing with  the  PRO? 

A:  The  hospital  and  physicians  have 
the  right  to  have  legal  counsel  pre- 
sent, although  the  PRO  may  control 
the  scope,  extent,  and  manner  of  any 
questioning.  A written  transcript 
may  be  made  of  the  meeting  if  either 
the  HHS  Office  of  Inspector  General 
(OIG)  or  HCFA  requests  it.  The 
physicians  and  hospital  may  present 
expert  opinions  on  medical  issues  by 
written  or  oral  testimony.  Additional 
information  may  be  presented  up  to 
5 days  after  the  meeting,  but  only  if 
the  PRO  requests  the  information. 

Q:  To  whom  can  PRO  reports  be 
released? 

A:  The  rules  state  that  HCFA  may  re- 
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lease  the  PRO  assessment,  upon  re- 
quest, to  the  physicians  involved,  the 
hospital,  the  patient,  and  the  patient’s 
representative.  The  name  of  the  physi- 
cian making  the  PRO  assessment  is 
confidential  unless  the  physician  con- 
sents to  the  release  of  his  or  her  name. 

Q:  What  is  the  timetable  for  investi- 
gations of  serious  violations? 

A:  If  HCFA  decides  there  is  “an  im- 
mediate and  serious  threat  to  patient 
health  and  safety,”  it  will  instigate  a 
23-day  termination  track  as  follows: 

• Day  1.  The  hospital  receives  pre- 
liminary notice  of  termination  of 
its  Medicare  provider  agreement 
from  the  regional  HCFA  office. 

• Days  2 through  19.  The  hospital 
has  the  opportunity  to  produce 
evidence  that  either  the  deficiency 
did  not  exist  or  the  deficiency  was 
corrected.  If  the  hospital  is  suc- 
cessful, the  regional  HCFA  office 
will  stop  the  termination  process. 

• Day  19.  If  the  hospital  was  not 
successful  in  stopping  the  termi- 
nation process,  it  receives  a final 
notice  of  termination,  and  a no- 
tice of  termination  is  published  in 
a local  newspaper. 

• Day  23.  If  the  hospital  was  not 
successful  in  stopping  the  termi- 
nation process,  its  Medicare 
provider  agreement  is  terminated. 

Q:  What  is  the  timetable  for  investi- 
gations of  less  serious  violations? 

A:  If  HCFA  decides  there  is  no  im- 
mediate and  serious  threat  to  patient 
health  and  safety,  it  will  instigate  a 


If  HCFA  decides  there  is  immediate 
and  serious  threat  to  patient  health 
and  safety,”  it  will  instigate  a 23-day 
termination  track. 


90-day  termination  track  as  follows: 

• Day  1 . The  hospital  receives  pre- 
liminary notice  of  termination  of 
its  Medicare  provider  agreement 
from  the  regional  HCFA  office. 

• Days  2 through  75.  The  hospital 
has  the  opportunity  to  produce 
evidence  that  either  the  deficiency 
did  not  exist  or  the  deficiency  was 
corrected.  If  the  hospital  is  suc- 
cessful, the  regional  HCFA  office 
will  stop  the  termination  process. 

• Day  75.  If  the  hospital  was  not 
successful  in  stopping  the  termina- 
tion process,  it  receives  a final  no- 
tice of  termination,  and  a notice 
of  termination  is  published  in  a 
local  newspaper. 

• Day  90.  If  the  hospital  was  not 
successful  in  stopping  the  termina- 
tion process,  its  Medicare  provider 
agreement  is  terminated. 

Q:  What  sanctions  can  be  imposed 
against  physicians  for  violating  EMTA- 
LA? 

A:  Because  the  statute  was  amended 
in  1991,  different  penalties  apply  de- 
pending on  when  the  violation  oc- 
curred. These  can  be  confusing,  but 
may  be  summarized  as  follows: 

• If  the  violation  took  place  on  or  af- 
ter August  1 , 1 986,  and  before  De- 


cember 22,  1987,  and  was  a “know- 
ing” violation,  then  the  penalty  can 
be  up  to  $25,000  per  violation. 

• If  the  violation  took  place  on  or  af- 
ter December  22,  1987,  and  before 
May  1 , 1991,  and  was  a “knowing” 
violation,  then  the  penalty  can  be 
up  to  $50,000  per  violation. 

• If  the  violation  took  place  on  or  af- 
ter May  1,  1991,  and  was  a “negli- 
gent” violation,  then  the  penalty 
can  be  up  to  $50,000  per  violation. 
A similar  penalty  schedule  applies 

to  hospitals  (14). 

Q:  If  a hospital  has  never  violated  EM- 
TALA  before,  will  that  mitigate  or  re- 
duce the  amount  of  the  fine? 

A:  Not  necessarily.  The  comments 
state: 

The  OIG  will  not  consider  the  lack 
of  a prior  history  of  ofFenses  to  be  a 
mitigating  circumstance,  but  it  may 
consider  a history  of  inappropriate 
transfers  to  be  a factor  that  would 
warrant  imposition  of  a penalty  at 
or  near  the  statutory  maximum. 
Only  if  a hospital  or  physician  could 
offer  positive  evidence  of  statutory 
compliance  (for  example,  by  pro- 
ducing logs  of  its  disposition  of  in- 
dividuals who  had  come  to  the 
emergency  department)  would  the 
OIG  be  inclined  to  regard  the  viola- 
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tion  as  an  isolated  aberration  (15). 

Note  that  the  new  rtiles  require 
hospitals  to  keep  a log  oL  this  type. 

Q:  If  a hospital  has  identified,  evaluat- 
ed, and  taken  action  to  correct  a 
transfer  or  emergency  care  problem, 
will  penalties  still  be  imposed  for  an  | 
EMTALA  violation? 

A:  Yes.  The  comments  state  that  it  was 
the  intent  o(  Congress  that  violations 
be  sanctioned  regardless  of  whether  a 
hospital  took  remedial  action.  HCFA 
states  that  remedial  action  may  shield 
the  hospital  from  having  its  Medicare 
provider  agreement  terminated,  but  it 
will  not  shield  it  from  liability  Lor  civil 
monetary  penalties.  Termination  of 
the  Medicare  provider  agreement  is  j 
not  always  required.  For  example,  d a 
routine  survey  shows  that  a hospital’s 
quality  assurance  committee  identified 
a transfer  violation  6 months  ago  but 
corrected  it,  then  FICFA  may  decide 
that  termination  is  not  warranted  at 
the  time  oL  the  survey. 
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Fat  Pharm 

Respect  for  Diet  Pills 
Rises  as  Studies  Shed 
New  Light  on  Obesity 

FDA  Considers  Brain  Drugs 
To  Lift  Mood  and  Ease 
Compulsion  to  Overeat 


A Possible  Role  for  Prozac 

By  Michael  W.  Miller 

Staff  Reporter  o/The  Wai.l  Street  Journal 

Janet  Dresen,  50  pounds  overweight, 
tried  Weight  Watchers,  The  Diet  Center, 
the  Stillman  Diet,  the  Atkins  Diet,  raw 
juice  fasts,  an  “applied  kinesiologist’s” 
high-fat  diet  and  nearly  every  other  diet 
she  ever  heard  of.  Nothing  worked.  She 
would  lose  20  or  30  pounds  and  gain  them 
right  back. 

For  44  years,  only  one  national  medical  specialty  society  has  been  teaching  physicians  in 
all  medical  specialties  how  to  treat  obesity  - The  American  Society  of  Bariatric 
Physicians  (ASBP).  The  ASBP  teaches  how  to  treat  obese  patients  and  not  obese  rats. 

Come  to  San  Antonio  for  three  exciting  educational  programs  on  the  clinical  and 
business  aspects  of  adding  bariatric  medicine  as  an  adjunct  to  your  existing  medical  spe- 
cialty and  how  you  can  successfully  treat  obesity  with  very  low  calorie  diets,  safe  and 
effective  pharmaceutical  agents,  non-pharmaceutical  natural  agents,  diet,  behavior  modi- 
fication, exercise,  group  therapy,  etc.  Our  program  will  include  some  of  the  leading  obe- 
sity experts  in  the  world  as  well  as  clinicians  with  many  years  of  experience  in  the 
successful  treatment  of  obesity. 

I 1 

• Please  send  me  more  information  as  checked  below:  j 

□ Basic  Bariatric  Course,  November  29-30,  1994,  Hilton  Hotel,  San  Antonio,  Texas 

I □ Marketing  Your  Bariatric  Practice  in  the  ‘90s,  November  30-December  1,  1994,  Hilton  Hotel,  San  Antonio,  Texas  | 
I □ 44th  Annual  Obesity  & Associated  Conditions  Symposium,  December  1-3, 1994,  Hilton  Hotel  and  San  Antonio  | 
I Convention  Center,  San  Antonio,  Texas  I 

j □ Membership  information  (Physician  members  receive  patient  referrals)  j 

□ Complimentary  one-year  subscription  to  the  American  Journal  of  Bariatric  Medicine,  The  Bariatrician  | 

I Please  Print:  Name Degree  I 

I Address  j 

j City/State/Zip Phone  I 

I I 

Mail  form  to:  American  Society  of  Bariatric  Physicians 

5600  S.  Quebec  St.,  Suite  109A,  Engiewood,  CO  80111 
Telephone  (303)  779-4833  Fax  (303)  779-4834 
The  American  Society  of  Bariatric  Physicians  (ASBP)  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  to  sponsor  continuing  medical  education  for  physicians.  The  ASBP  designates  this  Continuing 
Medical  Education  (Annual  Symposium)  as  meeting  the  criteria  for  15  credit  hours  in  Category  I of  the  Physicians 
Recognition  Award  of  the  American  Medical  Association,  and  the  Basic  Bariatric  Course  10  credit  hours.  The  program 
is  eligible  for  AOA-CME  credits  under  Category  2-D.  The  Marketing  Seminar  is  rrof  creditable  for  CME  credits. 
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Despite  Awareness  of  Risks, 
More  in  U.S.  Are  Getting  Fat 

By  MARIAN  BURROS 


American  adults  may  be  more 
aware  of  the  need  to  exercise  and 
count  calories  than  they  once  were, 
but  more  of  them  than  ever  are  over- 
weight. 

The  number  of  overweight  adults, 
which  had  remained  stable  at  about 
a fourth  of  the  adult  population  from 
1960  through  1980,  suddenly  jumped 
to  a third  of  all  adults  between  1980 
and  1991,  according  to  a recent  study 
by  the  National  Center  for  Health 
Statistics  in  the  Centers  for  Disease 
Control  and  Prevention. 


For  purposes  of  the  study,  obesity 
was  defined  as  being  20  percent  or 
more  above  a person’s  desirable 
weight.  That  is  about  25  pounds  for 
an  average  5-feet-4-inch  woman  and 
30  pounds  for  an  average  5-feet- 10- 
inch  man. 

The  increase  in  obesity  rates  con- 
tinues despite  a growing  awareness 
that  it  has  a negative  effect  on  health 
and  despite  the  continued  growth  of 
the  diet  industry,  now  estimated  to 
have  revenues  of  $40  billion  to  $50 
billion  a year. 
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Exhibitors  sought  for  annual  session 

PHYSICIANS,  MEDICAL  STUDENTS,  and  allied  health  profes- 
sionals are  invited  to  show  scientific  exhibits  at  the  Texas  Medical  As- 
sociation’s 1995  Annual  Session  to  be  held  May  18-21  in  Dallas.  Dis- 
plays need  not  be  elaborate,  and  poster  exhibits  are  welcome.  For  an 
application  or  more  information,  contact  Dale  R.  Werner,  exhibits  manag- 
er, at  (800)  880-1300,  ext  1455,  or  (512)  370-1455.  Applications  will  be 
accepted  until  January  1,  1995. 

ABOVE:  Arsavir  Arat,  MD,  an  El  Paso  orthopedic  surgeon,  received  a first-place  award  at  the 
1994  annual  session  for  his  exhibit  titled  “Tenderness  and  Pain  Patterns  in  Neck  Sprains  and  Ten- 
sion Headaches.  ” 


Foxes  and  deer  ticks 
and  bats,  oh  no 


CLOSE  ENCOUNTERS  WITH 
beasts  from  the  backyard  and  in 
the  wild  can  result  in  an  ex- 
change of  a wide  variety  of  dis- 
eases: rabies.  Rocky  Mountain  spot- 
ted fever,  plague,  Lyme  borreliosis, 
and  encephalitis,  to  name  a lew. 

Transmission  ol  diseases  from  ani-  I 
mals  to  humans  will  be  one  of  the  | 
topics  discussed  during  a symposium  j 
titled  “Infectious  Diseases:  Indica- 
tions for  Clinical  Practice  and  Public 
Health”  to  be  held  in  Houston  on 
October  28-29. 

Sponsored  by  the  Texas  Medical  As- 
sociation and  the  American  Lung  Asso- 
ciation of  Texas,  the  symposium  will  ' 
address  issues  relating  to  drug-resistant 
tuberculosis,  hepatitis  B and  C,  surveil- 
lance of  communicable  diseases,  rabies, 
hantavirus,  childhood  immunization, 
and  HIV  and  AIDS  in  clinical  practice. 

“Physicians  can  get  a lot  of  clues 
into  diseases  if  they  ask  patients 
about  their  exposure  to  pets  and  oth- 
er animals,”  said  Ralph  Feigin,  MD, 
chairman  and  professor  of  pediatrics 
at  Baylor  College  of  Medicine  in  | 
Houston.  “Many  of  the  infectious 
disease  we  see  in  our  patients  are  ac- 
tually transmitted  by  animals.” 

Dr  Feigin  will  give  the  luncheon 
address  on  diseases  transmitted  from 
animals  to  humans.  An  update  on  ra-  I 
bies  and  hantavirus  will  be  presented 
by  James  H.  Steele,  DVM,  professor 
emeritus  of  environmental  health  at 
The  University  of  Texas-Houston 


Health  Science  Center. 

Also  speaking  will  be  John  W. 
Burnside,  MD,  Dallas;  Sheldon 
Kaplan,  MD,  Houston;  George  Mc- 
Cracken, MD,  Dallas;  Barbara  E.  Mur- 
ray, MD,  Houston;  William  M.  Girard, 
MD,  Tyler;  Jeff  Starke,  MD,  Houston; 
Miguel  A.  Escobedo,  MD,  El  Paso;  Per- 
ry G.  Pate,  MD,  Dallas;  Boris  Yoffee, 
MD,  Houston;  1.  Celine  Hanson,  MD, 
Houston;  Thomas  G.  Cleary,  MD, 
Houston;  Ed  Septimus,  MD,  Houston; 


Robert  W.  Haley,  MD,  Dallas;  Charles 
E.  Haley,  MD,  Dallas;  and  Edward 
Newton,  MD,  San  Antonio. 

The  symposium  will  be  held  at 
Houston’s  Doubletree  Hotel,  Allen 
Center.  Registration  fees  are  $190  for 
physicians,  $160  lor  others;  if  re- 
ceived by  October  7,  the  fees  are 
$165  and  $135,  respectively.  Physi- 
cians who  attend  will  be  eligible  to 
receive  1 1 hours  of  continuing  med- 
ical education  credit  in  Category  1 of 
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GET  AWA' 
AND 


10,000  acre  private  island...  only  24  guests... 
7-mile  secluded  beach...  comfortable  cotmtry  inn... 
seafood  & great  home  cooking... 
miles  of  trails  through  forests... 
boating...  fishing...  hiking...  horseback  riding... 
canoeing...  swimming...  natural  history... 
interpretive  guides...  wildlife... 
peace  & relaxation... 

Enjoy  the  wilderness 

with  the  comforts  of  home. 

ST  SIMONS  Call  912-638-7472  or  write; 

ISLAND  p.o.  Box  21078TM,  St.  Simons  Island,  Georgia  31522 


Startings  Expanding, 
Acquiring  a Practice? 


Over  55,000  Doctors  Financed  Since  1975 


HPSC,  the  leading  lease/financing  provider  to 
Health  Professionals,  offers  you  all  these  benefits: 


1.  Financing  of  new  practice  equipment,  leasehold  improvements, 
working  capital,  merchandise  contracts  - plus  computers  and 
other  office  equipment. 

2.  Flexibility  - custom  finance  programs.  Open-end  leases 
or  Conditional  Sales  Agreements.  Tax  benefits. 

3.  Financing  of  practice  acquisitions,  up  to  100%  of  purchase 
price  at  competitive  rates  (no  "points",  variables,  or  hidden  fees.) 

4.  Term  options  - 12  to  72  months.  Graduated  Payment  Plan. 

5.  Convenience  - 24 -hour  credit  approval. 

6.  All  programs  geared  to  your  cash  flow.  Competitive  rates. 


Innovative  Financing 

for  Healthcare  Professionals 

60  State  Steet,  Boston,  MA  02109-1803 
1-800-225-2488  Fax:  1-800-526-0259 
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the  Physician’s  Recognition  Award. 

For  more  information,  contact  the 
TMA  Division  of  Health  and  Scien- 
tific Affairs  at  (800)  880-1300,  ext 
1466  or  1461 . 


Project  to  link  doctors  with 
medical  research 


The  Texas  Department 
of  Health  (TDH)  has  subcon- 
tracted with  the  Texas  Medical 
Association  Library  to  launch  a 
2-year  project  to  provide  biomedical 
research  information  to  physicians 
and  health  professionals  along  the 
Texas-Mexico  border. 

With  help  from  the  TMA  library, 
physicians  in  several  counties  will 
have  electronic  access  to  the  National 
Library  of  Medicine’s  (NLM)  pro- 
gram called  Grateful  Med.  The  TDH 
program  is  similar  to  a contract  the 
TMA  Library  received  from  the 
NLM  in  1991  to  provide  services  to 
rural  East  Texas  hospitals. 

Selected  sites  receive  computer  and 
fax  equipment.  Grateful  Med  software, 
printers,  and  on-site  training  allowing 
health  professionals  access  to  the  NLM 
databases  and  its  other  services.  Once 
on  the  system,  these  sites  then  have  ac- 
cess to  MEDLINE,  toxicology  data, 
and  directory  information.  By  using  the 
Loansome  Doc  feature  of  the  software 
program,  participants  may  request 
copies  of  complete  articles  directly  from 
the  library. 

Sites  were  selected  after  a lengthy  re- 
view process.  Those  invited  to  partici- 
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YOCON' 

YOHIMBINE  HCI 


pate  include  hospitals  and  clinics  from 
Seguin,  Crystal  City,  Eagle  Pass,  Del 
Rio,  San  Angelo,  Fort  Stockton,  Mark, 
Beeville,  Rio  Grande  City,  and  Laredo. 


Constitutional  amendment 
to  be  considered 


CHANGES  TO  A 1993 
amendment  to  the  Texas  Medical 
Association  Constitution,  allow- 
ing nonphysician  deans  ol  med- 
ical schools  and  presidents  of  health 
science  centers  to  become  TMA 
members,  will  be  considered  at  the 
TMA  House  of  Delegates  interim  ses- 
sion November  18-19  in  Austin. 

Following  is  the  proposed  amend- 
ment (text  to  be  added  is  underlined 
and  text  to  be  removed  is  crossed 
through): 

Physicians  holding  the  degree  of 
Doctor  of  Medicine  and/or  Doctor 
of  Osteopathy  and  full-time  stu- 
dents who  are  pursuing  a course  of 
study  in  a medical  school  in  Texas 
recognized  by  the  Texas  State  Board 
ol  Medical  Examiners  leading  to  the 
degree  of  Doctor  of  Medicine  or 
Doctor  of  Osteopathy  shall  be  eligi- 
ble lor  membership  in  the  Associa- 
tion. Deans  ol  these  medical  schools 
and  presidents  of  Texas  health  sci- 
ence centers  of  which  these  medical 
schools  are  component  schools  wh« 
hold  other  doctoral  degrees  also 
shall  be  eligible  for  membership  in 
the  Association  provided  they  hold 
doctoral  degrees. 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  In  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon»  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''3.4  i tablet  (5  4 mgp  times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vr  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon'  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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AVAILABLE  AT 
PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201)-569-8502 
1 -800-237-9083 
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fil  DO  YOU  KNOW 

A DOCTOR 
<!f  WHO  NEEDS 

t OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  questions 
below: 

Do  you  know  a doctor  who  - 

• is  experiencing  problems  coping  with  patients  or  with 
the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

Then,  you  may  know  a doctor  who  needs  our  help.  If  you 
feel  that  you,  a colleague,  a resident  or  student  need  coun- 
seling or  treatment,  won’t  you  give  us  an  opportunity  to 
help?  Strictly  confidential  contacts  can  be  made  through 
our  Hotline:  (800)  880-1640  or  (512)  370-1640.  Call  us 
anytime. 

TAAA  Committee  on  Physician  Health  and  Rehabilitation 


Edgar  P.  Nace,  MD,  Dallas,  Chairman (214)  788-6282 

Gretchen  L.  Megowen,  MD,  Dallas, 

Vice  Chairman  (214)  696-8227 

Robert].  Brock,  MD,  Corpus  Christi (512)  993-4067 

Robert  N.  Jones,  MD,  San  Antonio (512)  222-0196 

Allan  McCorkle,  MD,  Amarillo (800)  451-7144 

Herbert  C.  Munden,  Jr.,  MD,  Austin (512)  837-1800 

Elizabeth  L.  Stuyt,  MD,  Lubbock (806)  796-5375 

Georgia  A.  Thomas,  MD,  Houston (713)  792-2204 

Judy  Tucker,  MD,  Sugar  Land (713)  491-3000 

Suzanne  Guynes,  MD,  Houston 

Resident  Representative 

Maryrita  K.  Mallet,  MD,  Dallas 

Alternate  Resident  Representative (214)  648-3300 

Mrs.  Jack  Smith,  Corpus  Christi 

Alliance  Representative (512)  991-1331 

Trina  S.  Cormack,  Lubbock 

Student  Representative (806)  793-1020 
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Commentary 

Talk  to  your  patients  about 
breast  cancer  screening 

By  Lewis  Foxhall,  MD 


This  year,  an  estimated 
183,000  women  will  be  diag- 
nosed with  breast  cancer  in  the 
United  States.  More  than 
46,000  will  die.  In  Texas  alone, 
2,300  will  die.  You  know  the  statis- 
tics. And  you  know  the  best  way  to 
fight  the  disease  is  through  screening 
and  early  detection. 

But  you  may  not  know  that  the 
most  common  reason  women  give 
for  not  getting  a mammogram  is  that 
their  physicians  did  not  recommend 
it.  Market  research  by  the  American 
Cancer  Society  and  other  organiza- 
tions continues  to  reveal  that  lack  of 
physician  referral,  lack  of  perceived 
risk,  cost,  and  fear  of  radiation  are 
the  major  barriers  preventing  women 
from  getting  mammograms. 

The  American  Cancer  Society 
works  in  partnership  with  many 

Lewis  Foxhall,  MD,  associate  vice  pres- 
ident for  health  policy  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  in  Houston,  is  a 
member  of  the  American  Cancer  Society ’s  Breast 
Cancer  Detection  Implementation  Team. 
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medical  and  health  organizations 
throughout  the  year  to  address  these 
issues  and  inform  and  educate 
women  about  the  benefits  of  mam- 
mography and  early  detection.  Octo- 
ber is  designated  as  Breast  Cancer 
Awareness  Month,  and  special  efforts 
are  being  made  now  to  heighten 
awareness  and  encourage  women  to 
take  action. 

The  American  Cancer  Society  rec- 
ommends that  all  women  have  a 
screening  mammogram  by  age  40; 
women  ages  40  to  49  have  a regular 
mammogram  every  1-2  years;  and 
asymptomatic  women  over  age  50 
have  a mammogram  every  year.  Clini- 
cal physical  examinations  every  3 
years  for  women  ages  20-40  and  year- 
ly thereafter  also  are  an  integral  part 
of  screening,  as  is  breast  self-examina- 
tion monthly  for  women  over  age  20. 

Breast  cancer  is  the  most  common 
form  of  cancer  in  women  and  is  sec- 
ond only  to  lung  cancer  in  the  num- 
ber of  cancer  deaths  it  causes  among 
women.  Delays  in  diagnosis  mean 
delays  in  treatment. 

The  most  important  reason  to 
recommend  mammography  and 
breast  cancer  screening  is  that  it  is 
good  patient  care.  But  you  should 
also  be  aware  that  in  Texas,  failure  to 
diagnose  breast  cancer  is  the  most 
common  and  most  expensive  type  of 
medical  liability  claim. 

Although  efforts  are  being  made 
throughout  Texas  to  educate  women 
on  the  importance  of  breast  cancer 
screening,  including  mammography, 
many  will  continue  to  wait  for  your 
recommendation.  Please  talk  to  your 


patients  about  mammography.  They 
will  listen. 

B you  would  like  to  receive  pa- 
tient education  materials  on  breast 
cancer,  please  call  the  American  Can- 
cer Society  at  (512)  928-2262. 

Calling  all  medical  history  buffs 

Do  YOU  REMEMBER  CASTOR 
oil  and  Black  Drought?  When 
every  home’s  standard  medical 
equipment  was  an  enema  bag, 
hot  water  bottle,  and  ice  pack?  When 
“Quarantined”  was  a familiar  sign  in 


the  neighborhood  to  warn  that  con- 
tagious illness  had  struck? 

If  you  or  someone  you  know  can 
remember  the  “good  old  days”  of  ear- 
ly medical  practice  in  Texas,  the 
Texas  Medical  Association  Alliance 
would  love  to  hear  from  you.  The  al- 
liance’s Medical  Heritage  Committee 
is  seeking  volunteers  to  interview  for 
its  oral  history  collection  preserving 
the  past  of  medicine  in  Texas. 

For  information  or  to  plan  an  in- 
terview, contact  Barbara  Dent,  chair 
of  the  TMA  Alliance  Medical  Her- 
itage Committee,  3015  N Florence,  El 


Paso,TX  79902;  (915)  532-1863.  ★ 


Judy  C.  Bozeman 
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rollover  shouldn’t 
play  dead. 


Woodway 


FINANCIAL  ADVISORS 

A Trust  Companv 


10,000  Memorial  Dr.  • Houston,  Texas  77024  • 683-7070 


VOLUME  90  ★ NUMBER  lO 


53 


Medicine’s  View 


75  Years  Ago  in  Texas  Medicine 


Oaober  1919 

Questions,  June  examination, 

Texas  State  Board  of  Medical  Examiners 


UESriONS  FOR  THE  JUNE  EXAMINATION, 
1 1 held  by  the  Texas  State  Board  of  Medical  Examin- 
■ I ers,  according  to  promise,  are  contained  in  the 
miscellaneous  columns  of  this  number  of  the  Jour- 
nal. [A  sample  of  the  120  questions  in  12  categories  is 
given  at  right.] 

Our  comment  of  last  month  was  to  the  effect  that 
the  high  grades  made  during  the  examination  and  low 
percentage  of  failures  indicate  either  an  unusually  well 
prepared  group  of  applicants  or  an  easy  set  ol  questions. 
The  questions  appear  to  be  fairly  comparative  to  those 
given  by  other  State  boards,  and  we  are  pleased  to  as- 
sume that  the  weeding-out  process  of  surviving  medical 
colleges  is  being  prosecuted  faithfully.  Failure  does  not 
necessarily  mean  inadequate  instruction;  it  is  more  like- 
ly to  mean  an  unwarranted  retention  of  students  who 
are  incapable  or  unwilling. 

While  the  present  method  of  examining  applicants  is 
ineffectual  for  the  purpose  in  hand,  it  is  the  best  that 
can  be  done  at  the  present  time.  A retentive  memory 
and  a good  collection  of  quiz  compends  can  overcome 
many  defects  in  medical  instruction.  When  hospitals 
have  been  properly  standardized  throughout  the  State 
and  a system  of  post-graduate  instruction  instituted,  no 
doubt  the  State  Board  of  Medical  Examiners  will  devise 
a better  method  of  determining  the  true  value  of  an  ap- 
plicant for  license. 

A substantial  knowledge  of  the  fundamentals  of 
medicine  and  a degree  of  skill  at  the  bedside  are  worth 
more  than  the  most  comprehensive  technical  knowl- 
edge without  these  things. 


[Sample  questions  from  the  exam\ 

• Describe  and  give  location,  nerve  and  blood  supply 
of  the  kidneys. 

• Explain  the  difference  between  active  and  passive 
immunity.  Illustrate  by  example  how  each  may  be 
acquired. 

• What  kinds  of  sugar  may  be  found  in  diabetic  urine? 
Name  two  tests  for  sugar. 

• What  sanitary  precautions  should  be  observed  in  the 
management  of  a case  of  typhoid  fever? 

• Define  insanity,  and  name  three  varieties. 

• Give  the  presumptive  signs  of  pregnancy,  commenc- 
ing immediately  after  conception  and  including  all 
until  quickening  takes  place.  Do  not  omit  any. 

• Name  the  cells  found  in  the  splenic  pulp,  and  de- 
scribe a Malphigian  corpuscle. 

• What  is  the  probable  pathology  of  lethargic  encephalitis? 

• How  would  you  distinguish  abscess  of  a lung  from 
pulmonary  tuberculosis? 

• Describe  the  course  of  blood  through  the  heart. 

• Given  a case  of  gun  shot  wound  of  the  upper  third 
of  the  tibia,  of  three  months’  standing,  fracture  com- 
pound comminuted  without  union  and  with  result- 
ing osteomyelitis  and  discharging  sinus.  Describe 
management  of  the  case. 

• Give  the  best  means  of  preventing  wound  infection 
(a)  from  the  air;  (b)  from  the  patient’s  skin;  (c)  from 
the  hands  of  the  operator  and  assistant;  (d)  from  in- 
struments, dressings  and  ligatures. 


( Texas  State  Journal  of Medicine.  1 9 1 9;  1 5 [6]  :207,  222—224) 
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Upcoming  Specialty 
Society  Meetings... 


Immunizations 
are  in  the  cards. 

Free  immunization  reminder  postcards  for  your 
patients  are  available  from  Texas  Medical  Association. 
Available  in  English  or  Spanish  while  supplies  last. 

Here's  how  to  order: 

Call  TMA  at 

(800)  880-1300,  Ext.  1461 


Tfex 


TfexasMedical 

Association 


' 


American  Society  of  Internai 
Medicine 

October  6-9,  1994 
Fairmont  Hotel,  Dallas 
Contact  Rhonda  Murphy,  512-370-1508 

Texas  Dermatological  Society  Fall 
Meeting 

October  14-16,  1994 
Embassy  Suites  Hotel,  McAllen 
Contact  Paula  Rigling,  512-370-1502 

Texas  Medicai  Group  Management 
Association  Fali  Conference 

November  34,  1994 
Four  Seasons  Hotel,  Austin 
Contact  Connie  Mawer,  512-370-1530 

Texas  Society  of  Internal  Medicine 
Annual  Meeting 

in  coryunction  with  the  Texas  Chapter, 
American  College  of  Physicians 
November  4-5, 1994 
Westin  Galleria,  Dallas 
Contact  Rhonda  Murphy,  512-370-1508 

Texas  Society  of  Piastic  Surgeons 
Interim  Regionai  Meeting 

January  20-22,  1995 
Grand  Pavilion  Hotel,  Cayman  Islands 
Contact  Rebecca  Whites,  512-370-1511 

Texas  Society  of  Pathologists  74th 
Annual  Meeting 

January  26-29,  1995 
Camino  Real  Paso  del  Norte,  El  Paso 
Contact  Paula  Rigling,  512-370-1510 

Texas  Geriatrics  Society  Annual 
Geriatric  Educational  Symposium 
Weekend 

February  4-5,  1995 

Sheraton  Bayfront  Hotel,  Corpus  Christi 
Contact  Rebecca  Whites,  512-370-1503 

Texas  Society  of  Pathologists  1 2th 
Annual  New  Issues  Forum 

March  25,  1995 

Doubletree  Hotel  at  Park  West,  DMlas 
Contact  Paula  Rigling,  512-370-1510 
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Physicians  who  refer  to  us  acquire  a 
certain  reputation  with  their  patients. 


Our  Circle  of 
Healing  model 
is  based  on 
delivering  the 
right  patient  cari 
at  the  right  time. 


OUTPATIENT 

REHABILITATIO 


INPATIENT 
REHABILITATION 


ACUTE  CARE 


SUBACUTE  CARE 


In  the  eyes  of  your  patients,  you’re  only  as  good  as 
tli(?y  feel.  And  at  the  new  St.  Michael  Rehabilitation 
Hospital,  our  goal  is  to  make  your  rehab  patients  feel 
nothing  less  than  great. 

Our  facility  is  a key  link  in  a therapeutic  model 
we  call  the  St.  Michael  Circle  of  Healing,  which  promotes  medically  effective,  cost- 
effective  recovery  by  delivering  the  right  patient  service  at  the  right  time.  Your 
patients  will  appreciate  the  care  provided  by  our  skilled,  compassionate  staff. 

Our  unique  six-day-a-week  therapeutic  regimens  can  have  them  out  faster  and 
better  than  ever.  And  while  they’re  with  us,  they’ll  respond  to  the  healing  power 
of  our  pleasant,  patient-friendly  environment. 

The  new  St.  Michael  Rehabilitation  Hospital.  We’re  not  just  another 
new  hospital.  But  a whole  new  approach  jVIichucl 


to  rehabilitation  medicine.  For  an 
informational  brochure,  call  us  at 
(903)  614-4461  or  1-800-293-1333. 


Rehabilitation 
Hospital 

2400  St.  Michael  Drive,  Texarkana,  TX  75503 


THE  NEW  ST.  MICHAEL  REHABILITATION  HOSPITAL 
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Screening  for  illicit  drugs  in  the  newborn  infant 
Position  statement  of  the  Texas  Pediatric  Society  Committee 
on  Fetus  and  Newborn 

Michael  E.  Speer,  MD,  Chairman 


USE  OF  AN  ILLICIT  DRUG 
in  the  month  prior  to  par- 
ticipation in  a national  sur- 
vey on  drug  abuse  was  admitted  by 
8.8%  of  women  of  childbearing  age 
(1).  A survey  performed  in  the  late 
1980s  involving  36  private  hospitals 
demonstrated  that  11%  of  women 
delivering  in  these  hospitals  had  used 
illegal  drugs  at  some  time  during 
their  pregnancies  (2).  In  an  urban 
setting,  the  percentage  may  be  high- 
er. Recent  data  from  Philadelphia 
suggest  a 15.3%  incidence  of  cocaine 
positivity  in  maternal  urine  samples 
(confidence  interval  1 1.8%-18.8%). 
Among  the  subset  of  the  population 
that  had  not  received  prenatal  care, 
the  use  of  cocaine  shortly  before  de- 
livery reached  62%  (confidence  in- 
terval 47.2%-76.6%)  (3).  Other 
studies  have  reported  similar  data  in- 
volving urban  populations  (4,5). 
Note  that  only  11%  of  the  mothers 
in  one  of  these  studies  admitted  to 
use  of  illicit  drugs  (4).  On  the  other 
hand,  population  studies  involving 
rural  and  middie-class  women  have 
not  found  such  a high  incidence  of 
illicit  drug  use  (4,6).  Thus,  universal 
screening  cannot  be  recommended 
for  all  infants  at  this  time  (7). 

Mothers  with  a positive  screen  for 
cocaine  are  almost  four  times  more 
likely  to  have  preterm  labor.  These 
mothers  are  more  than  twice  as  likely 
to  deliver  a premature  infant  or  an 
infant  with  a 1 -minute  Apgar  score 
lower  than  6 (3,8).  Furthermore, 
central  nervous  system  hemorrhage 
and  necrosis  have  been  associated 
with  maternal  abuse  of  cocaine  (9). 

Opiate  abuse  results  in  the  neona- 
tal abstinence  syndrome  (10,11). 
The  acute  manifestations  may  be 


present  at  birth  or  as  late  as  10  to  14 
days  following  delivery;  evidence  of 
subacute  withdrawal  can  persist  for  4 
to  6 months  (7).  The  altered  neona- 
tal behavioral  patterns  seen  following 
maternal  cocaine  use  are  more  subtle 
but,  also,  are  characterized  by  poor 
feeding,  abnormal  sleep  patterns,  and 
hypertonia  (12). 

Although  universal  screening  is 
not  recommended,  certain  popula- 
tion groups  can  be  identified  as  being 
at  high  risk,  particularly  in  urban 
populations.  Those  mothers  who 
have  not  had  prenatal  care,  present  in 
premature  labor,  and  deliver  a de- 
pressed infant  should  be  screened  (3). 
In  addition,  unexplained  abruptio 
placenta  in  a mother  without  hyper- 
tensive disease  and  unexplained  cen- 
tral nervous  system  hemorrhage  in 
the  term  neonate  should  prompt 
screening  of  the  mother  and/or  the 
infant  (7,9). 

Screening  technology  has  evolved 
rapidly  over  the  last  several  years.  Vari- 
ous techniques  are  now  available, 
ranging  from  gas  chromatography- 
mass  spectrometry  to  urine  latex  ag- 
glutination. Gas  chromatography- 
mass  spectrometry  remains  the  “gold” 
standard  but  is  time-consuming  and 
expensive  compared  to  the  screening 
tests  becoming  available  (13,14). 

Ostrea  et  al  have  reported  the 
adaptation  of  the  meconium  drug 
test  for  screening  cocaine,  opiates, 
and  cannabinoids  using  a one-step 
extraction  procedure  (4).  Other  in- 
vestigators have  used  a cocaine 
metabolite  screening  test  alone  such 
as  the  Enzyme-Multiplied  Im- 
munoassay Technique  (EMIT).  Re- 
cently, rapid  latex  agglutination-inhi- 
bition testing  for  cocaine  metabolites 
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has  been  introduced  (IS).  The 
benefits  ot  a rapid  screening  test  are 
obvious,  but  this  method  needs  to  be 
validated  regarding  the  incidence  of 
false-positive  and  false-negative  re- 
sults when  used  in  large  population 
samples.  Furthermore,  the  rapid  co- 
caine metabolite  screening  tests  do 
not  measure  the  other  illicit  drugs 
that  may  be  present.  Also,  as  a class, 
urine  testing  does  not  offer  quite  the 
information  that  meconium  testing 
does.  Unless  maternal  drug  use  has 
occurred  within  24  to  48  hours  prior 
to  delivery,  a urine  screening  proce- 
dure will  underestimate  the  degree  of 
drug  use  during  pregnancy.  The  cur- 
rent recommendation  is  that  results 
from  screening  studies  be  confirmed 
by  gas  chromatography-mass  spec- 
trometry. 

GUIDELINES 

The  following  guidelines  for  screening 
are  recommended  for  all  infants  who 
meet  one  or  more  of  the  following: 

1.  The  maternal  history  is  positive 
for  a present  or  past  history  of  il- 
licit drug  use. 

2.  Symptoms  or  signs  of  neonatal 
abstinence  syndrome  or  fetal  drug 
exposure  are  present. 

3.  The  mother  has  not  had  prenatal 
care,  presents  in  premature  labor, 
and  delivers  a depressed  infant. 

4.  Unexplained  abruptio  placenta  in 
a mother  who  does  not  have  hy- 
pertensive disease. 

5.  Unexplained  central  nervous  system 
hemorrhage  in  the  term  neonate. 
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Short  biographies  of  Mabel  Giddings  Wilkin,  MD, 
and  Hilde  Bruch,  MD 

SusANNE  Gallo,  MS 


HISTORY  OF  MEDICINE 


This  article  presents  the  lives  and  ca- 
reers of  Drs  Mabel  Giddings  Wilkin 
and  Hilde  Bruch,  prominent  practi- 
tioners of  psychiatry  and  psychoanaly- 
sis. The  author  obtained  this  material 
by  examining  documents  and  conduct- 
ing 59  interviews. 


Send  reprint  requests  to  Ms  Gallo,  The  Uni- 
versity of  Texas  Mental  Sciences  Institute,  De- 
partment of  Psychiatry  and  Behavioral  Sci- 
ences, 1300  Moursund,  Houston,  TX  77030. 

6o 


Mabel  and  Hilde 
grew  up  in  different  coun- 
tries in  the  early  part  of 
the  20th  century  with  the  typical 
dream  of  becoming  wives  and  moth- 
ers. Bright  and  ambitious,  they  hun- 
gered for  meaningful  lives  and  ca- 
reers. Psychiatry  appealed  to  their 
inquisitive  minds  because  it  would 
enable  them  to  understand  the  hu- 
man psyche  and  to  heal  their  person- 
al traumas.  The  association  of  Drs 
Bruch  and  Wilkin  dates  back  to  their 
residencies  in  1941.  They  talked  for 
hours  over  lunch  or  dinner  in  the 
Washington,  DC,  area;  New  York; 
and  Texas.  They  met  at  meetings, 
parties,  and  Thanksgivings  and  spent 
weekends  at  Dr  Wilkin’s  Old  River 
Ranch  (1,2).  One  memorable  occa- 
sion at  the  ranch  was  captured  with 
this  photograph  (Fig  1)  taken  on  a 
pleasant  spring  afternoon  in  1977 
(3).  Drs  Wilkin  and  Bruch  were  in- 
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volved  in  one  of  their  lengthy  and 
stimulating  conversations  while 
drinking  Blue  Nun  wine  (4).  Dr 
Wilkin  had  invited  her  close  friends 
to  her  3600-acre  ranch  to  celebrate 
belatedly  her  80th  birthday  (1,3—5). 
Dr  Wilkin  was  retired  from  psychia- 
try and  involved  in  her  final  career, 
cattle  ranching  (1).  Dr  Bruch,  inter- 
nationally renowned  for  her  work  on 
eating  disorders,  was  a professor  at 
Baylor  College  of  Medicine  (6). 

Although  Drs  Bruch  and  Wilkin 
had  different  personality  traits,  they 
shared  some  parallels  in  their  lives. 
Both  remained  single  and  raised  surro- 
gate sons  who  were  in  their  early  teens 
(7,8).  They  became  psychiatrists  and 
psychoanalysts,  training  at  Johns  Hop- 
kins University  and  The  Washington 
Psychoanalytic  Institute  (9,10).  Their 
teachers  were  analytical  giants  like  Drs 
Harry  Stack  Sullivan,  Frieda  Fromm- 
Reichmann,  and  Erich  Fromm  (10). 


Fig  1.  Dr  Mabel  Giddings  Wilkin  (left)  and  Dr  Hilde  Bruch  sipping  wine  at  Dr  Wilkin’s  belated 
birthday  party  at  her  ranch,  May  1977. 


Fig 2.  Dr  Mabel  Wilkin,  Bear  Creek  Farm  (Giddings  land),  1978. 


Refuting  the  rigidity  and  dogmatism 
associated  with  the  mechanistic  and  in- 
stinctivistic  Freudian  orientation  and 
classical  psychoanalysis  (1,11,12),  they 
were  considered  Sullivanians  and  Neo- 
Freudians  (5).  Drs  Wilkin  and  Bruch 
detested  labels  and  pretentiousness  and 
were  known  as  brilliant,  innovative, 
and  independent  thinkers  (6,13,8, 
1,14,15).  These  “strong-willed”  and 
“assertive”  women  were  described  as 
“feminists,”  although  they  would  not 
have  labeled  themselves  as  such 
(15,16,11,17,13,8,18).  Many  who 
knew  them  found  them  difficult  inter- 
personally  as  they  relished  dialogue  and 
debate,  which  often  turned  into  heated 
arguments  (1,7,19,20).  At  times,  Drs 
Bruch  and  Wilkin  were  “strongly  bi- 
ased,” “controlling,”  and  “defensive” 
(11,21).  They  also  possessed  “femi- 
nine,” “affectionate,”  and  maternal 
sides  and  were  devoted  to  their  fami- 
lies, in  which  they  played  matriarchal 
roles  (8,22,15,13,23,1,7).  These  “so- 
phisticated,” and  “charming”  women 
enjoyed  travel  and  were  patrons 
of  the  arts  and  avid  readers  (15,24, 
4,12,6,13,8,17).  Their  lives  were  rifled 
with  emotional  trauma  from  separa- 
tion and  deaths.  Many  people  found 
Drs  Wilkin  and  Bruch  very  private 
and  secretive  about  their  personal  af- 
fairs (7,24). 

DISCUSSION 

Mabel  Giddings  Wilkin,  MD 

189(^1980 

Dr  Wilkin,  known  as  “Mab”  by  her 
family,  was  a descendant  of  the  dis- 
tinguished Giddings  family  that  set- 
tled in  Texas  before  the  revolution  of 
1836  (1,25).  She  was  the  maternal 
granddaughter  of  the  prominent  and 


affluent  Dewitt  Clinton  Giddings  of 
Brenham  (1).  Dr  Wilkin  retained 
fond  memories  of  her  loving  grandfa- 
ther, who  became  her  role  model. 
Born  in  Oklahoma  City,  she  was  4 
years  old  when  her  mother  died.  Mab 
and  her  sisters  were  raised  primarily 
by  their  father  and  by  their  paternal 
aunt  and  uncle,  who  were  lundamen- 
talist  and  strict.  A maternal  aunt  who 
was  a single,  independent,  and  nur- 
turing woman  became  a fun-loving 
role  model  to  Dr  Wilkin  (13). 

In  the  early  1900s,  Dr  Wilkin  was 
known  as  the  first  female  to  smoke  a 
cigarette  in  public  in  Oklahoma  and 
is  remembered  for  her  long  cigarette 
holder  (Fig  2)  (1).  She  was  a social 
drinker  and  drank  gin  before  retiring 
for  bed  (2).  Dr  Wilkin  enjoyed  the 
liberal  era,  including  the  dancing,  of 
the  Roaring  Twenties.  She  has  been 
referred  to  as  a “New  Dealer,  atheist, 
and  radical  feminist.”  Romance  blos- 


somed with  two  suitors.  One  account 
says  Dr  Wilkin  could  not  decide 
which  man  to  marry  and  chose  nei- 
ther (1).  Another  indicated  one  of 
the  men  who  proposed  to  Dr  Wilkin 
married  someone  else,  leaving  her 
devastated  (8,26). 

Dr  Wilkin  obtained  bachelor’s 
and  master’s  degrees  in  philosophy. 
After  studying  journalism,  she  em- 
barked on  her  first  career  as  a news- 
paper journalist  (13,1)  and  was  the 
first  woman  in  F3ouston  to  have  her 
own  byline  (27).  A milestone  in  Dr 
Wilkin’s  life  was  her  graduation  Irom 
medical  school  at  age  40  (13).  She 
entered  a child  and  adult  psychiatry 
residency  and  psychoanalytic  training 
(28,29).  Her  analysts  were  Drs  Harry 
Stack  Sullivan,  Karen  Homey,  and 
Florence  Powdermaker  (4,13).  The 
relationship  between  Drs  Sullivan 
and  Wilkin  was  not  always  amicable, 
yet  they  respected  each  other  (11). 

6i 


VOLUME  90  ★ NUMBER  10 


Dr  Wilkin  served  as  editor  for  the 
“yellow  journal”  called  Psychiatry 
(30).  Her  relationship  with  Dr  Frieda 
Fromm-Reichmann  evolved  into  a 
caring  friendship. 

Dr  Wilkin  held  two  prominent 
positions  in  the  Washington,  DC, 
area,  as  the  director  of  a county  men- 
tal health  clinic  and  as  a professor  at 
Chestnut  Lodge  Hospital  (31).  She 
had  a lucrative  private  practice  with 
clients  as  far  away  as  New  York.  Her 
work  with  juvenile  offenders  took  her 
to  court,  where  she  met  a teenager 
and  became  his  therapist.  Later,  when 
the  court  awarded  Dr  Wilkin  perma- 
nent custody  of  this  youth,  their  ther- 
apeutic relationship  was  terminated 
and  she  became  a parent  to  him  (8). 

In  1949,  Dr  Wilkin  received  an 
appointment  from  The  University  of 
Texas  Medical  Branch  (UTMB)  at 
Galveston  (32).  She  opened  a private 
practice  and  became  the  first  psycho- 
analyst in  Houston  and  the  second  in 
Texas  (8,33).  Her  services  were  very 
much  in  demand,  and  she  quickly 
gained  a reputation  as  an  excellent 
therapist  (1,4).  Because  Dr  Wilkin 
was  very  progressive,  some  of  her  col- 
leagues found  her  to  be  an  “irritant” 
and  a “renegade  psychoanalyst” 
(1,12).  Her  approach  to  psychiatry 
was  psychosocial  as  she  did  not  sup- 
port the  biological  orientation  (16). 
She  was  an  early  proponent  of  short- 
term psychotherapy  and  organized 
the  first  analytical  therapy  group  for 
professionals  in  Texas  (1). 

Dr  Wilkin  became  the  first  female 
faculty  member  to  join  the  psychia- 
try department  at  UTMB  (!)•  She 
taught  residents  psychodynamic  con- 
cepts, supervised  their  cases,  and  led 
a therapy  group  for  the  staff  (4,16). 
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The  most  prominent  medical  school 
west  of  the  Mississippi,  UTMB  was 
steeped  in  a biological  orientation  in 
which  somatic  therapies  were  the 
treatment  of  choice  (!)•  Galveston 
was  cited  as  the  shock  therapy  capital 
of  Texas  and  the  world  (34,35).  The 
school  had  two  residency  programs, 
which  competed  with  each  other 
(11).  One  was  headed  by  the  chair- 
man, Dr  Titus  Harris,  a biologically 
oriented  psychiatrist.  The  other  pro- 
gram was  led  by  the  psychodynami- 
cally  oriented  Dr  Jack  Ewalt.  Dr 
Wilkin  was  associated  with  the  latter 
program  and  formed  a congenial  re- 
lationship with  Dr  Ewalt  and  his  suc- 
cessor, Dr  William  Shanahan  (11)- 
Dr  Wilkin’s  ideological  and  pragmat- 
ic applications  of  psychiatry  were  di- 
ametrically opposed  to  those  of  Dr 
Harris,  and  overt  hostility  flared  be- 
tween them  (1,11).  She  voiced  vehe- 
mently her  objections  to  electrocon- 
vulsive therapy,  insulin  coma  therapy, 
lobotomies,  and  psychopharmacolo- 
gy  (1,24). 

Despite  UTMB’s  organic  orienta- 
tion, many  of  the  residents  were  ex- 
tremely fond  of  Dr  Wilkin  (11).  They 
have  affectionate  memories  of  her  as 
an  innovative,  fascinating,  and  sup- 
portive role  model  (36-38).  Dr 
Wilkin  became  indignant  when  they 
intellectualized  too  much,  gave  pat 
answers,  or  failed  to  use  their  intuitive 
processes.  Fairness  and  openness  were 
marked  attributes  of  her  teaching  as 
she  was  not  doctrinaire  and  welcomed 
dialogue  and  interaction  (15). 

Preferring  to  steer  away  from  the 
limelight.  Dr  Wilkin  did  not  publish 
her  ideas  about  psychiatry  except  for 
one  medical  bulletin  (8,39).  She  stat- 
ed that  organicists  and  biological  in- 
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stinctivists  were  quick  to  diagnose,  la- 
bel, and  prescribe  a course  of  treat- 
ment without  adequate  understanding 
of  all  factors.  Dr  Wilkin  espoused  that 
residents  be  exposed  to  cultural  an- 
thropology, sociology,  psychology,  phi- 
losophy, and  the  history  of  psychiatry 
in  their  training.  Stating,  “There  is  no 
final  science  or  truth  in  psychiatry,” 
she  felt  they  should  be  wary  of  latch- 
ing prematurely  on  to  a particular 
school  of  thought  without  exploring 
others  (39). 

Because  of  Dr  Wilkin’s  personality 
and  her  polemic  stance  on  psychiatry, 
some  of  her  male  associates  saw  her  as 
“antiestablishment,”  and  “antimale” 
(5,12,11).  She  was  said  to  have 
demonstrated  “bitterness,”  “rage,” 
“belligerence,”  and  “distrust  with 
men,”  and  “appeared  more  empathetic 
towards  women”  (8,12,1 1).  Dr  Wilkin 
expressed  some  bitterness  about  mar- 
riage and  about  a wife  taking  her  hus- 
band’s surname  (12,40,41). 

In  the  summer  of  1951,  Dr  Wilkin 
attended  Dr  Fromm-Reichmann’s 
seminars  and  shared  her  dissatisfaction 
with  UTMB’s  somatic  treatment. 
While  supportive  of  Dr  Wilkin,  Dr 
Fromm-Reichmann  stated  when  se- 
vere cases  of  depression  cannot  be 
treated  with  psychoanalysis  or  psy- 
chotherapy, electroconvulsive  therapy 
may  be  warranted.  After  this  trip.  Dr 
Wilkin  never  said  another  word  about 
her  beliefs,  although  they  remained 
the  same  (11).  She  grew  tired  of  spar- 
ring with  the  powerful  Harris  group, 
whose  members  eventually  contribut- 
ed to  the  demise  of  the  Ewalt/Shana- 
han  residency  program. 

After  leaving  UTMB  in  1952,  Dr 
Wilkin  did  not  pursue  an  academic 
career  because  tenured  status  and  re- 


search  did  not  interest  her  (1,24).  She 
enjoyed  her  teaching  appointments  at 
Austin  State  Hospital  and  Baylor  Col- 
lege ol  Medicine  (42).  Dr  Wilkin  pre- 
ferred working  alone  in  her  practice  as 
she  was  not  a politically  ambitious 
psychiatrist  and  wished  to  remain 
outside  of  mainstream  psychiatry 
(24,1,5).  She  was  a member  of  three 
professional  medical  organizations 
but  rarely  attended  meetings  because 
she  felt  these  organizations  were 
“good  ole  boy  networks”  (43,4,13). 
Dr  Wilkin  was  an  active  participator 
in  the  analytical  meetings  held  at  Dr 
Bruch’s  home  (20). 

Most  people  nearing  their  60th 
birthday  are  contemplating  their  re- 
tirement years.  Being  inquisitive  and 
adventurous.  Dr  Wilkin  stated  that 
there  were  so  many  opportunities  in 
life  that,  instead  of  embarking  on  just 
one  path,  a person  should  explore 
other  avenues  of  interest  (13,22).  In 
1954,  she  took  on  an  exciting  venture 
of  cattle  ranching  as  the  absentee 
owner  of  a cotton  plantation  that  had 
belonged  formerly  to  Mr  Giddings. 
Dr  Wilkin  decided  to  make  better  use 
of  this  land  to  which  she  felt  a strong 
historical  connection  (1).  She  advo- 
cated natural  agriculture  by  using 
sound  land  management  and  soil  con- 
servation techniques  (13).  An  impor- 
tant undertaking  was  the  bomb  shel- 
ter that  Dr  Wilkin  had  built  for  her 
family  in  the  event  of  a nuclear  war. 
One  of  her  proudest  accomplish- 
ments was  winning  first  prize  for  her 
F-1  Heifer  cow  (2,13).  A few  days  af- 
ter her  death,  she  was  presented 
posthumously  with  a wildlife  conser- 
vationist award  (26). 

Dr  Wilkin’s  appearance  was 
“formidable,”  with  a “quiet  ele- 


gance,” and  an  “aristocratic”  air 
(1,22,27).  She  was  described  as  “gen- 
e,  honest,  and  pleasant 
(44,20,22).  She  was  “blond,”  “attrac- 
tive,” “tall,”  “large-boned,”  and  fash- 
ionably dressed  (45,21,16,1,13).  She 
never  appeared  “ostentatious,” 
though  she  was  known  for  her  full- 
length  mink  coat,  diamond  earrings, 
and  fine  jewelry  (1,27,46,13).  Her 
home  and  office  were  decorated 
beautifully  with  traditional  and  con- 
temporary furniture  and  American 
Indian  and  western  art  (13,24). 

No  one  knew  Dr  Wilkin  very  well 
because  her  rormal,  reserved,  qui- 
et,” and  “serious”  demeanor  was 
difficult  to  penetrate  (8,27,47,4).  Al- 
though Dr  Wilkin’s  closest  associates 
remarked  about  her  “warmth,”  “sensi- 
tivity,” and  sense  of  humor,  she 
was  viewed  also  as  “introverted,”  “pri- 
vate,” and  “emotionally  guarded” 
(13,44,45,21,47).  Some  of  her  male 
associates  felt  she  was  a “recluse”  and 
“lonely,”  and  appeared  to  suffer  Irom 
an  indigenous,  chronic,  and  mild  de- 
pression (2,8,12).  Most  people  saw  Dr 
Wilkin  as  a “self-sufficient”  individual 
who  enjoyed  spending  time  by  herself 
and  derived  fulfillment  from  intellec- 
tual stimulation  (13,24,2).  Although 
she  did  not  easily  form  deep  friend- 
ships, Dr  Wilkin  had  a select  group  of 
friends  (21,2,12,45).  She  possessed  ex- 
cellent social  skills  and  moved  well  in 
social  circles  (21).  Steeped  in  southern 
hospitality.  Dr  Wilkin  entertained  gra- 
ciously with  cocktail  and  dinner  par- 
ties in  her  Maryland  and  Texas  homes 
(11,45,2,8,21).  She  excelled  in  social 
dancing  and  taught  dancing  before  she 
embarked  on  her  medical  career 
(16,24,13).  She  spoke  French,  played 
the  piano,  and  rode  horses  (48,13). 
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Dr  Wilkin’s  health  was  strong 
most  ol  her  file;  however,  in  her  later 
years,  she  had  several  health  problems 
(13,2,5).  Despite  these  challenges,  she 
remained  physically  active  and  men- 
tally lucid.  In  the  last  6 months  of  her 
life,  her  health  showed  serious  signs  of 
physical  deterioration.  Dr  Wilkin  re- 
fused to  seek  medical  attention  and 
her  housekeeper  cared  for  her.  Finally, 
she  became  very  ill  and  was  bedridden 
for  almost  a week.  She  was  rushed  to 
a hospital  and  died  the  following 
morning  of  intestinal  cancer.  On  the 
way  to  the  hospital,  she  maintained 
her  spirit  by  demonstrating  her  excite- 
ment for  the  discovery  of  the  fifth  oil 
well  on  her  land  (2). 

Memories  of  Dr  Wilkin  continue 
to  live  on  through  many  who  knew 
her:  her  admiring  residents,  who  are 
enjoying  or  retired  from  their  careers; 
her  esteemed  colleagues,  some  of 
whom  she  battled  fearlessly  with  over 
the  medical  modalities  of  her  day; 
her  loyal  clients,  who  felt  deep  grati- 
tude for  her  therapeutic  insights;  and 
her  beloved  family  members,  who 
continue  to  miss  their  “trailblazing, 
legendary,  matriarchal”  heroine  (1). 

Hilde  Bruch,  MD 

1904-1984 

Hilde  grew  up  with  her  six  siblings  in 
Dulken,  Germany  (49).  Her  father 
owned  a livestock  business  and  her 
mother  was  her  heroine  (7).  The 
Bruch  family  was  Jewish.  As  a cre- 
ative, “aggressive,  curious,  indepen- 
dent,” and  “rebellious  youngster,”  Dr 
Bruch  became  keenly  aware  of  sexual 
stereotyping  and  resented  the  fact 
that  boys  had  more  freedom  and  at- 
tended better  schools  than  girls  did 
(49,7,15).  She  was  considered  a dis- 
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turbing  student  as  she  often  chal- 
lenged and  questioned  her  teachers 
(49).  Throughout  her  life,  Dr  Bruch’s 
appetite  was  voracious  and  she  strug- 
gled with  her  weight.  Her  family 
called  her  “das  dicka,”  which  means 
“the  fat  one”  (7,24).  When  she  was 
16  years  old,  her  father  died  and  left 
his  family  wealthy;  however,  inflation 
wiped  out  the  family’s  resources.  Dr 
Bruch  dreamt  of  becoming  a dress 
designer  or  mathematician.  A physi- 
cian uncle  advised  her  of  the  practi- 
cality of  choosing  medicine  as  her  ca- 
reer. She  decided  her  focus  would  be 
biochemical  research  (49). 

In  1929,  Dr  Bruch  received  her 
medical  degree  from  the  University 
of  Freiburg  and  spent  1 year  at  the 
University  of  Kiel  as  a research  assis- 
tant in  physiology  (50).  Here  a 
strong  professional  rapport  and  bud- 
ding romance  emerged  between  Dr 
Bruch  and  a handsome  and  brilliant 
colleague  whose  name  has  been  kept 
confidential  (1).  Their  careers  sepa- 
rated them,  yet  their  love  continued 
to  grow  through  visits  and  corre- 
spondence. Approximately  2 years 
later,  the  letters  from  this  gentleman 
ceased.  Dr  Bruch  learned  from  her 
third  or  fourth  cousin.  Dr  Jack 
Schloss,  that  her  suitor  had  become 
anti-Semitic  and  had  extricated  him- 
self from  the  relationship.  She  be- 
came angry  and  crushed  because  she 
had  hoped  to  marry  this  man  (7). 

In  August  1932,  Dr  Bruch’s  col- 
leagues voted  for  the  Nazi  Party  and 
the  climate  among  the  staff  at  the 
hospital  in  Leipzig  where  she  worked 
was  altered  drastically.  She  left  the 
hospital  and  opened  a successful  pri- 
vate practice  in  Diisseldorf  In  June 
1933,  the  situation  deteriorated,  and 
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Dr  Bruch  left  for  England  under  the 
auspices  of  attending  a conference 
(49).  For  1 year,  she  worked  at  a child 
guidance  clinic  in  London  (50).  An 
anti-Semitic  editorial  was  published 
in  a local  newspaper  that  urged  the 
townspeople  not  to  patronize  Dr 
Bruch  (7).  These  tensions  and  her  in- 
tuition of  what  lay  ahead  caused  her 
to  leave  Europe.  On  October  3,  1934, 
she  sailed  into  New  York  Harbor. 
Through  an  acquaintance  on  the  ship. 
Dr  Bruch  was  fortunate  enough  to 
obtain  work  1 week  after  her  arrival  as 
an  instructor  in  pediatrics  at 
Columbia  University  (49,50). 

Prior  to  Dr  Bruch’s  arrival  in 
America,  Dr  Schloss  had  moved  to 
Boston.  When  she  did  not  marry  her 
former  colleague,  she  and  her  family 
had  hoped  she  would  marry  Dr 
Schloss  (7).  Dr  Bruch  wanted  a fami- 
ly as  well  as  a career  (49).  Though 
Drs  Schloss  and  Bruch  were  not 
linked  romantically,  they  shared  pro- 
fessional interests,  family  roots,  and  a 
close  friendship.  Dr  Schloss  did  not 
share  Dr  Bruch’s  dream  of  marriage, 
however.  Eor  many  years,  he  was  dis- 
satisfied and  unstable  in  his  life; 
eventually,  he  committed  suicide.  Dr 
Bruch’s  second  hope  for  marriage  was 
unfulfilled  (7). 

In  January  1935,  Adolph  Hitler 
came  into  power  (49).  Living  in  a 
new  country  without  friends  and 
family.  Dr  Bruch  experienced  sadness, 
isolation,  and  “survivor’s  guilt.”  She 
felt  responsible  for  not  being  able  to 
rescue  her  relatives  from  the  Nazis.  Si- 
multaneously, she  was  undergoing  se- 
vere stress  in  her  work.  Dr  Bruch 
confided  in  no  one,  became  extremely 
depressed,  and  suffered  from  insom- 
nia. On  March  25,  1935,  she  at- 
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tempted  suicide  with  an  overdose  of 
barbiturates  (7,51)-  Prior  to  her  at- 
tempt, Dr  Bruch  said  to  a colleague, 
“I  have  been  uprooted,  I feel  alone,  I 
am  so  desperate  that  I wish  to  die.” 
She  was  hospitalized  for  6 months  for 
a severe,  acute,  reactive,  and  exoge- 
nous depression  (51).  She  returned  to 
work  and  spent  5 years  in  therapy 
with  Dr  Gotthard  Booth  (7,51).  As  a 
private  person.  Dr  Bruch  told  only 
two  relatives  about  her  experience. 
According  to  her  journal,  this  experi- 
ence led  her  into  psychiatry  (7). 

Another  experience  influenced  Dr 
Bruch’s  decision  to  leave  pediatrics 
and  pursue  psychiatry.  In  1935,  she 
worked  in  Columbia’s  endocrine 
clinic  with  obese  children  who  were 
thought  to  have  suffered  from 
Frohlich’s  syndrome,  a glandular  dys- 
function. Dr  Bruch  later  disproved 
this  theory  and  concluded  that  these 
obese  children  overate,  were  seden- 
tary, and  were  overprotected  by  their 
mothers.  The  aspect  of  this  research 
that  fascinated  her  was  the  underly- 
ing dysfunctional  psychological  dy- 
namics between  the  mothers  and 
their  children  (49,52). 

In  1941,  Dr  Bruch  embarked  on 
her  residency  in  child  and  adult  psy- 
chiatry. She  developed  an  interest  in 
psychoanalysis  when  she  attended  Dr 
Eromm-Reichmann’s  lectures  (49). 
Eeeling  lonely  and  depressed  due  to 
her  losses.  Dr  Bruch  buried  herself  in 
her  work  and  sought  psychoanalysis 
with  Dr  Eromm-Reichmann  (7,49). 
Over  the  years,  they  developed  an  in- 
timate friendship  (7).  Dr  Bruch’s 
most  impressive  teacher  was  Dr  Sulli- 
van. Although  she  was  dissatisfied 
with  the  authoritarianism  and  hierar- 
chy of  the  psychoanalytic  model,  she 


found  that  the  Washington/Balti- 
more group  was  open-minded  and 
welcomed  dialogue  (52,49). 

In  1943,  Dr  Bruch  returned  to  New 
York  as  a psychiatry  professor  at 
Columbia  University  (50).  She  contin- 
ued her  work  with  the  group  of  chil- 
dren she  worked  with  prior  to  her  resi- 
dency and  engaged  in  a private  practice 
focusing  on  eating  disorders  and 
schizophrenia  (49,52).  Dr  Bruch  ob- 
served that  although  these  adolescents 
with  obesity  and  anorexia  nervosa  re- 
sponded with  sophistication  to  psycho- 
analytical concepts,  they  continued  to 
demonstrate  helplessness  and  were  un- 
changed in  many  aspects  of  their  per- 
sonality (52).  Her  dissatisfaction  led 
her  to  develop  a conceptual  treatment 
model  of  personality  development  that 
assessed  the  awareness  of  a person’s 
functional  capabilities  and  the  recipro- 
cal interaction  between  parent  and 
child  and  between  child  and  environ- 
ment. Dr  Bruch  believed  anorexia  ner- 
vosa was  a complex  developmental  dis- 
order arising  from  faulty  early  life 
experiences  that  inhibit  a person’s  abili- 
ty to  differentiate  between  learned 
physiological  needs  of  hunger  and  psy- 
chological sensations  and  needs 
(53,52).  Her  therapy  has  been  de- 
scribed as  “interpersonally,  dynamically, 
and  developmentally  oriented”  with  a 
“global  analytical  position”  (54,55). 
Despite  the  fact  that  Dr  Bruch  be- 
longed to  three  professional  psychoana- 
lytic organizations,  she  believed  that 
“psychoanalysis  had  not  changed  since 
Freud  died”  and  that  the  “psychoana- 
lytic community  was  a male-dominat- 
ed club”  (56,57,6).  In  many  aspects  of 
her  life,  Dr  Bruch  was  a nonconformist 
and  demonstrated  broad-mindedness. 
She  employed  a gifted,  clinically  orient- 


ed graphologist  to  analyze  her  clients’ 
handwriting  (58). 

In  the  1940s,  Dr  Bruch  was  con- 
fronted with  personal  crises.  Her 
mother,  who  migrated  to  New  York, 
died  of  cancer,  and  her  13-year-old 
nephew,  Herbert  Bruch,  came  to  live 
with  her  after  his  family  died  in  the 
Holocaust  (49).  In  1948,  her  depres- 
sion was  reactivated  as  a result  of  her 
losses.  Dr  Bruch  spent  that  summer 
at  Dr  Fromm-Reichmann’s  home  to 
undergo  further  analysis  (59).  In  the 
early  or  mid-1950s,  she  became  de- 
pressed again  and  engaged  in  therapy 
with  Dr  Lawrence  Kubie  (60). 

In  1954,  Dr  Lawrence  Kolb  hired 
Dr  Bruch  as  the  director  of  a psychi- 
atric hospital.  She  was  an  excellent 
teacher  and  gifted  clinician  but  a 
poor  administrator  (61).  Henceforth, 
she  left  that  position  and  became  a 
consultant,  professor,  and  supervisor 
of  tbe  residents  (62).  As  a diligent 
worker  and  a prolific  writer.  Dr 
Bruch  published  numerous  books 
and  papers  on  child  development, 
obesity,  anorexia  nervosa,  schizophre- 
nia, and  psychotherapy  (15,61-63). 
Despite  her  brilliance  and  productiv- 
ity, her  relationships  were  often 
strained  because  she  had  problems 
collaborating  with  her  colleagues  and 
held  rigid  views  concerning  status 
and  hierarchy  (7,61).  Dr  Bruch  often 
intimidated  and  treated  her  col- 
leagues with  contempt  (8,63,61). 

Dr  Bruch  had  always  enjoyed  liv- 
ing in  New  York  City.  In  the  winter 
of  1960-1961,  however,  severe  bliz- 
zards and  an  increase  in  crime  con- 
tributed to  her  desire  to  leave  the 
city.  She  wanted  to  relocate  to  a 
moderate  climate  and  safer  area  (49). 
In  1962,  Dr  Shervert  Frazier  became 

VOLUME  90  ★ NUMBER  10 


the  chairman  of  the  department  of 
psychiatry  at  Baylor  College  of 
Medicine  and  invited  Dr  Bruch  to 
join  the  faculty  (13).  At  age  60,  she 
was  not  afraid  to  take  a risk  and 
make  a major  life  change.  In  1964, 
she  moved  to  a luxury,  high-rise  con- 
dominium in  Houston  (15)  and  de- 
veloped quickly  a very  respected  and 
comfortable  niche  at  Baylor.  Dr 
Bruch  taught  residents  and  resumed 
her  work  with  patients  with  anorexia 
nervosa  (49). 

Before  she  moved,  she  purchased  a 
majestic  brown  metallic  classic  1959 
Silver  Cloud  Rolls  Royce  (64).  This 
car  (Fig  3)  became  Dr  Bruch’s  status 
symbol  and  prized  possession,  which 
she  called  her  “Texas  Stetson”  (1,56). 
Because  she  was  a reckless  driver  who 
learned  to  drive  late  in  her  life,  the  ve- 
hicle had  a dangerous  history  (7,15). 
The  first  catastrophe  occurred  in  New 
Orleans,  when  Dr  Bruch  was  driving 
to  Houston  for  her  move  (19,20). 
The  car  was  stolen,  involved  in  a po- 
lice chase,  and  suffered  damage 
(19,7).  At  her  residence,  she  had  an- 
other disasrer  when  she  crashed  the 
car  into  the  building  and  knocked  out 
a 4-foot-high  brick  wall  (36).  In 
1974,  en  route  to  Baylor’s  annual  re- 
treat, the  car  met  its  fatal  end  when  it 
caught  fire  (65). 

How  did  others  view  this  “power- 
ful” and  “impressive”  person  (23,18)? 
Dr  Bruch  was  an  “imposing,”  “tall,” 
“large-boned,”  “stout,”  “brunette- 
baired,”  and  “attractive”  woman, 
who  was  meticulous  about  her  ap- 
pearance (15,61,7,22,66).  She  was 
described  as  “a  multifaceted  and 
complex  individual  who  was  like  a 
well-cut  diamond  having  many 
sides,”  sometimes,  appearing  “se- 
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vere,”  and  other  times,  “soft”  (15). 
Although  Dr  Bruch  talked  “inces- 
santly and  obsessively,”  she  was  an 
“active  listener”  (60). 

Most  people  loved  and  admired 
the  “Grand  Dame  of  Texas”;  however, 
there  were  times  when  she  was  “de- 
spised” or  “feared”  (15,56,23,67).  Dr 
Bruch  was  often  viewed  as  “autocrat- 
1C,  egocentric,  selhsh,  and  ma- 
nipulative,”  as  she  demanded  being 
the  center  of  attention  (5,27,21,26). 
She  was  known  also  for  her  “sensitivi- 
ty” and  “sentimentality”  as  well  as  for 
her  devotion  and  generosity  to  those 
about  whom  she  truly  cared 
(56,68,7,17).  Having  a magical  rela- 
tionship with  young  people.  Dr 
Bruch  was  referred  to  as  “grandmoth- 
er” or  “auntie”  (22,15).  She  was  “pop- 
ular” and  “gregarious,”  had  a sense  of 
humor,  and  loved  social  activities 
(12,24,9).  She  entertained  often  at 
her  home,  hosting  dinners  and  parties 
for  her  friends  (15).  A close  friend  of 


Dr  Bruch’s  recalled  that  she  collected 
cookbooks  from  around  the  world 
and  read  them  as  if  they  were  novels. 
When  she  prepared  dinner  for 
friends,  she  offered  a sociological-his- 
torical presentation  of  the  food  (66). 
She  was  a gourmet  cook  and  her 
meals  were  “fun”  and  “tasty” 
(4,6,66,15).  She  loved  sweets  and 
baked  special  treats  for  her  friends 
and  herself  (61,4).  Her  home  was 
“beautiful,  neat,  comfortable,  [and] 
artistically  decorated”  and  resembled 
a “minimuseum,”  with  Swedish  mod- 
ern furniture  and  a fine  collection  of 
art  work  (15,20,21).  When  she  was 
not  teaching,  writing,  traveling,  or  en- 
tertaining, she  could  be  found  reading 
or  knitting  (15).  Ironically,  though 
Dr  Bruch’s  life  was  full  of  work, 
friendships,  and  social  activities,  she 
was  described  as  a very  lonely  person 
who  drank  excessively  in  the  privacy 
of  her  home  (19,27,40). 

Although  Dr  Bruch  was  often  re- 


ferred to  as  a “Jewish  intellectual,” 
she  was  not  active  in  the  Jewish  com- 
munity and  rarely  attended  the  syna- 
gogue. She  did  not  care  much  for  or- 
ganized religion  (66). 

As  a competent  supervisor  and  ar- 
dent teacher.  Dr  Bruch  was  idolized 
(20,67).  The  residents  found  her  “en- 
ergetic, organized,  disciplined,”  “ex- 
acting, and  demanding”  (67,66).  Be- 
cause of  her  high  standards,  there 
were  often  difficulties  and  poor  rap- 
port (18).  Nevertheless,  she  was  a 
wonderful  mentor  to  many  individu- 
als (67).  She  encouraged  the  residents 
to  observe,  listen,  and  then  assess 
carefully  their  clients’  issues  without 
fitting  them  into  a theory  or  diagno- 
sis. Dr  Bruch  emphasized  that  there 
was  no  formula  to  teach  psychothera- 
py. Seldom  having  preconceived  no- 
tions about  matters,  she  looked  at 
things  in  a unique  and  refreshing 
manner  (49).  She  did  not  accept  any- 
one’s teachings  as  gospel  (27).  Toward 
the  end  of  her  career.  Dr  Bruch  called 
her  therapy  “conversations”  (56).  She 
despised  the  term  “clients”  and  insist- 
ed on  referring  to  those  she  worked 
with  as  “patients”  (19). 

In  her  later  years.  Dr  Bruch  expe- 
rienced several  episodes  of  hospital- 
ization due  to  acute  physical  prob- 
lems, although  she  continued  to 
work  (19,27,64,68).  She  still  dealt 
with  bouts  of  depression,  loneliness, 
and  “survivor’s  guilt”  (19,7,24).  Her 
self-sufficiency  prevented  her  from 
reaching  out  to  others  when  she  felt 
despair  (19).  One  of  her  hospitaliza- 
tions was  brought  on  by  her  depres- 
sion and  a German  technique  that 
she  administered  to  herself  called 
dauerschlaf  which  induced  pro- 
longed sleep  by  administering  barbi- 
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turates  (20).  The  English  name  for 
this  treatment  is  “narcosis  therapy” 
(69).  Whether  this  was  the  only  time 
that  Dr  Bruch  engaged  in  this  treat- 
ment is  not  known.  While  she  was 
hospitalized,  her  colleagues  became 
concerned  and  recommended  a psy- 
chiatric consultation.  When  a psychi- 
atrist was  sent  to  her  hospital  room, 
she  criticized  him  and  indignantly  re- 
fused intervention  (20). 

Toward  the  end  of  Dr  Bruch’s  life, 
the  illness  that  finally  took  its  toll  on 
her  was  Parkinson’s  disease.  For  a 
long  time,  she  kept  her  illness  a se- 
cret. Eventually,  people  noticed  her 
tremors.  Often,  she  overmedicated 
herself  and  suffered  from  side  effects 
such  as  dementia  and  psychosis 
(7,60,67,23).  Dr  Bruch  made  few 
concessions  to  her  disease,  refusing 
home  nursing  and  insisting  on  caring 
for  herself  (7).  She  assuaged  her 
physical  symptoms  by  swimming 
regularly  (23).  For  the  most  part,  her 
intellectual  faculties  were  intact  and 
her  spirit  was  terrific  (61).  A few  days 
before  her  death,  she  called  a close 
friend  and  told  him,  “I  know  it  is  the 
end,  I finally  dictated  my  book”  (60). 

Did  this  Jewish  German  refugee 
ever  dream  that  the  tragedies  that 
would  beset  her  and  tear  her  away 
from  her  country  would  bring  her  to 
America  to  become  a prominent  psy- 
chiatrist and  scholar?  Dr  Bruch 
earned  the  glory  that  she  reaped  from 
her  professional  excellence  and  untir- 
ing commitment  to  the  art  of  psychi- 
atry. Fler  memory  lives  on  in  the 
hearts  and  minds  of  all  those  whose 
lives  she  touched  deeply.  When  she 
spoke  about  her  life.  Dr  Bruch  de- 
scribed it  as  “serendipity”  (15). 


CONCLUSION 

Drs  Bruch  and  Wilkin  always  found 
it  a treat  to  be  together  because  they 
shared  so  much.  Both  women  re- 
fused to  be  bound  by  tradition  or  or- 
thodoxy in  their  personal  or  profes- 
sional lives  (1,14).  They  frequently 
did  not  fit  into  the  prescribed  tradi- 
tional mold  that  was  expected  of 
women  and  physicians  and  were 
sometimes  seen  as  rebels  because  of 
their  convictions  that  set  them  apart 
from  others.  Power,  status,  and  pros- 
perity were  never  decisive  factors  in 
their  career  choices.  These  fascinat- 
ing and  sagacious  women  will  be  re- 
membered for  their  creative  and 
compassionate  lives.  They  achieved 
distinction  by  their  devotion  to  the 
healing  arts  as  humanitarian  seekers 
of  truth  and  harmony.  They  were  not 
native  Texans  but  proudly  called 
Texas  their  home. 

During  the  period  that  Drs  Wilkin 
and  Bruch  practiced  psychiatry,  soci- 
ety’s mentality  and  institutions  were 
imbued  with  patriarchy,  conservatism, 
and  conformity.  Single,  independent, 
and  strong-willed  career  women  often 
did  not  fare  well  in  our  prefeminist 
society.  Although  Drs  Bruch  and 
Wilkin  shared  similar  views  and  expe- 
riences about  psychiatry,  they  differed 
in  their  reactions  to  and  their  accep- 
tance by  the  psychiatric  community. 
This  may  be  attributed  to  their  per- 
sonality traits,  professional  interests, 
and  aspirations. 

Dr  Wilkin 

Why  was  Dr  Wilkin  often  viewed  as  a 
renegade  therapist  and  a woman  who 
often  warred  with  men  and  our  insti- 
tutions? She  may  have  reacted  vehe- 
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mently  because  of  the  following  fac- 
tors: the  perpetuation  of  the  somatic 
treatment  model,  which  dehumanized 
people;  the  Freudian  psychoanalytic 
model,  which  viewed  women  in  an 
inferior  manner;  the  prevalence  of  a 
male-dominated  society  that  op- 
pressed women  and  treated  them  as 
“second-class  citizens”;  the  promulga- 
tion of  religious  concepts  of  inferiori- 
ty, guilt,  and  sin  toward  females;  her 
lack  of  alliance  with  positive  male  role 
models;  and  the  possibility  of  roman- 
tic disappointments. 

Dr  Wilkin  possessed  a prescient 
and  ambivalent  attitude  toward  the 
western  medical  model,  which  is  be- 
ing challenged  by  many  practitioners 
today.  She  questioned  continually 
the  value  of  the  rationalist  theory  of 
science,  originating  from  the  17th 
century  Cartesian-Newtonian  me- 
chanical theory,  which  impacted 
medicine  and  other  scientific  disci- 
plines. She  was  uncomfortable  with 
the  treatment  paradigms  available. 
The  theoretical  framework  for  hu- 
manistic, bioenergetics,  existential, 
gestalt,  expressive,  and  transpersonal 
therapies  was  being  formulated  in 
the  1950s  and  1960s;  however,  these 
teachings  were  not  put  into  practice 
until  the  1960s  and  later. 

Would  Dr  Wilkin  have  been  a 
proponent  of  progressive  psychia- 
trists or  attracted  to  innovative  or 
unorthodox  treatment  modalities? 
We  might  speculate  whether  she  may 
have  explored  other  modalities  il 
they  were  available  to  her  during  her 
training  and  practice.  Although  it 
was  apparent  that  she  was  searching 
continually  — as  she  stated,  “the  an- 
swers are  not  all  in”  — she  seemed  to 
have  her  own  personal  style  ol  thera- 
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py  that  worked  well  for  her  (39).  Her 
eclectic  and  multidisciplinarian  ap- 
proach to  psychiatry  was  existential, 
empirical,  and  nonlinear.  She  could 
be  described  as  a fluid,  intuitive,  sen- 
sitive, and  progressive  healer  and  as  a 
philosopher  who  refused  to  align 
herself  fully  with  any  orientation.  Dr 
Wilkin  demonstrated  courage  as  she 
challenged  vociferously  the  bastion 
of  traditional  medicine.  Although 
she  was  often  misunderstood  or 
ahead  of  her  time,  many  people 
benefitted  from  her  teachings,  and 
she  had  a successful  practice. 

Dr  Bruch 

Dr  Bruch’s  success  stemmed  from  her 
ability  to  create  her  own  unique  style 
and  recognized  position  in  psychia- 
try. Inquiries  about  her  treatment 
philosophy  evoke  such  descriptions 
as  a “Bruchian  analyst”  and  a “Hilde 
Bruch  analyst”  (19,18). 

Dr  Bruch  struggled  with  a moder- 
ate-to-mild  weight  problem  through- 
out her  life.  Many  who  were  inter- 
viewed stated  that  Dr  Bruch  enjoyed 
collecting  cookbooks,  cooking,  bak- 
ing, and  eating.  When  living  in  New 
York,  she  prepared  seven-course  din- 
ners for  Herbert  and  hersell  (15). 
Some  respondents  said  that  she  may 
have  suffered  from  an  eating  disorder. 
Her  expertise  in  eating  disorders  may 
have  stemmed  from  her  psychological 
issues  regarding  food  or  a profound 
interest  in  this  area  (21,70).  Dr  Bruch 
may  have  been  a binge  eater. 

Most  people  concurred  that  Dr 
Bruch’s  depression  was  exogenous  and 
stemmed  from  her  severe  trauma 
caused  by  the  Nazi  regime  that  contin- 
ued to  haunt  her  over  the  years.  De- 
spite her  earlier  suicide  attempt  and 
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her  long  battle  with  depression,  she 
demonstrated  tremendous  fortitude 
and  integrity  in  life.  She  was  a talented 
woman  who  cared  deeply  about  the 
welfare  of  others.  Through  her  remark- 
able genius  and  indomitable  spirit.  Dr 
Bruch  eventually  became  an  outstand- 
ing pioneer  and  authority  in  the  field 
of  eating  disorders. 
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with  Dorothy  Cato,  MD,  professor  of 
psychiatry,  Baylor  College  of  Medicine; 

1993. 

25.  Dr  Wilkin’s  Scrapbook  of  Giddings 
Wilkin  Lineage,  obituary. 

26.  Telephone  interview  with  Clinton  Gid- 
dings Anderson,  second  cousin  to  Dr 
Wilkin;  1993. 

27.  First  audiotaped  interview  with  Dr  Cato; 
1992. 

28.  Telephone  conversation  with  Elizabeth 
Mann,  Baltimore/Washington  Institute  of 
Psychoanalysis;  1993. 

29.  Telephone  conversation  with  Jan  Liver- 
ance.  Registrar’s  Office,  Washington 
School  of  Psychiatry;  1993. 

30.  Psychiatry:  Journal  for  the  Operational  State- 
ment of  Interpersonal  Relations.  Washington, 
DC;  The  William  Alanson  White  Psychi- 
atric Foundation.  1948;  1 1 ;cover  page. 

31.  Telephone  conversation  with  Sidney 
Berman,  MD,  clinical  professor  of  psychi- 
atry, George  Washington  University 
School  of  Medicine;  1993. 


32.  Audiotaped  telephone  interview  with  Jack 
Ewalt,  MD,  retired  professor  of  psychia- 
try and  director  of  Psychopathic  Hospital, 
UTMB;  1992. 

33.  Audiotaped  telephone  interview  with 
John  Pearcy,  son  of  Dr  Frank  Pearcy,  first 
Texas  psychoanalyst;  1993. 

34.  Barna  JW.  How  Galveston’s  medical 
school  earned  its  reputation  as  the  shock 
treatment  capital  of  Texas.  City  Magazine. 
Undated;53. 

35.  McDanald  E.  History  of  Psychiatry  in 
Texas.  Dallas,  Tex:  American  Academy  of 
Psychoanalysis;  May  1985. 

36.  Telephone  conversation  with  Beverly  Sut- 
ton, MD,  director,  Austin  psychiatry  resi- 
dency program,  Austin  State  Hospital; 
1993. 

37.  Telephone  interview  with  Jose  Garcia, 
MD,  private  practice;  1993. 

38.  Telephone  conversation  with  Tracy 
Gordy,  MD,  former  resident;  1993. 

39.  Wilkin  M.  Notes  on  a residency  training 
program.  Austin  State  Hospital  Medical 
Library  Bulletm.  July  1964;  4{1  ):3. 

40.  Audiotaped  telephone  interview  with 
Waunell  Hughes,  MD,  Dallas  psychia- 
trist; 1993. 

41 . Audiotaped  telephone  interview  with 
Grace  Jameson,  MD,  Titus  Harris  Clinic; 
1993. 

42.  American  Psychiatric  Association.  Bio- 
graphical Directory;  1973. 

43.  Correspondence  to  the  former  Governor 
John  Connally  from  Dr  Wilkin;  Decem- 
ber 20,  1964. 

44.  Telephone  interview  with  Stella  White, 
acquaintance  of  Dr  Wilkin;  1993. 

45.  Telephone  interview  with  Jack  Ewalt, 
MD,  retired  professor  of  psychiatry  and 
director  of  Psychopathic  Hospital,  The 
University  of  Texas  Medical  Branch; 
1993. 

46.  Audiotaped  telephone  interview  with 
Margaret  Sedberry,  MD,  assistant  chief 
medical  consultant,  Texas  Rehabilitation 
Center;  1992. 

47.  Ina  Boyd,  MD,  retired  chief,  VA  Hospi- 
tal, Houston;  1993. 

48.  Telephone  conversation  with  Gloria  Oli- 
vares, senior  administrative  assistant.  Fac- 
ulty Affairs  Office,  Baylor  College  of 
Medicine;  1993. 


49.  Preston  J,  Green  H.  American  Psychiatric 
Association  Interviews  of  Hilde  Bruch, 
ML4,  1974-1975,  Department  of  Psychi- 
atry, Baylor  College  of  Medicine,  Hilde 
Bruch  Papers,  Manuscript  Collection  # 7, 
Harris  County  Medical  Archive,  Acade- 
my of  Medicine-Texas  Medical  Center  Li- 
brary, Houston. 

50.  Bruch  H.  Curriculum  Vitae.  Hilde  Bruch 
Papers,  Biographical  Material,  Series  1, 
Box  I,  Folder  4. 

51.  1960  Correspondence  from  Dr  Bruch 
and  1962  Affadavit  from  Dr  James  H. 
Wall,  Medical  Director  New  York  Hospi- 
tal-Westchester  Division  and  Professor, 
Cornell  University.  Hilde  Bruch  Papers, 
Biographical  Material,  Personal  Corre- 
spondence, Box  I,  Series  I,  Folder  21. 

52.  Bruch  H.  The  constructive  use  of  igno- 
rance. In:  Anthony  JE,  ed.  Explorations 
in  Child  Psychiatry.  New  York,  NY: 
Plenum  Press;  1975:247—264. 

53.  Bruch  H.  Preconditions  for  the  develop- 
ment of  anorexia  nervosa.  Americati  jour- 
nal of  Psychoanalysis.  Summer  1980; 
40(2):169. 

54.  Telephone  interview  with  Franklin  Gitt- 
ess,  MD,  psychoanalyst;  1993. 

55.  Telephone  interview  with  William 
Moore,  MD,  psychiatrist;  1993. 

56.  Telephone  interview  with  Edwin  Wood, 
MD,  psychoanalyst;  1993. 

57.  Telephone  interview  with  Jay  Talmadge 
Shurley,  MD,  emeritus  professor  of  psy- 
chiatry, University  of  Oklahoma  College 
of  Medicine;  1993. 

58.  Correspondence,  Papers,  and  Analyses  of 
Thea  Stein  Lewinson.  Hilde  Bruch  Pa- 
pers, Biographical  Material  & General 
Office  Files.  Boxes  I & 11,  Series  1 & V. 

59.  Undated  affadavit  from  Virginia  Gunst, 
former  secretary  and  bookkeeper  to  Dr 
Fromm-Reichman.  Hilde  Bruch  Papers. 
Biographical  Material,  Personal  Corre- 
spondence, Series  I,  Box  1,  Folder  21. 

60.  Telephone  interview  with  Fheodore  Lidz, 
MD,  Sterling  emeritus  professor  of  psy- 
chiatry, Yale  University;  1993. 

61.  Telephone  interview  with  Lawrence  Kolb, 
MD,  former  chairman.  Department  of 
Psychiatry,  Columbia  University;  1993. 
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62.  Benyesh-Melnick  M.  Eulogy  and  Memo- 
rial Service  for  Hilde  Bruch,  MD.  Sam- 
mons Auditorium,  Jones  Library  Build- 
ing, Texas  Medical  Center,  Houston,  Tex; 
Wednesday,  December  19,  1984. 

63.  Hilde  Bruch  Summary.  Hilde  Bruch  Pa- 
pers. Biographical  Material,  Box  I,  Series 
I,  Folder  4. 

64.  Letter  to  Lisel  from  Dr  Bruch;  April  18, 
1975.  Hilde  Bruch  Papers,  Biographical 
Material,  Box  I,  Series  I,  Folder  22. 

65.  Telephone  interview  with  Robert 
Roessler,  MD,  former  colleague,  Baylor 
College  of  Medicine;  1993. 

66.  Audiotaped  telephone  interview  with 
Miriam  Mendell,  friend  of  Dr  Bruch; 
1993. 

67.  Telephone  interview  with  Stuart  Yudof- 
sky,  MD,  chairman.  Department  ol  Psy- 
chiatry, Baylor  College  of  Medicine; 
1993. 

68.  Letter  to  Dr  Francis  Braceland,  editor, 
American  Journal  of  Psychiatry;  1966. 
Hilde  Bruch  Papers,  Unpublished  papers. 
Box  111,  Series  3,  Folder  104. 

69.  Schwenkenbert  A,  Winn  R,  Folsum  M. 
Experiences  with  narcosis.  Dallas  Medical 
Journal.  1938;24:4. 

70.  Audiotaped  interview  with  Elizabeth 
Bratteng,  MD,  Houston  psychiatrist; 
1992. 
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TEXAS  MEDICINE  ★ OCTOBER  1994 


INl'ORMA  ric:)N  [•X:)R  AU  THORS 


Tt’.ww  Medidne  has  two  purposes:  As  a newsmagazine  tor  physicians,  it  in- 
forms readers  about  public  health  issues,  legislation,  medical  economics,  le- 
gal topics,  science,  medical  education,  news  of  the  Texas  Medical  As.socia- 
tion,  and  general  news  of  the  medical  profession  in  Texas.  In  its  Journal 
Section,  Texas  Medidne  publishes  peer-reviewed,  clinically  useful  scientific 
articles  and  other  technical  information. 

Material  for  the  Journal  Section  of  Texas  Medidne  may  be  sent  to  the 
Executive  Editor,  Texiis  Medidne,  401  W 15th  St,  Austin,  TX  78701.  It 
must  be  offered  .solely  to  this  journal.  TexcU  Medidne  sedsi  high  quality  ed- 
ucational articles,  written  to  appeal  to  a broad  range  of  Texas  physicians. 
When  possible,  autbors  are  encouraged  to  consider  submitting  “brief  re- 
port” format  articles  of  from  1,200  to  1,^00  words.  Articles  are  screened 
for  appropriateness  for  Texas  Medidne.  Those  selected  for  peer-review  are 
reviewed  bv  consultant  specialists  and  an  Editorial  Committee,  and  accept- 
ed or  rejected  on  the  basis  of  individual  merit,  appropriateness,  and  the 
availability  of  other  material.  Reviews  usually  take  10  to  12  weeks.  Texas 
Medidne  reserves  the  right  to  reject  up  to  press  time  any  articles  that  may 
have  been  accepted  for  publication. 

COPYRIGHT  S S 1 G N M E N T 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978,  all 
transmittal  letters  to  the  editor  must  contain  the  following  language:  “In 
consideration  of  the  Texas  Medical  Association  taking  action  in  reviewing 
and  editing  my  submission,  the  authorfs)  undersigned  hereby  transfers,  as- 
signs, or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical 
Association  in  the  event  that  such  work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article 
in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 OO-1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third 
New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but 
not  necessarily  — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify 
content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete 
document  is  available  in  the  June  1982  issue  of  the  Annals  of  Internal 
Medidne. 

' Iverson  C,  Dan  BB,  Glitman  P,  et  ai:  The  American  Medical  Associa- 
' tion  Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

] CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  princi- 
I pies  and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scien- 
jj  tific  as  well  as  general  topics. 

jl  REFERENCES 

j!  References  to  scientific  publications  should  be  listed  in  numerical  order  at 
1 the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
, propriate  points  in  text. 


Minimum  acceptable  data: 

Journals:  AntUors,  article  title,  journal,  volume,  inclusive  pages,  year, 
/itwfc;  Author,  title,  place  of  publication,  publisber,  year. 

Other  sources:  Enough  information  must  be  included  .so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
tbetically  or  in  footnotes. 

I LLUSTRATIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photographs, 
with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  author’s  name,  and  title  of 
article  in  brief. 

Legends  should  be  in  complete  .sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed- on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

E D I r I N G 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check 
before  publication.  After  the  article  is  sent  to  the  printer,  only  minimal  re- 
vision may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  Section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed 
articles  automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the  ex- 
ecutive editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  executive  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medidne,  Texas  Medical  Association, 
40 1 W 1 5th  St,  Austin,  TX  7870 1 . 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medidne  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in  Texas  Medidne. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Representation 

Education 

and 

Networking 


Federation 

Consortium 

Study 


Hospital  Medical  Staff  Section 
24th  Assembly  Meeting 
December  1-5, 1994 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 

Send  a representative  from  your  hospital  medical  staff  and  physician  organization  to  the 
1994  Interim  American  Medical  Association  Hospital  Medical  Staff  (AMA-HMSS)  Assembly  Meeting 
held  on  December  1-5  in  Honolulu.  Aside  from  participating  in  the  development  of  AMA  policy, 
representatives  will  have  an  opportunity  to  network  with  colleagues,  dialogue  with  the  AMA  Board 
of  Trustees,  and  hear  the  latest  news  and  information  on  health  system  reform. 

With  a changing  health  care  environment,  broader  diversity  within  the  physician  population,  limited 
resources,  and  an  overriding  need  for  unity  of  purpose  and  action  by  organized  medicine,  the  AMA 
has  undertaken  a study  of  the  Federation. 

The  study,  involving  county,  state  and  specialty  societies,  the  AMA,  and  other  related  organizations, 
intends  to  uncover  useful  information  for  developing  ways  to  increase  membership,  member 
participation,  and  advocacy  as  well  as  improve  communications,  medical  society  performance,  and 
resource  utilization. 

Project  leaders  have  asked  the  AMA-HMSS  to  participate  in  the  process  because  it  effectively 
represents  grassroot  physician  concerns.  Input  from  each  HMSS  representative  also  will  be  extremely 
valuable  in  defining  organized  medicine  in  the  future. 

The  1994  Interim  AMA-HMSS  Assembly  Meeting  Education  Program  will  host  the  Consortium  study. 
Data  collected  and  analyzed  will  facilitate  the  following  objectives; 

• Identify  current  and  future  needs,  expectations,  and  preference  of  physicians  and  others  for 
organized  medicine; 

• Explore  membership  ideas  and  options; 

• Assess  how  medical  societies  relate  to  each  other — including  ways  to  be  more  supportive,  avoid 
duplication  of  effort,  leverage  strengths,  and  better  address  weaknesses; 

• Discover  whether  there  are  better  tools/technologies  that  medical  societies  can  use  to  communicate 
with  one  another  and  their  members;  and 

• Enable  medical  societies  to  work  smart  in  a more  focused  and  purposeful  way. 

Plan  to  participate  in  the  Federation  Consortium  on  Friday,  December  3 from  2:30  to  5:30  pm  in 
Honolulu,  Hawaii.  Mahalo! 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Texas  Physicians’  Directory 


Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Strcss) 

Established  in  1984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  (dusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W Parker  Rd.  ArenaTower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ.  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F,  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
I ubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000.  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth.  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith.  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  (817)  336-0551 


Ophthalmology 

BRUCE  C.TAYLOR,  MD 
RICHARD  L. WINSLOW,  MD 

Vitreous  and  Retina  Diagnosis  and  Surgery 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
2 1 4 52 1 - 11 53;  1 -800-442-5376 
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Texas  Medicine 


LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  ot  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

220 1 North  Stanton.  El  Paso.  Texas  79902;  9 1 5 545-2333 


Orthopedic  Surgery 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bicrner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill.  MD 
Phillip  M.  Graehl.  MD 
Joseph  G.  Jacko,  MD 
L.T  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  111,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal.  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


1..  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

WZ.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-23 


Richard  D.  Schubert,  MD 
John  A.  Baker.  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

i;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Roscdalc.  Fort  Wotth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr.  MD 
Fred  W Sanders,  MD,  Retired 
James  M.  BeckJey,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD.  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


2001  N.  MacArthur  Boulevard.  #540.  Irving,  TX  75061 , 214-254-8000 
Robert  E.  Bayless.  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook.  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  josey.  Plaza  I-Suite  102.  Carrollton.  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway.  Plaza  IV-Suitc  308,  Farmers  Branch.  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130.  Bldg  C # 1 0 1 . Mesquite,  TX  75 1 50.  2 1 4-682- 1 307 

Charles  Mitchell,  MD  L.  T.  Johnson.  MD 

1010  N Belt  Line  Road,  Suite  101 , Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey.  MD 

1305  Airport  Freeway,  Suite  121 . Bedford.  TX  76201 , 817-545-2596 
R.  Craig  Saunders,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  l.ancaster,  MD 

Craig  C.  Callcwart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

I jndry  Towers.  41 1 North  Washington,  Suite  7000,  Dallas.  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  Bl  16 
Dallas.  Texas  75230;  214  661-7010 


Pediatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  ol  Physical  Medicine  &C  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th.  Austin.  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Texas  Medicine 


Classified  Directory 


Opportunities  Available 

Emergency  Medicine 

East  Texas:  Great  opportunity  at  this  East  Texas  9-bed 
Emergency  Department.  Attractive  compensation/bene- 
fits package  including  professional  liability  insurance  cov- 
erage. For  more  information,  contact  Maria  Hurtado, 
EMSA  1-800-422-3672.  ext.  7466.  EMSA  1200  South 
Pine  Island  Road,  Suite  600,  Fort  Lauderdale,  Florida 
33324-4460.  EEO/AA/M/F 

If  you’re  drawn  to  the  adventure  of  the  wild  west,  we  can  help 
you  get  there.  Emergency  Medicine  practice  opportunities 
available  in  the  Panhandle  ofTexas.  Volumes  range  from  2,000 
to  45>000  with  remuneration  competitively  set.  For  more 
information,  contact  Cheryl  Armstrong  at  1-800-745-5402  or 
send/fax  CV  to  Coastal  Emergency  Services  of  Dallas,  Inc., 
3010  LBJ  Freeway,  Suite  1300.  LB#43,  Dept.  SO,  Dallas,  TX 
75234.  FAX:  214484-4395. 

Needed:  Emergency  physicians  - North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA.  1525  Merri- 
mac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

Fort  Worth  area:  Immediate  opportunity  for  a Medical 
Director  at  an  impressive  five-story,  112-bed  hospital  just 
south  of  the  DFW  area.  Qualified  candidates  will  be  BP/BC 
primary  care  and  have  a strong  desire  to  lead  an  efficient 
team.  Competitive  remuneration,  benefits,  and  support 
from  a nearby  subsidiary  office.  For  further  information, 
please  contact  Cheryl  Armstrong  at  1-800-745-5402  or 
fax/send  CV  to  Coastal  Emergency  Services,  P.A.,  3010  LBJ 
Freeway.  Suite  1300,  Dept.  SO.  Dallas,  TX  75234.  FAX: 
214-484-4395. 


Practice  opportunity  for  Family 
Practice/Emergency  Physician  in  an  outpatient 
clinic.  First  year  earning  potential  over  1 50K 
for  3 1/2, 13  hour  days/week.  No  call  or  hospi- 
tal work.  No  Medicare  or  Medicaid.  Buy-in 
option  with  profit  sharing  after  second  year. 
Send  CV  to  Victor  Chavez,  MD,  5015 
University  Avenue,  Lubbock,  TX  79413  or  con- 
tact Roxanne  Chavez,  RN,  at  806-797-4357.  ; 


San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work  in 
the  emergency  departments  of  a prestigious  five  hospital 
system.  This  system  consists  of  Level  11  full-service  commu- 
nity hospitals  with  an  excellent  medical  and  nursing  staff, 
double  and  triple  coverage,  and  ED  dictation  system.  Total 
ED  volume  of  100,000.  Fee-for-service  remuneration  of 
$155.000-$205.000  annually.  Applicants  must  be  Board 
Certified  or  residency  trained  in  Emergency  Medicine  or  a 
primary  care  specialty,  with  ED  experience  and  career  ori- 
entation. Please  send  CV  to  Tom  Tidwell,  Emergency 
Physicians  Affiliates.  8700  Crownhill.  Suite  #600-A,  San 
Antonio,  Texas  78209-1 130  or  call  (210)  822-9860. 


HCA  Arlington  Medical  Center 
Arlington,  Texas 
287  Bed  Facility 
ED  Annual  Visits:  24,000 
Needs:  Assoc.  Med.  Director, 
part-time 

HCA  West  Houston  Medical 
Center 

Houston,  Texas 
232  Bed  Facility 
ED  Annual  Visits:  13,500 
Needs:  full-time,  part-time 

Val  Verde  Memorial 
Del  Rio,  Texas 
93  Bed  Facility 
ED  Annual  Visits:  16,000 
Needs:  full-time,  part-time 

HCA  Eewisville  Memorial 
Hospital 

Lewisville,  Texas 
148  Bed  Facility 
ED  Annual  Visits:  20,000 
Needs:  full-time,  part-time 


HCA  Highland  Hospital 
Shreveport,  Louisiana 
126  Bed  Facility 
ED  Annual  Visits:  9,000 
Needs:  full-time 

Angleton-Danbury  General 

Hospital 

Angleton,  Texas 

64  Bed  Facility 

ED  Annual  Visits:  13,000 

Needs:  Director,  full-time, 

part-time 

Village  Oaks  Medical  Center 
San  Antonio,  Texas 
1 12  Bed  Facility 
ED  Annual  Visits:  16,000 
Needs:  full-time 

Knapp  Medical  Center 
Weslaco,  Texas 
180  Bed  Facility 
ED  Annual  Visits:  22,000 
Needs:  full-time,  part-time 


Lakewood  Hospital 
Morgan  City,  Louisiana 
93  Bed  Facility 
ED  Annual  Visits:  17,000 
Needs:  full-time 

The  Sterling  Healthcare  Group  provides  competitive  compensation,  paid 
malpractice  insurance  with  extended  coverage,  and  discounted  disability 
insurance  (30%  off  premium).  In  addition,  there  are  NO  RESTRIC- 
TIVE COVENANTS  in  our  agreements  with  Independent  Contracting 
physicians.  Please  contact  Pat  Smith  at  800-874-4053  for  further  infor- 
mation on  the  above  opportunities. 

We  look  forward  to  hearing  from  you! 
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Emergency  Medicine 


THE  STERLING  GROUP 


Full  or  Part-time  Opportunities: 

• Houston  - Dallas  • Louisiana 

• Rio  Grand  Valley  • San  Antonio 

The  Sterling  Group  offers  to  qualified 
physicians: 

• PAID  MALPRACTICE 

• COMPETITIVE  COMPENSATION 

• FLEXIBLE  SCHEDULE 

• INCENTIVES 

• NO  RESTRICTIVE  COVENANTS 

• DIRECTORSHIPS 

8700  Crownhill,  Suite  600 
San  Antonio,  Texas  78209-1130 
(210)822-9811  800-999-3728 

Pax  (210)  822-1885 


Excellent  practice  opportunity  at  client  facility  near 
Midland.  Beautiful  area  built  around  mountains.  Director- 
ship available.  9.000  volume  ED.  Approximate  annual 
remuneration  at  $141,120.  For  additional  information, 
please  contact  Cheryl  Armstrong  at  Coastal  Emergency 
Services.  P.A.,  3010  LB)  Freeway,  Suite  1300,  Dept  SO, 
Dallas.  TX  75234.  FAX:  214-484-4395. 

EASTTEXAS  AREA:  Escape  to  the  Piney  Woods  and  dis- 
cover outstanding  emergency  department  opportunities  for 
the  primary  care  physician.  Excellent  nurses  and  staff  back- 
up. State-of-art  faciliries.  Combine  quality  of  life — schools, 
recreation  and  time  for  family.  Competitive  remuneration. 
Malpractice  insurance  procurement  program.  Call  Sally  S. 
Williams,  Coastal  Emergency  Services.  PA,  3010  LBJ  Free- 
way, Ste  1300,  LB43,  Dallas,  TX  75234.  1-800-745-5402. 


Family/General  Practice 


Immediate  openings  exist  nationwide  with  a focus 
on  opportunities  in  Texas  and  Louisiana.  BC/BE  pri- 
mary care  physicians  needed  in  a variety’  of  practice 
settings  including  SSG,  MSG,  clinic,  academic  and 
hospital  supported  positions.  Other  specialty  needs 
include  Cardiology,  Medical  Oncology,  Pediatrics, 
Dermatology,  and  OB/GYN.  Excellent  compensation 
packages  with  incentives,  relocation  assistance,  and 
benehfs.  For  details  contact:  Professional  Healthcare 
Insource,  1200  Binz.  Suite  10^  Houston,  TX  77004: 
1-800-289-5902  or  £ax  CV  to  (713)  522-5902. 


76 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact;  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


TEXAS  — Join  a group  of  16  physicians  and  satellite  in  a 
new  clinic  in  Kilgore,  TX.  Salary  and  benefits  for  two  years. 
No  OB  or  in-patient.  Kilgore,  home  of  the  Rangerettes,  is 
northeast  Texas,  10  miles  southeast  of  Longview.  For  more 
information,  contact  Anita  “AJ”  Patterson,  HealthTrust,  Inc., 
4525  Harding  Road,  Nashville,  TN  37205-  1-800-627-4484, 
dial  ext.  206.  FAX;  615-298-6166. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


Become  the  newest  member  of  a well-established  and 
progressive  four-physician  family  practice  group  in  Austin, 
Texas.  The  BE/BC  incoming  physician  will  join  one  of  the 
group’s  members  at  a new  satellite  office  in  Northwest 
Au.stin.  The  group  has  an  affiliation  with  a 503-bed  tertiary 
medical  center.  The  family  physician  will  have  an  immediate 
patient  base.  A certain  portion  of  the  practice  will  provide 
services  under  a capitation  arrangement  in  addition  to  fee  for 
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service.  Call  coverage  will  be  one  in  six.  As  an  employee  of 
the  group,  you  will  be  offered  a competitive  salary  plus  pro- 
ductivity incentives  and  a comprehensive  benefit  pack^e. 
Partnership  availability  with  no  buy-in  after  two  years.  For 
further  information  regarding  this  outstanding  opportunity, 
send  curriculum  vitae  to  Andrew  Johns,  Physician  Services 
of  America,  Suite  250,  2000  Warrington  Way,  Louisville, 
KY  40222  or  call  1-800-626-1857,  extension  237. 


Historical  Community  in  South  Eastern  Arizona 

Actively  Recruiting  BE/BC  Primary  Care 
Physicians.  Rural  Area  Easy  Access  to 
Tucson/Phoenix  Metro  Areas.  Well  Supported 
Small  Office  Setting  Within  Hospital  Campus 
Area.  Give  Us  a Call  for  More  Information. 
Chris  Cronberg,  C.E.O. 

Northern  Cochise  Community  Hospital 
Willcox,  Arizona  85643 
(602)  384-3541 


SAN  ANTONIO  — Family  physicians  needed  for  top- 
notch  diagnostic  and  primary  care  facility.  40  hour  week, 
all  ancillary  services  on  site,  great  call  schedule,  congenial 
colleagues.  SIX  FIGURE  GUARANTEE  plus  bonuses 
and  benefits  package.  Call  or  send  C.V.  to  Jane  Vogt, 
800-765-3055,  222  S.  Central,  Suite  700,  St,  Louis,  MO 
63105.  FAX  314-726-3009. 


FAMILY/GENERAL  PRACTICE 

Student  Health  Center 
Texas  Tech  University 
Health  Sciences  Center 
Lubbock,  Texas 

Physician  to  provide  primary  medical 
care  to  students.  Onsite  laboratory,  x- 
ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  health  education  and  pro- 
motion services  also  available.  40  hour 
work  week  with  no  call  or  weekends. 
Salary  is  $75,000  - $80,000  plus  benefits, 
based  on  years  of  experience.  BC/BE 
preferred  but  not  essential. 

Contact:  Dee  Jackson 
Associate  Director 
3601  4th  Street,  Thompson  Hail 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 
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Family/General  Practice 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reterence  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program.  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 

TEXAS  — Join  a busy  clinic  with  two  Family  Practition- 
ers in  Gladewater,  TX.  Option  to  work  as  independent 
contractor  or  salaried  employee.  16,000  active  patient 
charts,  no  OB.  Refer  patients  to  Longview.  Gladewater,  an 
antique  lovers  delight,  is  northeast  Texas  just  10  miles 
west  of  Longview.  For  more  information,  contact  Anita 
“AJ”  Patterson,  HealthTrust,  Inc.,  4525  Harding  Road, 
Nashville,  TN  37205.  1-800-627-4484,  dial  ext.  206. 
FAX:  615-298-6166. 

Internal  Hedicine 


VA  OUTPATIENT  CLINIC 
LUBBOCK,  TEXAS 

Part-Time  and  Full-Time  opportunities 
in  Primary  Care/Internal  Medicine. 
Prefer  Board  Certified.  The  VA  provides 
malpractice  coverage  and  a competitive 
benefit  package. 

Contact:  Glenda  Taylor, 
Human  Resources, 

VAMC  (05),  6010  Amarillo  Blvd  W 
Amarillo,  Texas  79106  EOF 
(806)  355-9703,  ext.  7326 

COMMITTED  TO  ENHANCING 
QUALITY  CARE 


mRILLO 


Department  0! 
Veterans  llffairs 
Medical  Center 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE, 
BOARD  CERTIFIED.  Attractive  opportunity  with  Baylor 
affiliated  group.  Attractive  compensation  package  including 
protessional  liability  insurance  coverage,  and  attractive  ben- 
efit package  for  full-time  physicians.  Opportunities  for 
both  inpatient  and  outpatient  clinic;  full-time  or  part-time; 
8-  and  12'hour  shifts.  AM  or  PM;  no  on-call  responsibili- 
ties. Please  contact  Brenda  Lancaster,  TPCA,  do  EmCare, 
1717  Main  Street,  Suite  5200,  Dallas,  TX  75201; 
214/712-2018  or  1/800/527-2145. 

Locum  Tenens 


San  Joaquin  Valley  — Large  provider  of  managed  care 
seeks  BE/BC  internist  for  primary  care.  Ideal  candidate 
must  be  Huent  in  Spanish  and  share  our  vision  of  commit- 
ment to  excellence,  patient  satisfaction,  and  community 
involvement.  Salary  commensurate  with  experience.  Out- 
standing benefit  package.  Call  once  per  month.  No  J-1 
visas.  For  additional  information,  contact  Christine  Ross, 
RN,  1-800-776-5776  or  fax  CV  to  314-863-1327. 


Practice  medicine  where  and 
when  you  want 

CompHealth  locum  tenens 
brings  options  to  the  practice 
of  medicine.  Options  like 
working  close  to  home. 

Working  full-time,  part  of  the 
year.  Working  across  the 
nation  while  you  decide 
where  you’d  like  to  settle 
permanently.  Or  working 
enough  to  stay  involved  in 
medicine  while  you  slow  down,  and 
live  it  up.  Practicing  medicine 
where  it’s  needed,  without  the 
administrative  burden  of  practicing 
on  your  own.  Explore  your  options. 
Call  us  today! 


Vo- 

mld\ 


Your  Health  Care  Resource 


800-328-3016 

4021  South  700  East,  Suite  300,  Salt  Lake  City,  UT  84107 
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Locum  Tenens 

Live  the  Good  Life  as  a rural  locum  tenens  physician. 
Free  registry  connects  you  with  temporary  opportunities  in 
beautiful  rural  Texas.  Call  the  Center  for  Rural  Health  Ini- 
tiatives at  (5 12)  479-8891. 


Physicians® 

In  Texas  since  1982' 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYri 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRM) 


You  Don’t 
Have  to  Take  It 
...Any  more! 

Try  the  Worry^free 
LOCUM  TENENS 
Alternative  . . M DA. 

For  Primary  Care,  Call; 
ANNE  SHEFFIELD 
For  Ob/Gyn,  Call: 
ELAINE  KING 
For  Pediatrics,  Call: 
SANDY  PHILLIPS 

1 -800-780-3500 

With  MDA, 

bifVe 


-Paid 
Occurrence 
Insurance!  1/10) 
•■Personalized 
Service 
“"Premium 
Compensation 


n Control! 


Medical  Doctor  Associates,  litc, 


TEXAS  MEDICINE 
CEASSIEIED  DIRECTORY 
DEADEINES 


ISSUE 

November  1994 
December  1994 
January  1995 
February  1995 


DEADLINE 

September  30,1994 
November  1,1994 
December  1,  1994 
January  2,1995 


PHY^CIANS 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


■SIS 

3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-0316 


Ob/Gyn 

TEXAS  — Rio  Grande  Valley  — BC/BE  OB/GYNs 
needed!  Subspecialty  support,  flexible  hours,  two-year  guar- 
antee, comprehensive  benefits.  Fastest  growing  area  in  Texas. 
University,  diverse  cultural/recreational  activities.  Call  or 
send  C.V.  to  Jane  Vogt,  1-800-765-3053,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Occupational  Medicine 


OCCUPATIONAL  HEALTH  PHYSICIAN 

Occupational  Health  Physician 
needed  - approximately  20 
hours/week.  Experience  preferred. 
Fax  CV  to 
512-353-1  198. 
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Contact  The 
TEXAS  Specialists 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)  431-2317 
1342 Johnson  Road 
Keller,  Texas  76248-4205 


For  Excellent 
Practice  Opportunities 


(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)  732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 


FAMILY  PRACTICE 


)RT  WORTH 

rge  FP  group  seeks  two  additional  BC 
ysicians.  Community  health  center  position 
)-hour  work  week,  no  evening  or  weekends). 
;o,  need  to  fill  residency  teaching  position; 
jular  hours,  limited  call.  No  practice  management 
^uired;  generous  salary  and  comprehensive 
nefits  for  each  position.  Great  opportunities! 
intact;  Vicki  Truitt. 

i\ST  TEXAS 

|/o  board  certified  Family  Physicians  are 
■eking  associate.  No  OB.  Small  university  town 
jhin  one  hour  of  Dallas/Fort  Worth  metroplex. 
eat  life  style  among  professionals.  Easy  access 
the  big  city  life  while  enjoying  a smaller 
mmunity  life  style.  Many  recreational  and 
cial  amenities.  Generous  incentive  package 
im  community  hospital. 

■ntact;  Jim  Truitt. 


CENTRAL  TEXAS 

Two  Board  Certified  Family  Practitioners  seek 
third  associate  for  group  setting.  OB  optional, 
but  a plus  if  desired.  Hill  Country  community  of 
6,500.  One  hour  from  Austin.  Paradise  for 
outdoor  enthusiast.  Excellent  benefits  package 
and  tremendous  income  potential. 

Contact;  Jim  Truitt. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians. 
Attractive  well-equipped  offices  with  great 
support  staff.  Enjoy  many  amenities  the  historic  and 
multi-cultural  city  of  San  Antonio  has 
to  offer.  Excellent  salary  and  benefits  package. 
Contact;  Jim  Truitt. 


FORT  WORTH 

Spanish-speaking  physician  needed  for  new 
community  health  center.  No  practice  management 
hassles.  Office  based  practice.  40-hour  work 
week.  Excellent  salary  and  comprehensive 
benefits  package. 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Additional  Family  Practitioner  needed  to  offer 
full  range  of  Family  Medicine  (OB  optional)  in 
town  of  21,000.  Referral  area  of  131,300.  Ultra- 
modern, 200-bed  hospital,  with  excellent 
support  staff.  Call  sharing.  Fee  for  service 
practice  with  existing  provider  network.  Recreational 
paradise  in  popular  location,  with  easy  access 
to  Dallas/Fort  Worth  Metroplex.  Generous 
incentive  package. 

Contact:  Vicki  Truitt. 


INTERNAL  MEDICINE 


JNICAL  FACULTY  APPOINTMENT 

led  of  the  hassles  of  private  practice?  One 
ard  certified  Internist  needed  for  full  time 
isition.  Manage  medicine  service  of  major 
Ijching  hospital;  medical  school  affiliation, 
icellent  salary  and  benefits;  very  limited  call 
bponsibility. 

■ntact;  Jim  Truitt. 

AJOR  TEXAS  MEDICAL  SCHOOL 

'eks  General  Medicine  physician  with  special 
erest  in  caring  lor  HIV/AIDS  patients. 
Iinical  practice  with  research  opportunities, 
jin  existing  specialty  care  team  committed 


to  providing  quality  care.  Generous  income 
with  full  benefits  package.  Location  filled  with 
all  the  amenities  available  in  a major 
metropolitan  area. 

Contact:  Jim  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area 
of  20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities.  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space. 

Contact;  Jim  Truitt. 


MEDICAL  ONCOLOGY 


FORT  WORTH 

Dynamic  group  of  four  Medical  Oncologists 
seeks  fifth  associate  for  group  practice.  Salary 
plus  bonus,  and  excellent  benefits.  Great 
opportunity  to  practice  with  a top  notch 
group  and  enjoy  a life  style  in  a city  offering 
an  abundance  of  outstanding  amenities. 

Contact:  Jim  Truitt. 


ORTHOPAEDIC  SURGERY  ■ PEDIATRICS  ■ PHYSIATRY 


DRTH  CENTRAL  TEXAS 

dden  onset  of  permanent,  debilitating  illness 
i one  physician  in  a two-person  group  has 
bated  immediate  need  for  orthopaedic  surgeon 
thriving  north  Texas  practice.  Seeking  recently- 
ined,  conservative  general  orthopedist  whose 
mary  concern  is  for  quality  care.  Outstanding 
portunity  to  step  into  established  practice, 
cellent  incentive  package.  Call  today. 

I'ntact:  Vicki  Truitt. 

! 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice.  4-way  call  sharing.  Ultra- 
modern hospital  with  new.  Level  II  nursery  and 
designated  Pediatric  unit.  Generous  income  and 
benefits;  provider  network.  Popular  geographic 
area  with  easy  access  to  Dallas/Fort  Worth. 
Contact:  Vicki  Truitt. 


NORTH  CENTRAL  TEXAS 

New  acute  care  rehab  hospital  affiliated  with 
progressive  full  service  health  care  center  which 
serves  a population  of  207,000,  is  seeking 
physician  for  inpatient  practice.  Beautiful  area 
acclaimed  for  recreational  amenities,  located  one 
hour  from  the  Dallas/Fort  Worth  Metroplex. 
Attractive  lifestyle.  Outstanding  income  and 
benefits  package. 

Contact:  Vicki  Truitt. 


HYSICIAN  SEARCH  • PHYSICIAN  PLACEMENT  • MEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 

m 

I^NAGEMENT  CONSULTING  • EDUCATIONAL  LECTURES  • PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


Classified  Directory 


Pediatrics 


Radiology 


TEXAS  — Rio  Grande  Valley  — BC/BE  Pediatricians 
needed!  Subspecialty  support,  flexible  hours,  two-year  guar- 
antee, comprehensive  benefits.  Fastest  growing  area  in  Texas. 
University,  diverse  cultural/recreational  activities.  Call  or 
send  C.V.  to  [ane  Vogt,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis.  MO  63105.  FAX  314-726-3009. 


Psychiatry 


STAFF  PSYCHIATRIST  needed  for  outpa- 
tient clinic  services  for  individuals  with  men- 
tal illness  and/or  mental  retardation.  No  rou- 
tine after  hours  or  on-call  duties.  Excellent 
benefits  and  malpractice  coverage.  Full  time 
or  part  time.  Competitive  salary.  Graduation 
from  an  approved  medical  school,  completion 
of  accredited  psychiatric  residency,  and  Texas 
license  are  required.  Board  certified/board  eli- 
gible preferred.  Expertise  in  psychopharma- 
cology and  desire  to  work  in  a team  environ- 
ment are  needed. 

R C Holliday,  Dir  HRM 
Abilene  Regional  MHMR  Center 
2626  S.  Clack  • Abilene,  Texas  79606 
(915)  690-5 1 26,  ext.  3 1 7 


Public  Health 


Ambulatory 
Preventive  Medicine 


The  Fort  Worth/Tarrant  County 
Health  Departments  are  seeking 
BE/BC  clinical  public  health  doctors 
or  family  practice  and  pediatric 
physicians  with  training  or 
experience  in  public  health  for 
full-time  employment  with 
excellent  benefits. 

Join  our  innovative  and  progressive 
health  departments  and  work  with 
dedicated  health  teams  for  a 
gratifying  career.  Enjoy  a 40-hour 
work  week  with  no  office  overhead 
or  night  call.  New  program 
development  and  research  oppor- 
tunities are  available.  Texas  license 
or  ability  to  obtain  required. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
1 800  University  Dr. 

Fort  Worth,  Texas  76107 
(817)  871-7208 


RADIOLOGY 


COMPREHENSIVE  MANAGEMENT  AND  STAFFING  SERVICES 

RIO  GRANDE  VALLEY 

Radiology  Resources  is  seeking  a board  certified  Radiologist  with 
specialization  in  interventional  for  group  practice  in  the  booming 
Rio  Grande  Valley.  State  of  the  art  equipment  in  well  laid  out  depart- 
ment provides  excellent  working  conditions. 


DALLAS/FORT  WORTH  METROPLEX 

Radiology  Resources  is  seeking  several  board  certified  Radiologists 
for  practices  in  San  Antonio  and  outlying  areas.  Practices  include  a 
full  service  imaging  center,  multi-specialty  clinic,  and  smaller  rural 
hospitals. 

For  more  information  on  these  and  other  available  opportunities, 
please  contact  Elizabeth  Ice  or  Gary  Knight  at  l-(800)-523-9955  or 
(214)  443-9955.  Curriculum  Vitaes  may  be  faxed  to  us  at  (214)  443- 
9960  or  mailed  to  3466  Gillespie  Street,  Dallas,  Texas  75219. 


800  523-9955 


Radiologist/CT-Sono:  Dallas  VA  Medical  Center  has  an 
immediate  opening  for  BC/BE  Radiologist  with  CT  and 
Sono  training/experience.  The  radiology  staff/faculty  and 
residency  program  are  fully  integrated  with  The  University 
of  Texas  Southwestern  Medical  Center  program  in  Dallas. 
For  further  information,  contact  Ward  M.  Terry,  MD,  at 
Dallas  VAMC,  Radiology  Service  114,  4500  S.  Lancaster 
Road,  Dallas,  TX  75216.  The  VA  is  an  equal  opportunity 
employer. 

Diagnostic  Radiologist  with  CT,  MR.  Interventional,  US, 
Nuclear  Medicine  skills  to  join  group  of  six  Board  Certified 
Radiologists.  Two  hospitals,  private  offices,  service  to 
nearby  communities.  Centrally  located  to  San  Antonio, 
Austin,  Houston,  Corpus  Christi.  Good  family  environ- 
ment. Contact  James  Neumann,  MD.  Box  3610.  Victoria, 
TX  77903;  512-578-0317. 
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Classified  Directory 


Radiology 


RADIOLOGY 


1-800-523-9955 

Surgery 

San  joaquin  Valley  — Large  provider  of  managed  care 
seeks  BE/BC  general  surgeon.  Ideal  candidate  must  be  flu- 
ent in  Spanish,  and  share  our  vision  of  commitment  to 
excellence,  patient  satisfaction,  and  community  involve- 
ment. Salary  commensurate  with  experience,  outstanding 
benefit  package.  No  J-1  visas.  For  additional  information, 
contact  Christine  Ross.  RN,  1-800-776-5776  or  fax  CV  to 
314-863-1327. 

Other  Opportunities 


UNIVERSITY  HEALTH 
SERVICES  DIRECTOR 

For  Stephen  F.  Austin  State  University — serving 
12,000  students  with  outpatient  care,  Monday 
thru  Friday.  8am-5pm.  Prefer  applicants  with:  1. 
MD  or  DO  from  approved  Medical  College,  2. 
Flealth  education,  management  and  3 year  pri- 
mary care  experience,  3.  Sports  medicine  sub- 
specialty. Must  have  current  Texas  license.  Send 
inquiries  to  Ms.  Martha  Gose,  P.O.  Box  13058, 
SFA  Station.  Nacogdoches,  TX  75962  or  call 
409-568-2134,  409-568-1058  TDDA^.  EO/AAE 


Other  Opportunities 


DALLAS  AREA 


Baylor  Health  Care  System,  located  in  Dallas,  Texas,  currently 
has  practice  opportunities  for  BC/BE  physicians  in  the  follow- 
ing specialties: 


• Family  Practice 

• Pediatrics 

• Cardiology 

• General  Surgery 


• Internal  Medicine 

• Obstetrics/Gynecology 

• Dermatology 

• Pulmonology 


Practice  settings  include  single-specialty  groups,  ambulatory 
care  clinics,  solo  physicians  seeking  associates,  and  hospital 
sponsored  primary  care  clinics  in  urban,  suburban,  and  rural 
areas.  For  more  information  contact: 

Carolyn  Dodson-Chambers 
Director  of  Physician  Recruitment  & Retention 
Baylor  University  Medical  Center 
3500  Gaston  Avenue 
Dallas,  Texas  75246 
1-800-887-8759 
(214)  820-2772 
(214)  820-1965-FAX 
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BAYLOR 
HEALTH  CARE 
SYSTEM 


CORPUS  CHRISTI. TEXAS  — Doctors  Regional  Med- 
ical Center  of  Corpus  Christi,  Texas  is  currently  seeking 
B.E./B.C.  physicians  interested  in  joining  established  physi- 
cian practices.  Interested  candidates  in  the  following  areas: 
Family  Practice.  OB/GYN,  Internal  Medicine.  Nephrology, 
should  contact  or  send  C.V.  to  Linda  Biediger,  Doctors 
Regional  Medical  Center,  3315  South  Alameda,  Corpus 
Christi.  TX  78411,  (512)  857-1501.  (512)  857-5960  FAX. 

Progressive  medical  corporation  seeking  Ob/Gyn  and 
Family  Practitioner.  Excellent  salary  and  fringe  benefits. 
Ob/Gyn’s  starting  at  $200,000  and  Family  Practitioners 
starting  $100,000.  Benefits  include  health  insurance,  2-4 
weeks  paid  vacation,  loan  repayment,  CME,  relocation 
assistance.  Send  resume  to:  Willie  Valrie,  CEO.  368  High- 
way 1 South,  Natchitoches,  LA  71457. 


PEDIATRICIAN  NEEDED 


Join  two  established  Pediatricians  in 
rapidly  growing  area.  Live  in  beautiful 
hill  country  of  Austin.  Competitive 
net  income  guarantee.  Send  CV  to: 

Northwest  Pediatrics, 
11111  Research  Blvd,  #150 
Austin,  TX  78759  Attn:  Rachel 
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Classified  Directory 


Other  Opportunities 


■ 

No  administrative  headaches 
and  time  to  improve  your  chili. 

One  of  the  nation’s  fastest  growing  privately  held  companies,  JSA  is  proud  of 
exceptionally  high  customer  satisfaction  ratings  and  an  annual  compounded 
growth  rate  of  97%.  We  believe  that  the  selection  of  services  like  ours  should 
\ k / depend  on  quality,  credentials  and  medical  practice  styles.  Apparently,  many 

\ /\  / others  believe  that,  too. 

V V hS-t  do  you  H you’re  hoard  certified  or  hoard  prepared  in  family 

1 ^ primary’  care  specialty,  we’re  ready  to  whet 

^A/nOn  you  cross  your  appetite.  We’re  expanding  the  physician  staff  at 

3.  phySICITn  \A/I'th  where  we  provide  services  m the  military  hmeficiaries 

ICA  1 loQ  ro  of  Ft.  Hood.  All  ancillary  services  are  on-site  — lab, 

J'-'''  ' 1x30.1  LI  IL-Ol  v3  pharmacy,  and  x-ray.  What’s  more,  there  are  NO 

( PirnPirO'tlOn?  call  or  hospital  duties  and  no  administrative 

pWl  OLI  Wl  1 • headaches,  so  you  can  focus  on  quality  patient  care. 

You’ll  find  JSA  a worthy  partner.  For  more 
information,  call  Susan  M.  Mamakos,  Professional  Recruitment,  JSA  Healthcare 
Corporation,  5565  Sterrett  Place,  Suite  200,  Columbia,  MD  21044.  Phone 
(800)  966-2811;  Fax  (410)  964-0598.  EOF. 

I HEALTHCARE  CORPORATION 

Partners  in  Great  Medicine 

■ 

MD  to  join  well  established  multi-disciplinary  Dallas 
area  clinic.  Immediate  need.  Great  opportunity  for  recent 
graduate.  214-462-9161  or  817-430-3288. 

Medical  Director  — Grayson  County  Health  Depart- 
ment. MPH  desirable.  Salary  depends  on  experience. 
Excellent  location  near  Lake  Texoma  and  several  universi- 
ties. Call  (903)  893-0131  or  write  515  N.  Walnut,  Sher- 
man. Texas  75090. 

Position  Wanted 

MD  Anesthesiologist  for  CRNA  salary,  with  17  years 
experience,  only  one  hospital;  bilingual;  without  lawsuits. 
P.O.  Box  460334.  Houston,  Texas  77056. 
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CLASSIFIED  ADVERTISING  CATEGORIES 


Aller.  & Immuno. 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family/Gen  Pract. 

Gastroenterology 

Geriatrics 

Hematology 

Internal  Medicine 


Locum  Tenens 

Neonatology 

Neurology 

Neurosurgery 

Occup.  Medicine 

Ob/Gyn 

Oncology 

Ophthalmology 

Ortho/Ortho  Surg. 

Otolaryngology 


Pathology 
Pediatrics 
Phys.  Med./Rehab 
Plastic  Surgery 
Psychiatry 
Radiology 
Rheumatology 
Urology 

Other  Opportunties 
Position  Wanted 


Entertainment 
Medical  Equip. 

Office  Space 
Practices 
Property 
Travel 

Vacation  Homes 
Cont.  Education 
Business  & Financial 
Services 


Classified  Directory 


Other  Opportunities 


Dallas/Fort  Worth  primary  care 
group  is  seeking  a BC  physician  as 
full-time  medical  director.  This 
position  has  responsibility  for  an 
equity-model  physician  organiza- 
tion (LLPC)  and  a PPO  which  is 
serving  as  our  initial  base  of  busi- 
ness. Responsibilities  include  cre- 
dentialing,  utilization  management, 
physician  recruitment,  and  the 
organization’s  overall  quality  plan. 
8-1-  years  of  clinical  experience  and 
2+  years  of  medical  management 
experience.  Desired  attributes: 
consensus  building,  knowledge 
and/or  experience  in  information 
management  system,  capitation, 
and  utilization  management. 

Contact:  Michael  Lollich, 
(817)  347-1148. 


For  Sale  or  Lease 

Practices 

ENT  practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  & Pro- 
fessional Associates  at  (713)  468-7198  for  information. 

AUSTIN,  Internal  Medic  ine  Practice  for  sale.  Solo 
practitioner  on  hospital  campus  with  expanding  patient 
base.  Broad  mix  of  private-pay,  HMO,  PPO,  and  Gov’t 
plans.  Fully  equipped  office  transferable.  Respectable  repu- 
tation and  earning  potential.  Doctor  will  stay  for  transition. 
Confidential  written  inquiries  to  PO.  Box  160773,  Austin, 
TX  78716. 

Other 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  423 1 4 o , 

Houston,  TX  77242-2314  Bronstein 
FAX  713-493-2234  & Associates 


Business  and  Financial  Services 

LOWEST  COST,  HIGHEST  QUALITY  Medical  Office 
.services.  Electronic  Claims  filing,  Appeals,  Collections, 
Staff  Training.  Accounting,  Tax,  Office  Automation,  Con- 
sulting. MEDICAL  OFFICE  ASSISTANCE  GROUP 
1-800-440-7623  OR  2 1 4-41 2-1694. 

CME 


NUTRITION  SUPPORT; 
COST-EFFECTIVE  APPROACHES 
TO  QUALITY  IMPROVEMENT 

November  5,  1994 
San  Antonio,  Texas 

sponsored  by 

The  Alamo  Area  Society  for  Parenteral  and 
Enteral  Nutrition  and  The  University  of 
Texas  Health  Science  Center  at  San  Antonio 

5.5  Category  1 credit  hours 

For  information,  call  (210)  567-4444. 


Medical  Equipment 

Bennett  High  Frequency  3 Phase  Load  Mammography 
Unit  on  wheels.  Used  only  for  two  years.  Excellent  condi- 
tion. Guaranteed  to  pass  accreditation.  Asking  $30,000. 
Ask  for  Dr.  Eranky.  Phone  210-927-7143. 

Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
arc  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 1 0%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine.  401  West  15th,  Austin.  Texas  78701.  Or.  fax 
copy  to  (512)  370  - 1632. 
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American  Society  of  Bariatric  Physicians  . .48 
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Back  Talk 


Most  people  don’t  understand  or 
appreciate  how  long  we  work,  the 
difficult  situations  and  problems 
physicians  are  presented  with  every 
day  in  clinical  practice,  and  that  we  are 
able  to  take  care  of  so  many  patients 
and  do  it  in  the  face  of  mounting  un- 
necessary bureaucratic  and  administra- 
tive hassles  and  political  criticism. 

“We’re  sort  of  used  to  our  worka- 
day — getting  up  in  the  middle  of  the 
night,  going  in  on  weekends,  long  days,  difficult  problems. 
Particularly  in  surgery  or  anesthesia,  you’re  sometimes  go- 
ing from  one  crisis  to  another.  We  take  that  for  granted, 
but  a lot  of  people  may  not  realize  what’s  involved.” 

Joseph  P.  Annis,  MD,  52 

anesthesiology,  Austin 

I think  the  public  may  perceive  that  the  physician  is 
always  right,  that  he  should  be  infallible.  They  expect  a 
doctor  to  ensure  a good  outcome  in  all  situations, 
whether  a good  outcome  is  possible  or  not.” 

Richard  Allen  Beauchamp,  MD,  51 

public  health,  Austin 

That  they  have  compassion.  The  biggest  need  in 
medicine  today  is  compassion.  Do  doctors  really  care? 
Medical  school  students  lose  contact  with  the  common 
man  and  never  enter  the  mainstream  again.  Medicine  has 
become  so  materialistic.” 

Wayman  R.  Spence,  MD,  59 

physical  medicine  and  rehabilitation,  Waco 

That  physicians  are  infallible,  and  they  make  too 
much  money.” 

August  j.  Watzlavick,  MD,  80 

general  practice,  Schulenburg 


The  greatest  fallacy  about  physi- 
cians in  the  past  has  been  the  notion 
that  they  are  gods.  I believe  that  we 
see  ourselves  as  humans,  and  that  our 
main  goal  is  to  try  and  help  other 
humans.  I think  we  as  physicians  are 
learning  to  listen  to  our  patients,  and 
the  greatest  good  comes  from  us  as 
educators.  I feel  very  strongly  that 
patients  need  good  information,  and 
they  need  to  be  given  options  so  they 
can  ultimately  have  more  power  and  control  with  their 
own  illnesses  to  help  overcome  them.” 

Mary  Agnes  Lowery,  MD,  32 

internal  medicine,  Tyler 

That  all  physicians  are  rich.  I know  a lot  of  them 
who  are  struggling  to  make  ends  meet.  They  have  a fairly 
good  lifestyle,  but  they’re  certainly  not  rich  with  big 
houses  and  big  cars.” 

Hugh  B.  Currie,  MD,  56 

ophthalmology,  Amarillo 

The  greatest  myth  is  that  physicians  and  medical  sci- 
ence are  capable  of  handling  all  problems  when,  in  fact, 
we  have  our  limitations  as  humans  like  anyone  else.  Peo- 
ple come  in  wanting  you  to  cure  every  problem  that  they 
have,  many  of  which  are  not  curable.  When  they  walk  in 
the  door,  they  think  we  can  do  anything,  and  we  can’t.” 

joe  A.  Dean,  MD,  48 

gastroenterology,  Wichita  Falls 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk.  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


Question: 


What  is  the 


misconception 
about  physicians? 
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Recently,  there  has  been  a lot  of  talk  about  choke  and  portability  of  health  insurance  plans.  At  TMAIT  we’re  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 
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With  hopes  for  a 
very  good  death 

Media  glare  over  physician-assisted  suicide  has  shed  precious  little  light 
on  the  day-to-day  realities  of  death  confi-otiting  most  physicians:  how 
to  ease  the  pain  and  fears  of  dying  patients,  how  to  diffuse  the  stress  of 
families  in  conflict  or  denial,  and  how  to  work  through  nagging 
questions  about  legal  and  ethical  responsibilities.  Physicians  and  medical 
ethicists  share  experiences  and  offer  advice  for  what  one  calls  the 
"lonesome  struggle”  of  facing  death. 

BY  KATHRYN  TROMBATORE 

l6 


Commentary 

The  black  capsule 19 

A physician  explains  why  his  father  needs  to  die. 

Feature 

Guidance  from  a veteran 

ethics  committee 22 


The  ethics  committee  at  Parkland  Memorial  Hospital  helps 
physicians  and  families  decide  when  to  withhold  or  withdraw 
treatment  of  dying  patients. 

BY  TERI  MORAN 

Law 

Regulating  death 25 

From  advance  directives  to  DNR  orders,  physicians  need 
to  know  the  law  regarding  death  and  dying. 

BY  HUGH  M.  BARTON,  JD 


LEFT:  Texas  Department  of  Health  Commissioner  David  R.  Smith,  MD.  visits  with  Caroline 
Moy  and  her  mother,  Jtdie  Graves  Moy,  MD,  a Houston  family  practitioner,  during  the  Texas 
Medical  Association  1994  Fall  Leadership  Conference  in  Austin. 
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Legislative  Affairs 

to  for  conflict 

Lobbyifigfor  independent  prescriptive  auti 
nurse  practitioners  have  fired  the  first  shot  in 
ttie  1995  legislative  battle  for  expanded  scope 


of practice. 

BY  KEN  ORTOLON 


Public  Health 

Wheelings  and  dealings .... 

Physicians  are  keenly  aware  ofi the  possible 
consequences  ofi  bare-headed  bicycling. 

That’s  why  they're  leading  the  charge  for  a 
universal  bicycle  helmet  law  in  Texas. 

BY  LAURA  J.  ALBRECHT 


The  Physician’s  Life 

That  day  in  November | ...39 

Most  of  us  can  recall  where  we  were  when 
President  Kennedy  ivas  shot.  For  Ben 
Schnitzer,  MD,  then  a senior  urology  resident 
at  Parkland  Memorial  Hospital,  those 
memories  are  especially  vivid. 

BY  SHARON  CARTER 

The  Journal 53 
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BY  BRUCE  E.  PICHOFE,  MD;  MANUEL  SCHYDLOWER,  MD;  AND 
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Antimicrobial  resistance  ofi  bacterial  pathogens  at  two  tertiary-care  centers, 
in  Riyadh  and  Texas 
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Just  Say  When... 

...when  you’re  ready  to  get  out  of  town 
and  escape  to  your  mountain  retreat. 
Far  away  from  crowds  and  noise  are  a 
limited  number  of  extraordinary 
properties.  Im^ne  your  private  retreat, 
nesded  in  the  Rockies,  overlooking  lush 
alpine  meadows  surrounded  by  aspen 
and  spruce  forest.  Year  round  mountain 
streams,  incredible  views  with  national 
forest  access.  All  behind  locked  gates, 
secluded  but  not  remote.  Elk  and  deer 
abound.  Great  hiking,  X-skiing,  snow- 
mobiling,  fishing  and  hunting.  35,  45 
and  70  acre  parcels  priced  from 
$50,000’s  - $140,000.  Don’t  delay 

[ames  Rosso 

LAND  PROPERTIES,  INC. 

P.O.Box  895  LaVeta,  CO  81055 
1-800-205-5263 


“The  loan  was  a lifesaver. 

It  helped  my  family  and  me 
during  a critical  time.” 

• A PHR  Assistance  Fund  loan  recipient 


he  Physician  Health  and  Re- 
habilitation Assistance  Fund 
of  Texas  Medical  Association  helps 
physicians  in  need.  It  provides 
loans  for  medical  and/or  reha- 
bilitative services  to  physicians 
experiencing  depression, 
chemical  dependency,  or 
other  conditions  that  im- 
pair their  ability  to  lead 
productive  lives. 

We  rely  on  the  generosity 
of  TMA  members  to  help 
us  continue  this  important 
work.  Won’t  you  help  restore 
the  life  of  a colleague  today? 
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Mail  this  fonn  and  your  contribution  to: 


Texas  Medical  Association 

Physician  Health  and  Rehabilitation  Assistance  Fund 

401  West  15th  Street  • Austin,  Texas  78701-1680 
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Editor’s  Mote 


IF  YOU  HAVE  TIME  TO  READ 
only  one  article  in  this  magazine, 
turn  to  “The  Black  Capsule”  on 
p 19.  That  brief  piece  captures  the 
essence  of  what  this  issue  is  about. 

The  author,  a Texas  physician  who 
requested  anonymity,  shares  the  frus- 
tration, anger,  and  hurt  he  has  felt  as 
his  father,  also  a physician,  succumbed 
to  Alzheimer’s  disease.  Because  of  his 
medical  training  and  experience,  the 
author  fully  understands  his  father’s 
prognosis.  And  despite  that  same  med- 
ical training  and  experience,  he  can  do 
absolutely  nothing  to  change  it. 

Such  is  the  double  burden  carried 
by  all  physicians  who  treat  the  termi- 
nally ill.  They’ve  prepared  for  the 
good  fight,  and  that’s  why  they  know 
this  is  one  they  can’t  win. 

The  conclusion  the  author  reaches 
on  whether  to  withhold  care  isn’t 
about  any  universal  right,  wrong,  or 
when.  It’s  the  best  call  of  a devoted  son 
on  behalf  of  a father  unable  to  make 
his  wishes  known.  It’s  the  kind  of  case- 
by-case  call  physicians,  with  the  fami- 
lies of  their  patients,  must  often  make. 

In  her  thought-provoking  cover 
story  (p  16),  Executive  Editor  Kathryn 
Trombatore  explores  the  ethical  dilem- 
mas physicians  face  in  caring  for  dying 
patients,  particularly  in  light  of  the  pub- 
lic debate  over  physician-assisted  sui- 
cide. Two  accompanying  articles  focus 
on  practical  matters:  where  Texas  law 
stands  on  issues  related  to  death  and 
dying  (p  25)  and  the  role  of  hospital 
ethics  committees  (p  22). 

JEAN  PIETROBONO 
Managing  Editor 
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Schoolchildren,  as  well  as 
physicians,  need  education 
about  health  curricula 


Dr  D a n a D I V e n ’ s 
reflections  on  health  education 
in  Texas  ( Texas  Aiediciiie,  Let- 
ters, September  1994,  p 7)  pro- 
vide the  rationale  and  underscore  the 
need  lor  expanding  physician  knowl- 
edge on  the  subject. 

While  Dr  Diven  is  correcr  in  as- 
serting that  a “strong  home  life” 
(read  “traditional  nuclear  family”) 
and  “religious  values”  (read  “ethical 
and  moral  behaviors”)  may  reduce 
promiscuity,  these  don’t  necessarily 
correlate  — in  either  direction. 

A lar  more  significant  challenge  to 
practicing  physicians  in  Texas  is  that 
the  prevalence  of  the  traditional  nu- 
clear family  and  the  acquisition  of 
values  from  the  religious  community 
are  both  in  major  decline.  This  is 
true  for  all  Texans,  but  it  is  especially 
true  lor  high-risk  Texans  living  in 
poverty.  The  truth  be  told,  the  teen 
pregnancy  rate  was  just  as  high  or 
higher  in  the  1960s  and  ’70s;  howev-  | 
er,  the  marriage  rate  is  less  than  half 
what  it  used  to  be. 

So  the  reality  of  the  day  — what 
practitioners  who  care  lor  children 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine.  TMA. 
401  W 15th  St.  Austni,  TX  78701:  fax  (512)  370-1362. 
Please  type  letters  you  submit  for  publication,  and  keep  the  . 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


see  — is  children  out  of  control  en- 
gaging in  risky  behaviors  and  conse- 
quently experiencing  redundant 
morbidities  and  mortalities.  Should 
children  be  condemned  to  these  out- 
comes because  of  negligent  parents? 
Do  we  have  any  programs  that  make 
parents  teach  their  children  respect, 
discipline,  industry,  and  care  for  fel- 
low men  and  women? 

Here  again,  perhaps  Dr  Diven  is 
unaware  that  there  are  school  curricu- 
la that  not  only  improve  knowledge, 
but  also  influence  and  help  change  at- 
titudes. Or  perhaps  that  is  Dr  Diven’s 
real  concern  — that  there  are,  in  fact, 
programs  and  curricula  that  can  shape 
behavior  to  resist  substance  abuse  (1) 
and  to  delay  sexual  activity  or  use 
protection  if  sexually  active  (2,3). 

It  is  critical  that  Texas  physicians, 
especially  those  caring  for  children 
(and  including  dermatologists  like 
Dr  Diven),  help  our  local  school  dis- 
tricts to  improve  comprehensive 
school  health  education. 

Stephen  Barnett,  MD 

Director  of  School  Health  and 
Community  Pediatrics 
The  University  of  Texas  Medical  Branch 
Galveston,  TX  77555 
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School-based  primary  care 
links  children  and  youths 
with  private  practitioners 


I WAS  GREATLY  DISAPPOINTED 
to  read  in  your  Letters  section  Dr 
D.  Brett  Mitchell’s  criticisms  of 
school-based  primary  care  for  chil- 
dren and  youths  without  medical 
homes  (September  1994,  pp  7-8). 

The  approach  suggested  in  “Tak- 
ing health  care  where  the  kids  are” 
{Texas  Medicine,  June  1994,  pp 
14-21)  gives  private  practitioners  an 
option  to  provide  quality  primary 
care  services  to  children  and  adoles- 
cents who  are  now  using  emergency 
rooms  and  fragmented  public  health 
services.  And  the  approach  does  this 
by  redirecting  current  public  health 
dollars,  not  by  imposing  new  taxes. 

The  goal  is  to  integrate  services 
for  this  underserved  population  with 
the  best  part  of  our  medical  commu- 
nity — those  practicing  physicians 
who  are  concerned  with  many  of  the 
“rotten  outcomes”  of  our  youth. 
Judging  from  the  response  across 
Texas  seen  by  the  Texas  Department 
of  Health’s  Office  of  School  Health, 
results  so  far  have  been  excellent  ( 1 ). 

A profound  increase  in  primary 
care  services  has  been  documented  in 
the  current  medical  literature  (2). 
Hopefully,  these  services  will  con- 
tribute to  reducing  the  complex  mor- 
bidities of  adolescents,  including  pre- 
mature sexual  activity,  substance 
abuse,  violence,  and  school  drop  out. 
Although  long-term  studies  are  not 
consistent  about  the  effectiveness  of 
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HEALTH 

CARE 

FRAUD 

CRIMES 


Douglas  C.  McNabb 
Federal  Criminal  Defense  Attorney 


Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 
•Mail /Wire  Fraud 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export /Import  Crimes 
•Drug  Crimes 
• Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 
Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 


Letters 


services,  teen  pregnancy  alone  cost  i 
our  nation  $34  billion  in  1992.  Sure-  ' 
ly  it  is  worth  exploring  the  positive 
results  of  initial  longitudinal  studies. 

It  is  sheer  poppycock  to  suggest 
that  school-based  primary  care  re- 
duces the  responsibility  and  control 
of  individuals  and  parents.  Parental  ! 
consent  is  required,  and  the  principle 
focus  of  these  centers  is  to  allow 
youths  to  take  responsibility  for  their  | 
own  health  protection  and  disease 
prevention  through  comprehensive 
maintenance  exams  they  do  not  get 
in  the  emergency  rooms. 

Finally,  Dr  Mitchell’s  allusion  to 
school-based  primary  care  being  asso- 
ciated with  the  provision  of  abortions 
is  disgusting  and  further  weakens  his 
grossly  misinformed  position. 

Stephen  Barnett,  MD 

Director  of  School  Health  and 
Community  Pediatrics 
The  University  of  Texas  Medical  Branch 
Galveston,  TX  77555 
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lescents: the  experience  of  school-based 
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Dr  Moorhead’s 
approach  praised 

As  A FORMER  PATIENT  OF 
Dr  Louise  Moorhead’s  partner 
when  I worked  right  down  the 
street  at  a city  health  clinic,  I am 
particularly  proud  that  I had  contact 
with  a practice  where  such  a carefully 
reasoned,  well-balanced,  necessary,  and 
apparently  effective  approach  to  a 
menace  that  threatens  us  all  is  being 
utilized  (“Fighting  back:  three  steps  to 
protecting  patient  choice,”  Texas  Med- 
icine, September  1994,  pp  53-57). 

I,  for  one,  intend  to  adopt  Dr 
Moorhead’s  inoffensive  techniques 
for  discussion  with  my  own  patients, 
and  I am  grateful  to  her  and  to  Texas 
Medicine  for  having  published  them. 

Barry  L.  Shickman,  MD 

10427 Arbor  Bluff 
San  Antonio,  TX  78240 


Workers’  comp 
providers  v/arned 

Texas  physicians  treating 
workers’  compensation  cases 
should  be  aware  of  a particular 
provision  of  the  law  as  applied 
by  the  Texas  Workers’  Compensation 
Commission  (TWCC). 

Despite  your  accepting  the  pa- 
tient’s history  as  being  both  true  and 
compatible  with  the  injury  observed 
and  having  the  injury  immediately 
confirmed  by  the  employer  as  work- 
related,  and  despite  following  to-the- 
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letter  all  requirements  concerning 
treating  and  billing  for  the  injury, 
your  claim  for  payment  may  be  re- 
jected by  the  employer’s  workers’ 
compensation  insurance  carrier. 

This  rejection  may  ensue  if  the 
carrier  determines,  even  months  after 
the  fact  through  its  own  investiga- 
tion, that  the  injury  in  question  was 
not  work-related.  This  determination 
may  be  supported  by  the  Texas 
Worker’s  Compensation  Commis- 
sion regardless  of  its  temporal  rela- 
tion to  the  injury  and  any  treatment 
rendered  by  you.  This  TWCC  deter-  | 
mination  may  rely  on  hearsay  evi-  ; 
dence  provided  by  the  insurance  ' 
company.  The  insurance  company  is  ; 
not  obligated  to  provide  you  with  de- 
tails of  its  investigation.  : 

In  short,  you  may  follow  all  the 
TWCC  rules,  provide  timely  and  ap-  I 
propriate  diagnostic  and  therapeutic 
services,  shoulder  all  the  medical-le- 
gal liability  attached  thereto,  and  still 
not  get  paid. 

Workers’  comp  providers,  beware! 

Joel  Potasznik,  MD 

4355  Hwy  1 30  E 
Mesquite,  TX  75150 


Letters 


Physicians  and  patients 
should  be  involved 
in  Medicaid  reform 


IA  M ENCOURAGED  TO  SEE 
that  the  state  of  Texas  is  taking  a 
much  more  cautious  and  compre- 
hensive approach  to  Medicaid  re- 
form as  articulated  by  the  article 
“Taming  the  Medicaid  beast”  in  the 
August  1 994  issue  of  Texas  Medicine 
(pp  32-35). 

As  a pediatrician  practicing  in  the 
state  of  Tennessee,  I have  experi- 
enced something  worse  than  doing 
nothing  in  the  realm  of  Medicaid  re- 
form; that  is,  doing  something  for 
the  sake  of  doing  it  without  knowing 
how  the  system  works  and  without 
all  the  proper  parties  involved. 

The  Tennessee  program  is  an  ex- 
ample of  how  not  to  do  Medicaid  re- 
form. It  was  implemented  quickly 
with  only  the  input  of  the  governor 
and  the  finance  commissioner.  Med- 
icaid recipients,  hospitals,  and 
health-care  providers  were  never  in- 
volved in  the  fundamental  develop- 
ment stages  of  TennCare. 

Even  though  the  program  is  now 
8 months  old,  health-care  providers 
are  still  not  involved  in  the  process. 
Most  of  the  problems  that  were  pre- 
sent with  Medicaid  are  continuing 
with  TennCare.  In  fact,  some  of 
those  problems  have  become  worse. 

We  h ave  seen  numerous  cases  of 
patients  who  have  been  denied  med- 
ically necessary  care,  some  to  the 
point  of  temporary  or  permanent 
disability.  Despite  the  recent  ruling 


“The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 

The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
option  for  the  billing  needs  of 
physicians.  Provider  Financial 
Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  ofyourA/R 

Maximize  revenue 

Reduce  reimbursement  time 

Reduce  overhead  at  least  30% 

Increase  staff  productivity 

“P.F.SJ.  takes  the  burden 
of  billing  off  your  mind 
without  taking  the  control 
out  of  your  hands!” 

Call  us  today! 
(800)  706-5405 


PFSl 
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t Woodway 
there  is  no 
“off-the-shelf” 
financial  plan. 


WOODWiW 


Richard  J.  Morales 


FINANCIAL  ADVISORS 

A Trust  Company 

10,000  Memorial  Dr.  • Houston,  Texas  77024 
683-7070 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’e  are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


j; 


AbeIeeN 



For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Uability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


i Letters 


i by  the  state  court  in  allowing  the 
; state  of  Tennessee  to  have  a summary 
: judgment  against  the  Tennessee 
i Medical  Association,  the  lawsuit  does 
; not  support  the  idea  that  TennCare 
: does  not  have  fundamental  flaws, 
j Besides  the  increased  bureaucracy 
: and  decreased  access,  decreased  reim- 
: bursements  lower  then  Medicaid 
j rates  are  pushing  physicians  in  under- 

• served  areas  to  move  to  suburban  ar- 
: eas  or  out  of  the  state.  Instead  of 
: helping  out  the  current  access  prob- 
; lem  to  medical  care  in  underserved 
: areas,  TennCare  will  worsen  it. 

: I am  encouraged  that  the  state  of 

; Texas  is  taking  a more  cautious  ap- 
: proach  to  arriving  at  a common  sense 
: but  comprehensive  solution.  I en- 
: courage  physicians,  patients,  and 
: state  government  officials  to  be  in- 
: volved  in  coming  up  with  a solution 
; that  works  rather  than  one  that  will 
: only  worsen  the  health-care  crisis. 

: Scott  T.  Schams,  MD 

Chairman.  Government  Affairs  Committee 

• Tennessee  Chapter  of  the  American 
: Academy  of  Pediatrics 

: 221  N Main  St 

• Greeneville,  TN  37743 
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Focused  by  a collimator  helmet, 
narrow  beams  of  ionizing  gamma 
radiation  are  crossfired  through 
j a target  within  the  cranium  to 
1 necrose,  thrombose,  or  inactivate 
abnormal  tissue. 


animn  Knife  radiosiirgeiy 
ck  x^sn't  iec(uiie  tlie  pn  leecLues 
( )f  con\'enti(  mal  cranic  )t(  )my . 
Snell  iLs  sha\’ing  tlie  head.  Inci.sing  and 
retnieting  tlie  scxilp.  Oixaiing  tlie  skull. 
It's  a less  ineiLsiw  ft  inn  < if  neuii  isurgeiy 
that's  appix  niritite  for  many  patients. 

Over  the  [last  25  years,  tliis  uniciue 
treatment  modaliU'  has  proven  effec- 
tive tor  a varieK'  of  brain  disorders, 
including  A\’Ms.  meningiomas,  meta- 
.static  mniors,  and  acoustic  neuromas, 
ft  reciLiires  no  incision.  Only  local 
ane.stlietic.  And  most  jiatients  go  home 
die  next  day. 


'Hie  acK’antage.s?  Le.ss  risk  of  infec- 
tion or  bleeding.  Shorter  recoveiy.  Less 
costly  hosjiitalization.  No  hair  loss. 
Till  ise  are  headaches  .some  patients  ein 
easily  do  w ithout. 

Physicians  at  Pre.sbylerian  Hospital 
of  Dallas  have  trsed  the  Ciamnia  Knife 
successfully  for  five  years.  It  re[> 
re.sents  the  acK  anced  ex|Terti.se  in 
neuro, sciences  available  at  Presb\terian 
tixlay.  For  more  infonnation  or  patient 
refeirals,  jiletse  call  l-8()()-80()-tPHD. 

Presbyterian 
Hospital  of  Dallas 

A Member  of  Presbylerian  Healthcare  System 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off. 

We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

And  to  get  the  greatest  value  from  the  money  you 
earn,  your  banker  will  help  you  choose  among  a variety 
of  investment  accounts. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  1-800-462-6289. 
We  think  you’ll  find  we  re  just  what  the  doctor  ordered. 


NarionsBank 


NationsBank  Corporation  subsidiary  banks  are  members  FDICi^  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 


People 


NEWSMAKERS 


Joseph  S.  Bailes,  MD,  a McAllen  in- 
ternist specializing  in  medical  oncol- 
ogy, was  named  Young  Internist  of 
the  Year  by  the  American  Society  of 
Internal  Medicine. 

Roy  Edward  Carter,  Jr,  MD,  director 
of  the  Spinal  Cord  Center  at  The  In- 
stitute for  Rehabilitation  and  Research 
in  Houston,  received  the  Edward  W. 
Lowman  Award  Irom  the  American 
Congress  ol  Rehabilitation  Medicine. 

Assistant  professor  in  pediatrics  at 
The  University  of  Texas-Houston 
Medical  School,  M aria  E.  Ferris, 
MD,  was  named  one  ol  five  1994 
Outstanding  Young  Texans  by  the 
Texas  Jaycees. 

Donald  J.  Gordon,  PhD,  MD,  was 

elected  chairman  of  the  board  ol  di- 
rectors for  the  San  Antonio  chapter 
of  the  American  Red  Cross. 

James  R.  Lupski,  MD,  associate  proles- 
sor ol  molecular  and  human  genetics 
and  pediatrics  at  Baylor  College  ol 
Medicine,  was  named  to  a prolessorship 
endowed  by  the  Cullen  Foundation. 

Lynne  J.  Roberts,  MD,  a Dallas  laser 
surgeon  and  pediatric  dermatologist. 

Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership:  election  or  appointment  to  an  office  of  or  honors 
from,  a national  or  state  organization:  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People,  Texas  Medicine,  401  W I5th  St,  Austin,  TX 
78701:  fax  (512)  370N632. 


Roy  Edward  Lynne  J.  Roberts,  MD 

Carter,  Jr,  MD 


was  elected  to  the  position  of  Board 
Representative-Laser  Medicine  of  the 
American  Society  for  Laser  Medicine 
and  Surgery. 

Houston  dermatologist  Craig  F. 
Teller,  MD  , was  named  one  of  40 

DEATHS 


David  A.  Almeyda,  MD,  71;  Hous- 
ton; Havana  School  ol  Medicine, 
1948;  died  August  22,  1994. 

Ivan  J.  Barber,  Jr,  MD,  65;  Lubbock; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1957;  died  Au- 
gust 16,  1994. 

James  M.  Buie,  MD,  74;  Hillsboro; 
The  University  ol  Texas  Medical 
Branch  at  Galveston,  1944;  died  Au- 
gust 6,  1994. 

Gary  Bruce  Fleishman,  MD,  44; 

Houston;  University  ol  Pittsburgh 
School  of  Medicine,  1976;  died  July 
29,  1994. 

William  B.  Harrell,  MD,  81; 

Texarkana;  University  ol  Tennessee 


honorees  ol  the  American  Medical 
Association/ Burroughs  Wellcome 
Company  Leadership  Program. 

Brian  R.  Tulloch,  MD,  a Houston  in- 
ternist, was  elected  president  ol  the 
Southeast  chapter  of  the  American 
Diabetes  Association. 

The  1994  National  Alliance  for  the 
Mentally  III  Exemplary  Psychiatrist 
Award  was  presented  to  James  K. 
Witschy,  MD,  ol  Richardson,  in 
recognition  of  his  superior  care  for 
people  with  severe  mental  illnesses  in 
Dallas  and  Collin  counties. 


College  of  Medicine,  1937;  died  Au- 
gust 21,1 994. 

Samuel  Lee  Hunt,  MD,  67;  Dallas; 
The  University  ol  Texas  Medical 
Branch  at  Galveston,  1953;  died  July 
24,  1994. 

Sanjiv  Mangi,  MD,  35;  McAllen; 
M.G.M.  Medical  College,  India, 
1986;  died  August  25,  1994. 

John  Leslie  Smith,  Jr,  MD,  69;  Hous- 
ton; Piilane  University  School  ol  Med- 
icine, 1948;  died  August  23,  1994. 

Kenneth  C.  von  Pohle,  MD,  80; 

Conroe;  College  ol  Medical  Evange- 
lists, 1939;  died  August  21,  1994. 
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TMA  PUBLICATIO 


NEW  FROM  TMA! 


SPECIAL  PRICING! 


Health  System  Reform  Survival  Series 
Set  of  3 books  • $29 

These  publications  give  physicians  and  practice  man- 
agers the  tools  they  need  to  develop  physician-owned 
and  directed  organizations  so  that  practitioners  can  deal 
with  the  new  practice  environment  from  a position  of 
knowledge  and  strength. 

H A Guide  to  Forming  Physician-Directed 
Managed  Care  Networks,  by  James  Unland. 

This  book  provides  a concise,  action-oriented 
guide  that  physicians  can  use  to  organize  a 
physician  health  plan.  Using  a step  by  step 
guide  and  focusing  on  only  essential  infor- 
mation,  the  book  takes  its  readers  through 
the  organizational  activities  and  decisions 
necessary  to  build  an  effective  and  finan- 


Tuberculosis  Education  Program  - Set  of  2 videos 
Regular  $99,  Special  Pricing  $69 

TB  is  once  again  a major  threat  to  the  public  health. 

And  with  multi-drug  resistant  strains,  successful  treat- 
ment is  not  always  simple  or  sure.  Protect  your  staff  and 
improve  patient  compliance  with  these  two  educational 
videos. 


m Tuberculosis:  Prevention  and  Practices  for 
Healthcare  Workers 

This  medical  office  staff  training  program  reviews  TB 

symptoms;  the  difference  between  TB  infec- 
tion and  the  disease;  how  TB  is  transmit- 
ted; who  is  at  risk;  multi-drug  resistant 
TB;  complication  of  diagnosing  TB  in 
patients  with  HIV  infection;  preventa- 
tive measures  and  the  CDC  guidelines 
for  working  safely  around  TB.  (22 
minute  video  and  32  page  book) 


Q The  Law  of  Managed  Care,  by  Bernard  D 

Hirsh,  J.D.,  and  Donald  P.  Wilcox,  J.D.,  takes  physi- 
cians through  the  maze  of  antitrust  and 
health  insurance  law  that  affects  medical 
practice  in  managed  care  plans.  It  provides 
the  knowledge  that  physicians  need  to 
Identify  the  legal  issues  that  organizing 
and  operating  a physician-directed  health 
plan  will  raise  and  work  effectively  with 
attorneys  in  resolving  those  issues. 


0 The  Patient  Guide  to  Tuberculosis 

Medication  compliance  is  one  of  the  biggest  problems  in 
treating  tuberculosis,  especially  in  a public  health 
setting.  This  program  is  designed  to  per- 
suade the  person  infected  with  TB  to  follow 
^ ' the  treatment.  (Video:  1 3.49  minutes) 


o 


Health  System  Reform  for  Texans, 

summarizes  TMA  policy  on  major  health 
system  reform  issues  with  a primary  focus 
on  those  issues  that  most  strongly  affect  the 
health  of  Texans. 


How  to  Negotiate  a Physician's  Employment 
Contract  - $ 1 9 

What  should  be  included  in  a physician's  employment 
contract?  How  does  the  American  with 
Disabilities  Act  (ADA)  impact  the  employer's  dis- 
cretion? Are  covenants  not  to  compete  advis- 
able or  enforceable?  What  tax  consequences 
should  be  considered?  What  model  contracts 
, and  clauses  should  the  physician  consider 
in  creating  and  negotiating  employment 
contracts?  These  questions  are  addressed 
in  this  book,  written  by  Bernard  D.  Hirsh,  J.D.  and 
Donald  P.  Wilcox,  J.D. 


Rx  for  Success:  Communicating  to  Improve 
Collections  (audio  and  book)  Regular  $69, 

Special  Pricing  $39 

Helps  improve  collections  and  reduce  the 

stress  associated  with  it  by  equip- 
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Doctor,  will  you  help  me  die?  Given  the  media  storm  over  physician- 

assisted  suicide,  it’s  easy  to  assume  that  physicians  frequently  face  patients  who  ask  for  this 
distressing  service.  In  fact,  of  course,  it’s  quite  rare. 

Far  more  often,  doctors  encounter  patients  whose  fears  of  pain  and  death  are  over- 
whelming, patients  who  are  unable  to  express  any  wishes  about  their  care,  or  patients’  fami- 
lies who  are  in  conflict  over  withholding  or  withdrawing  care.  Add  to  that  doctors’  fears  of 
lawsuits,  their  proclivity  to  see  death  as  the  enemy,  and  their  lack  of  formal  training  in  the 
ethics  and  legalities  of  death  and  dying,  and  you  have  a situation  rife  with  stress. 

Hence,  the  following:  a not-too-dreary  look  at  the  bedside  realities,  ethics,  and  legal 
aspects  of  death. 

too  much  care  for  the  incompetent,  but  conscious,  fragile 
elderly  who  are  not  terminally  ill: 

“What  do  I owe  my  patients  who  cannot  speak  for 
themselves  and  who  exist  in  a state  I consider  not  worth 
living?  What  can  I take  as  a valid  expression  of  their  wish- 
es if  I never  knew  them  when  they  were  competent  and  I 
don’t  really  know  their  families?  . . . 

“Unlike  others  who  can  comment  from  a distance 
about  the  moral  appropriateness  of  our  actions  ...  we  are 
responsible  for  making  treatment  decisions.  Perhaps  more 
than  we  are  willing  to  admit,  we  can  decide  what  symp- 
toms to  ignore  or  acknowledge,  what  level  of  intervention 
to  provide  or  forgo,  and  what  options  to  recommend  or 
avoid  recommending  to  family  members”  (1). 

Texarkana  neurosurgeon  George  L.  Bohmfalk,  MD, 
acknowledges  that  physicians  have  a lot  of  power  in  guid- 
ing patients’  and  family  members’  decisions. 

“The  doctor  can  lead  the  discussion  in  subtle,  uncon- 
scious ways  — by  lifting  his  eyebrow,  scratching  his 
cheek,  or  groaning  a little  bit  at  a certain  point,”  he  said. 
“Patients  are  subject  to  so  many  variables:  the  doctor’s 
tone  of  voice,  their  past  experiences,  their  family’s 
influences,  and  finances.” 

Still,  physicians  must  try  to  be  objective  advisers  who 
give  patients  and  families  information  about  various  treat- 
ment possibilities,  says  Dr  Hoverman.  “I  can’t  tell  a pa- 
tient what  he  or  she  should  do.  My  job  is  not  to  impose 
my  value  system  on  somebody  else.” 

But  that  can  prove  difficult  when  patients  either  don’t 
understand  what  a physician  is  saying  or  don’t  feel 
equipped  to  make  a decision. 


We  used  to  think  people  died  because  something 
went  wrong  with  their  bodies.  Now,  we  are  at 
least  as  likely  to  think  something  went  wrong 
with  the  medical  technology. 

“Americans  think  technology  is  the  answer  to  every- 
thing,” said  J.  Russell  Hoverman,  MD,  PhD.  “Given 
enough  time  and  energy,  they  believe  there’s  not  anything 
we  can’t  do.” 

Dr  Hoverman  is  an  Austin  hematologist  and  oncolo- 
gist who  has  been  active  in  the  ethics  committees  of  both 
St  David’s  and  Seton  hospitals.  He  knows  the  stress  of  try- 
ing to  help  patients  accept  medicine’s  limits.  He  also 
knows  the  struggle  of  trying  to  help  set  those  limits  when 
the  lure  of  technology  beckons. 

Guiding  patients  and  families  about  withholding  or 
withdrawing  care  is  a common,  if  painful,  responsibility 
for  many  physicians  today.  Also  distressing  for  doctors,  if 
less  common,  is  making  those  decisions  for  patients  who 
can’t  make  their  own. 

“The  directive  to  physicians  [sometimes  called  a living 
will]  and  the  durable  power  of  attorney  for  health  care 
cover  a very  small  percentage  of  the  population,”  said  Dr 
Hoverman.  Not  only  do  few  people  sign  them,  but  many 
incompetent  patients  don’t  have  a certifiable  terminal  ill- 
ness, which  is  required  to  invoke  provisions  of  the  direc- 
tive to  physicians. 


Must  confusion  reign? 

Trying  to  judge  whether  the  quality  of  someone  else’s  life 
is  high  enough  to  warrant  continued  medical  treatment 
can  be  agonizing. 

Denise  Niemira,  MD,  a Wichita  Falls  physician  and 
faculty  member  at  the  Wichita  Falls  Family  Practice  Resi- 
dency Program,  wrote  eloquently  a couple  of  years  ago 
about  the  difficulty  of  deciding  when  good  care  becomes 


Talking  to  real,  not  ideal,  patients 

“Ideally,  the  patient  should  call  all  of  the  shots,”  said  Dr 
Bohmfalk.  “But  how  often  do  you  have  a nice,  bright  col- 


lege-ediicated  patient  who  can  com- 
prehend the  discussion  about  his 
treatment?  What  happens  so  ohen  is 
that  you  have  these  plain  folks  who 
don’t  have  a clue.  You  explain  and  ex- 
plain hut  they  just  totally  abdicate 
their  responsibility:  ‘Well,  doc,  you’re 
the  one  I come  to.  Whatever  you 
think.  Hell,  I ain’t  no  doctor.’” 

Worse  yet,  in  terms  of  doctors’ 
fears  of  being  sued,  are  family  mem- 
bers who  are  in  total  denial  of  reality. 
Houston  internist  Eugene  M.  Hoyt, 
Ir,  MD,  JD,  provided  an  example: 
“This  little  old  lady  comes  in  from 
the  nursing  home.  She’s  been  co- 
matose in  a fetal  position  for  the  last 
5 years.  Her  sister  comes  with  her 
and  says,  ‘Well,  I fully  expect  Susie  is 
going  to  wake  up  someday  soon,  and 
we’re  going  to  go  on  a trip  to  Eu- 
rope.’ And,  she  really  means  it.  Plus, 
she  has  durable  power  of  attorney  for 
Susie.  And,  she  thinks  it’s  my  job  to 
make  sure  the  vacation  happens,  and 
if  I don’t,  Em  the  villain.” 

He  and  many  other  physicians 
have  felt  the  frustration  of  working 
with  families  who  won’t  allow  them 
to  “turn  off  the  technology”  when 
further  treatment  is  futile.  Even  those 
who  would  readily  accept  withdrawal 
of  life  supports  for  themselves  can  be 
reluctant  to  approve  it  for  others  in 
similar  circumstances. 

“That’s  basically  fear  and  ignorance, 
and  the  only  solution  is  public  educa- 
tion,” Dr  Bohmfalk  said.  “But,  it’s  go- 
ing to  be  a long,  slow  process.  It’s  going 
to  take  a couple  of  generations.” 

He  wishes  families  would  realize 
there’s  no  absolutely  right  or  wrong 
decision  about  providing  care.  “Fam- 
ilies don’t  have  to  find  the  right  deci- 
sion in  the  eyes  of  the  world,”  he 
said.  “They  need  to  find  the  best  de- 
cision for  them.'’ 

Back  in  the  imaginary  world  of 
ideal  patients,  these  decisions  wouldn’t 
have  to  be  made  when  patients  were 
ill.  “Advance  directives  need  to  be  dis- 
cussed when  you’re  at  your  best,”  said 
Dr  Hoyt.  “So  that  means  that  it  needs 
to  be  done  in  the  doctor’s  office.” 


“Doctors  arc  not  people  who 
put  others  to  death.  I don’t 
think  that  should  ever  be 
acceptable  to  medicine." 


Karl  L.  Singer,  MD,  a family 
physician  from  Exeter,  NH,  wrote  in 
a recent  issue  of  Medical  Economics 
about  his  practice  of  discussing  death 
with  his  healthy  adult  patients.  Dur- 
ing patients’  annual  physicals.  Dr 
Singer  hands  out  blank  copies  of  a 
living  will  and  a durable  power  of  at- 
torney with  instructions  on  filling 
them  out.  He  asks  patients  to  take 
the  forms  home,  fill  them  out,  and 
send  him  copies  for  their  charts. 
Since  1991,  he  and  his  partners  say 
they  have  gotten  back  close  to  one 
third  of  the  nearly  4,000  sets  of  direc- 
tives they  have  distributed.  That 
compares  favorably  with  the  15%  to 
20%  of  Americans  generally  believed 
to  have  advance  directives  (2). 

Sometimes  it’s  the  doctors 
WHO  don’t  want  to  stop 


Doctors  have  the  same  social  discom- 
fort as  families  in  saying  “stop,”  says 
Nancy  W.  Dickey,  MD*,  a Rich- 
mond family  practitioner  and  vice 
chair  of  the  American  Medical  Asso- 


“1  think  it  is  still 
extraordinarily  rare  for  a 
paticilto  have  the  temerity 
to  look  at  his  doctor  and  say, 
‘Please  help  me  die.'" 

— George  L.  Bohmfalk,  MD 


ciation  Board  of  Trustees.  “We  con- 
tinue treatment  because  we’re  so  con- 
cerned about  quitting  too  soon.” 

It’s  also  easier  for  physicians  to 
deal  with  a patient’s  death  when  they 
can  attribute  it  to  disease  factors  be- 
yond their  control  than  when  it  re- 
sults from  their  withholding  or  with- 
drawing care  (3). 

But  most  medical  ethicists  are 
strong  advocates  of  ceasing  treatment 
when  it  is  futile.  “One  of  the  big 
problems  is  the  inability  of  physicians 
to  stop  treatment  at  the  appropriate 
point,”  said  Harold  Y.  Vanderpool, 
PhD,  ThM,  a professor  in  the  history 
and  philosophy  of  medicine  at  The 
University  of  Texas  Medical  Branch 
at  Galveston.  “But  none  of  us  wants 
to  be  remembered  as  a slobbering  old 
crone.  We  want  to  be  remembered  as 
vital,  aware,  alert,  and  contributing.” 

AMA  policy  is  clear  on  the  topic: 
“Physicians  are  not  ethically  obligat- 

*Dr  Dickey  chaired  the  AMA  Council  on 
Ethical  and  Judicial  Affairs  from  1984  to 
1987,  a pivotal  period  during  which  the 
opinion  on  withholding  and  withdrawing 
care  from  terminally  ill  patients  was  issued. 
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— J.  Russell 
Ho  verm  AN,  MD,  PhD 


cd  to  deliver  care  that,  in  their  best 
prolessional  judgment,  will  not  have 
a reasonable  chance  ol  henehtting 
their  patients.  Patients  should  not  he 
given  treatments  simply  because  they 
demand  them.  . . .” 

The  costs  of 
‘life  at  any  cost’ 


But  some  ethicists  think  that  il  a 
physician  wants  to  provide  the  care 
and  a patient  can  pay  tor  it,  then  it’s 
ethically  appropriate,  even  it  the  care 
is  not  medically  indicated  (4). 

UTMB  ethicists  Dr  Vanderpool 
and  William  J.  Winslade,  PhD,  JD,t 
both  members  ot  the  Institute  for  the 
Medical  Humanities,  hold  that  “vi- 
talists,”  who  believe  in  lite  at  any 
cost,  should  be  tree  to  seek  the  lite- 
extending  treatments  they  wish,  but 
only  at  their  own  expense.  “I  really 
don’t  think  society  ought  to  have  an 
obligation  to  keep  vegetative  bodies 
alive,”  said  Dr  Vanderpool.  “It  strikes 
me  as  both  illogical  and  amoral.” 

Dr  Winslade  concurs:  “Vitalists 
should  have  to  pay  a premium  on 
their  insurance  to  cover  all  of  their 
own  care  and  perhaps  the  care  of  vi- 
talists who  can’t  afford  to  pay  for  it. 
It  is  absolutely  insane  to  suppose  that 
society  is  obligated  to  provide  that 
kind  of  care  when  we  don’t  provide 
life-saving  care  for  people  who  can 
benefit  from  it.” 

We  also  should  stop  assuming 
that  permanently  unconscious  pa- 
tients without  living  wills  or  families 
to  speak  for  them  would  prefer  life  at 
any  cost,  says  Dr  Winslade. 

In  an  article  he  wrote  last  year  for 
Texas  Medicine,  he  stated:  “I  believe 
we  should  presume  that  no  one  would 
prefer  a life  of  permanent  uncon- 
sciousness prolonged  by  technologies 
such  as  respirators  or  artificial  nutri- 
tion and  hydration.  After  a reliable  di- 
agnosis of  permanent  unconscious- 


Thc  Black  Capsule 

MY  FA  1 II  HR  IS  OHAI),  or  at  least  he  may  as  well  be.  fhe  worrisome  de- 
cline now  so  obvious  as  Alzheimer’s  disease  has  finally  landed  him  in  a nursing 
home.  His  inability  to  remember  things  first  met  with  denial,  on  some  of  our 
parts,  then  anger  and  resistance  by  Mom,  and  now  acceptance,  again  by  only 
some  of  us. 

His  insidious  deterioration,  initially  somewhat  amusing  in  his  dotage,  became 
annoying,  then  irritating,  as  he  seemed  not  to  be  making  any  effort  at  all  to  remem- 
ber a thing.  More  recently  we  became  sympathetic,  as  the  inevitable  unfolded,  and 
now  we  are  resigned.  He  is  gone.  This  once-proud  general  surgeon  has  no  idea 
what  he  used  to  do  for  a living.  He  doesn’t  know  any  of  us,  although  80  years  of  in- 
grained social  skills  allow  him  to  convince  the  unwary  otherwise.  “Oh,  yes,  I re- 
member now!”  he  exclaims,  each  time  he  asks  and  one  of  us  reminds  him  of  our 
name,  occupation,  city  of  residence,  marital  and  child  status.  Five  minutes  or  30 
seconds  later,  that  worn  tape  is  replayed. 

The  dreaded  day  of  placing  him  in  a nursing  home  was  unexpectedly  easy. 
“Your  doctor  says  you  need  to  stay  here  in  the  hospital  for  a few  days  for  some 
tests,”  my  sister  decided  to  lie,  with  the  approval  of  said  doctor.  He  bought  it, 
and  he  hasn’t  questioned  the  idea  since.  He  eats  with  the  one  or  two  only  other 
residents  who  still  seem  capable  of  feeding  themselves,  and  that  doesn’t  bother 
him.  Nor  does  much  else,  until  by  some  perverse  firing  of  malfunctioning 
synapses  he  gets  a distressing  thought  that  he  can  neither  communicate  to  us 
nor  resolve  himself 

I really  believe  that  he  enjoys  absolutely  nothing.  He  exists.  Macular  degenera- 
tion has  robbed  him  of  his  beloved  hill  country  sunsets,  spring  wildflowers,  and 
white-tailed  deer.  He  was  a voracious  reader,  but  what  he  could  see  he  couldn’t  re- 
member or  relate.  Otosclerosis  and  constantly  losing  his  minimally  useful  hearing 
aids  made  conversation,  such  as  it  was,  nearly  impossible. 

He  had  a great  love  of  music,  but  he  can  neither  hear  nor  follow  music  now. 
Food  has  become  fuel;  gruel  would  please  this  previously  demanding  diner  as 
much  as  the  finest  filet.  Efforts  to  give  him  any  joy  are  pointless.  The  slightest 
variation  in  the  nursing  home  routine  is  profoundly  unsettling.  We  are  about 
to  get  over  the  guilt  of  not  doing  special  things  for  and  with  him,  like  birth- 
days, Thanksgiving,  and  Father’s  Day. 

He  needs  to  die.  His  heart  is  strong,  his  blood  pressure  normal.  He  escaped 
his  mother’s  ravaging  diabetic  genes.  He  takes  no  medications,  until  he  be- 
comes agitated.  He’ll  probably  live  10  more  years.  If  he  develops  pneumonia, 
this  man  who  has  never  even  had  the  flu,  I will  oppose  any  move  to  treat  it. 
When  I used  to  make  rounds  with  him,  he  often  said  that  pneumonia  was  the 
old  person’s  friend. 

If  the  body  is  the  temple  of  the  soul,  and  the  mind  its  ark,  then  if  there  is 
no  mind,  is  there  any  point  to  the  body?  We  fill  nursing  homes  with  these 
empty  bodies  and  disorganize  fragile  family  units  when  the  shells  are  cared  for 
at  home.  We  aren’t  willing  to  pay  for  health  care  for  poor  children  with 
promise,  yet  we  plod  along  spending  millions  each  day  on  the  perennially  vege- 
tative. I know  about  slippery  slopes  of  unforeseen  ramifications,  but  I also 
know  about  futility  and  limited  resources. 

Father,  please  do  go  gentle  into  that  good  night. 

Old  man,  where  is  your  friend? 

Oh,  Death,  where  is  thy  Black  Capsule? 


+ Dr  Winslade  is  the  James  Wade  Rockwell 
Professor  ot  Philosophy  in  Medicine  at  UTMB. 
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ness,  artificial  life  support  should  be 
withheld  or  withdrawn,  and  the  pa- 
tient liberated  from  the  limbo  of  a 
senseless  life”  (5). 

Marcia  Angell,  MD,  executive  edi- 
tor of  The  New  England  Journal  of 
Medicine,  takes  a similar  stance.  In  a re- 
cent editorial,  she  wrote,  “At  present  it 
is  presumed  that  patients  in  a perma- 
nent vegetative  state  would  want  to  be 
kept  alive.  In  my  view  we  should  in- 
stead presume  that  patients  in  a persis- 
tent vegetative  state  would  not  want  to 
be  kept  alive  indefinitely  — a presump- 
tion buttressed  by  public  opinion  polls” 
(6).  She  called  for  a standard  of  care 
that  would  include  routinely  stopping 
treatment  after  a specified  time  in  a 
persistent  vegetative  state. 

She  also  doesn’t  think  the  ability 
to  pay  necessarily  confers  a right  to 
receive  futile  care.  She  would  prefer 
that  families  who  object  to  discontin- 
uing treatment  be  required  to  justify 
their  positions. 

Dr  Dickey,  too,  thinks  delibera- 
tions are  in  order  before  care  is  pro- 
vided or  continued.  “It  is  imperative 
that  physicians  respond  to  patients’ 
and  families’  requests  for  anything  in 
light  of  whether  it  will  do  any  harm 
or  good,”  she  said.  “We  need  to  try 
to  educate  them  rather  than  simply 
responding  in  a knee-jerk  fashion.” 

That  extends,  also,  to  making  sure 
that  patients  who  reject  treatment 
really  understand  what  that  means. 
“The  AMA  policy  is  that  a patient 
has  the  right  to  accept  or  reject  any 
treatment,  even  when  rejecting  treat- 
ment will  ultimately  cause  the  pa- 
tient to  die,”  said  Dr  Dickey.  “Once 
patients  are  educated  about  the  true 
consequences  of  their  decisions,  they 
should  have  the  right  to  make  those 
decisions.  But  we  have  to  be  very 
careful  that  we  do  not  cop-out  and 
say  to  the  patient,  ‘Whatever  you 
want,’  instead  of,  ‘Do  you  under- 
stand what  that  means?”’ 

Inevitably,  discussions  of  medical 
care  costs  enter  into  the  deliberations 
about  providing  futile  care.  Some 
hospitals  have  adopted  policies  about 


The  federation  ponders  the  ethics  of  death  and  dying 


Though  organized  medicine  remains  opposed  to  physician-assisted  sui- 
cide, that  opposition  is  not  as  uniform  or  as  strong  as  it  once  was.  For 
example,  the  Michigan  State  Medical  Society  recently  changed  its  posi- 
tion on  physician-assisted  suicide  from  strong  opposition  to  one  of  neutrality. 

TMA’s  Board  of  Councilors,  on  the  other  hand,  is  quite  clear.  Adopted  in 
September  1990,  the  policy  states: 


Physicians  have  ethical  duties  to  sustain  life  and  relieve  suffering.  The  performance  of  these 
duties  may  cause  one  duty  to  conflict  with  another  in  the  case  of  terminally  ill  patients.  A 
physician  may  ethically  cease  or  omit  treatment  to  permit  a terminally  ill  patient  whose  death 
is  imminent  to  die.  However,  he  should  not  intentionally  cause  death. 

Physicians  also  have  an  ethical  duty  to  conform  their  conduct  to  the  requirements  of  law.  As- 
sisting suicide  is  a criminal  offense.  It  is  unethical  for  a physician  to  intentionally  aid  or  assist 
any  patient,  directly  or  indirectly,  in  taking  the  patient’s  own  life,  regardless  of  the  patient's 
mental  state  or  severity  of  illness. 

It  is  not  unethical  for  a physician  to  prescribe  medications  to  alleviate  a terminally  ill  patient's 
pain  even  though  a side  effect  of  the  drug  could  be  to  compromise  respiration  and  circulation, 
if  the  physician’s  intention  is  to  alleviate  pain  and  not  to  hasten  the  patient’s  death. 


The  AMA  has  policies  on  a number  of  death  issues: 


FUTILE  CARE 

Physicians  are  not  ethically  obligated  to  deliver  care  that,  in  their  best  professional  judgment, 
will  not  have  a reasonable  chance  of  benefltting  their  patients.  Patients  should  not  be  given 
treatments  simply  because  they  demand  them.  . . . 


ANENCEPH  AI.IC  INFANTS  AS  ORGAN  DONORS 

It  is  ethically  permissible  to  consider  the  anencephalic  as  a potential  organ  donor,  although 
still  alive  under  the  current  definition  of  death  [only  in  specified  circumstances].  The  use  of  the 
anencephalic  infant  as  a live  donor  is  a limited  exception  to  the  general  standard  [that  donors 
be  legally  dead]  because  of  the  fact  that  the  infant  has  never  experienced,  and  will  never  expe- 
rience, consciousness. 

WITHHOLDING  OR  WITHDRAWING  LIFE-SUSTAINING  MEDICAL  TREATMENT 
The  social  commitment  of  the  physician  is  to  sustain  life  and  relieve  suffering.  Where  the  perfor- 
mance of  one  duty  conflicts  with  the  other,  the  preferences  of  the  patient  should  prevail  . . . 
There  is  no  ethical  distinction  between  withdrawing  and  withholding  life-sustaining  treatment. 

. . . Where  there  are  disputes  among  family  members  or  between  family  and  health  care 
providers,  the  use  of  ethics  committees  specifically  designed  to  facilitate  sound  decisionmaking  is 
recommended  before  resorting  to  the  courts.  . . . Physicians  have  an  obligation  to  relieve  pain 
and  suffering  and  to  promote  the  dignity  and  autonomy  of  dying  patients  in  their  care.  This  in- 
cludes providing  effective  palliative  treatment  even  though  it  may  foreseeably  hasten  death. 

EUTHANASIA  AND  PHYSICIAN-ASSISTED  SUICIDE 

Euthanasia  is  the  administration  of  a lethal  agent  by  another  person  to  a patient  for  the  purpose 
of  relieving  the  patient’s  intolerable  and  incurable  suffering.  . . . Physician  assisted  suicide  occurs 
when  a physician  facilitates  a patient’s  death  by  providing  the  necessary  means  and! or  informa- 
tion to  enable  the  patient  to  perform  the  life-ending  act  (eg,  the  physician  provides  sleeping  pills 
and  information  about  the  lethal  dose,  while  aware  that  the  patient  may  commit  suicide).  . . . 
Euthanasia  and  physician  assisted  suicide  are  fimdamentally  incompatible  with  the  physician’s 
role  as  healer,  would  be  difficidt  or  impossible  to  control,  and  would  pose  serious  societal  risks. 

TREATMENT  DECISIONS  FOR  SERIOUSLY  ILL  NEWBORNS 
Life-sustaining  treatment  may  be  withheld  or  withdrawn  from  a newborn  when  the  pain  and 
suffering  expected  to  be  endured  by  the  child  will  overwhelm  any  potential  for  joy  during  his 
or  her  life. 
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"Wc  continue  treatment 
because  We’re  so  concerned 
about  quitting  too  soon." 

— Nancy  W.  Dickey,  MD 


futile  care  because  ol  concerns  about 
economic  losses.  Santa  Monica 
[Calif]  Hospital  Medical  Center  has 
had  a policy  since  1991  that  defines 
futile  care  as  “any  clinical  circum- 
stance in  which  physicians  and  their 
consultants,  consistent  with  the 
available  medical  literature,  conclude 
that  further  treatment  (except  com- 
fort care)  cannot,  within  a reasonable 
possibility,  cure,  ameliorate,  improve 
or  restore  a quality  of  life  that  would 
be  satisfactory  to  the  patient”  (4). 

But  when  faced  with  patients  or 
families  who  want  life  at  any  cost, 
many  physicians  still  are  reluctant  to 
do  anything  less  than  everything  they 
have  to  offer.  Often  they’ll  acknowl- 
edge quietly  to  colleagues  that  they 
are  not  sure  they’re  doing  the  right 
thing,  but  they  don’t  want  to  get 
sued,  says  Dr  Dickey. 

Fears  of  lawsuits  hold 
DOCTORS  hostage 


It  doesn’t  take  much  threat  of  a law- 
suit to  dispel  any  protection  doctors 
feel  from  a piece  of  paper  like  an  ad- 


"Dying is  the  most 
natural  right  wc  have." 

— Eugene  M. 

Hoyt,  Jr,  MD,  JD 


vance  directive,  says  Houston  in- 
ternist Dr  Hoyt. 

Plus  many  physicians  and  other 
health-care  workers  really  don’t  know 
the  legalities  of  death  and  dying. 
They  follow  laws  that  never  existed 
and  remain  ignorant  of  some  that  do. 

Van  McCrary,  PhD,  JD,  MPH, 
an  assistant  professor  in  the  medical 
humanities  program  at  the  University 
of  Florida  College  of  Medicine,  inter- 
viewed internists,  surgeons,  and  on- 
cologists at  three  university  hospitals 
in  Texas  on  their  knowledge  of  the 
legal  and  ethical  issues  having  to  do 
with  death  and  dying  (7).  Dr 
Winslade,  one  of  Dr  McCrary’s  coau- 
thors, says  he  was  surprised  at  how 
little  physicians  knew  about  the  law 
and  how  likely  they  were  to  depend 
on  equally  uninformed  colleagues  for 
answers  to  their  legal  questions. 

Hospitals  share  the  blame  for 
physicians’  lack  of  knowledge,  says 
Dr  Winslade,  because  their  adminis- 
trators don’t  insist  that  doctors  get  up 
to  speed,  and  the  hospital  attorneys 
must  primarily  be  concerned  with 
protecting  the  institution. 

Many  doctors  don’t  understand  that 


there  are  two  entirely  dillerent  types  of 
advance  directives,  which  become  op- 
erative under  different  circumstances, 
and  that  the  law  also  provides  for  a 
procedure  families  can  use  when  an  in- 
competent patient  has  not  signed  an 
advance  directive.  (See  “Regulating 
death,”  p 25,  for  a description  of  these 
and  other  legal  points.) 

“Physicians’  fears  and  doubts  about 
legal  risks  of  limiting  terminal  care 
may  not  be  wholly  rational,  but  they 
are  powerful,”  wrote  Dr  Winslade  in  a 
Texas  Medicine  article  on  legal  regula- 
tion of  terminal  care  (8). 

It’s  easy  to  understand  why  doctors 
fear  being  called  on  the  carpet  even 
when  the  law  is  on  their  side.  If  a patient 
who  has  issued  an  advance  directive  has 
a family  that  insists  on  continued  treat- 
ment, many  physicians  are  reluctant  to 
get  caught  in  this  tug-of-war.  Some 
figure  that  the  dead  patient  isn’t  likely  to 
sue,  but  the  family  may.  They  assume 
that  doctors  have  been  found  guilty  of 
withdrawing  life-sustaining  treatment, 
but,  in  fact,  one  expert  claims  there  has 
never  been  a successful  prosecution  of  a 
clinician  for  withdrawing  care  from  a 
terminal  patient  (4). 

On  the  other  hand,  “There  is  a 
risk  if  you  don’t  follow  a patient’s  ad- 
vance directive,”  points  out  Dr  Hoyt. 
“If  you  resuscitate  someone  against 
his  or  her  will,  you  may  be  liable  for 
battery  — an  unpermitted  touch- 
ing.” He  emphasizes  that  battery  is 
an  intentional  tort,  not  negligence, 
and,  therefore,  not  covered  by  med- 
ical malpractice  insurance. 

Is  HOSPICE  the  answer? 


For  the  many  physicians  who  believe 
terminally  ill  patients  deserve  more 
than  symptom  management  but  less 
than  suicide  assistance,  the  existence  of 
nonphysician  experts  to  deal  with  dy- 
ing patients  is  a great  relief  Those  ex- 
perts are  part  of  the  hospice  movement. 

“I’m  much  more  supportive  of  hos- 
pice than  I am  of  assisted  suicide,” 
said  Dr  Winslade.  “How  many  people 
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Guidance  from  a veteran  ethics  committee 

By  T k r 1 M (.)  R A N , A s s Cl  c I A r ii  e d i r o r 


If  the  scrubs  anci  stethoset^pes  hadn’t  given  them 
away,  the  cermmittee  might  have  passed  at  first 
glance  for  some  club  ot  English  grammarians.  Six- 
teen strong  that  day,  the  members  sat  discussing,  even  ag- 
onizing, over  the  document’s  every  phrase.  No  word  was 
too  insignificant,  no  sentence  too  trivial,  when  several 
hundred  physicians  could  later  look  to  it  for  guid- 
ance in  deciding  whether,  or  when,  to  let  cer- 
tain terminal  patients  die. 

Grappling  with  the  1 1-page  withdrawing 
and  withholding  life  support  guidelines 
took  up  most  ot  the  hour  this  August  at 
the  monthly  institutional  ethics  com 
mittee  (I EC)  meeting  at  Parkland 
Memorial  Hospital,  a major  teach- 
ing hospital  affiliated  with  The 
University  of  Texas  Southwestern 
Medical  Center  in  Dallas. 

Formed  in  1985,  when 
about  60%  of  American  hospi- 
tals had  them.  Parkland’s  is  a 


relative  veteran  among  such 


committees.  Seven  years  later, 
in  1992,  the  Joint  Commission 
on  Accreditation  ol  Healthcare 
Organizations  mandated  that 
hospitals  seeking  their  accredi- 
tation devise  some  method  to 
address  ethical  concerns. 

Foday,  whether  through  for-  \ 
mal  committees  or  contracts 
with  individual  consultants,  most 
hospitals  have  some  sort  of  mech- 
anism to  deal  with  ethics  issues. 

And  experts  say  formal  committees 
usually  perform  the  same  three  func- 
tions — case  consultations,  staff  educa- 
tion, and  hospital  policy  formation. 

The  guidelines  Parkland’s  committee  la- 
bored over  give  direction  in  numerous  scenarios,  s^.^.. 
as  what  to  do  when  patients  refuse  life-saving  treatment 
or  when  incompetent,  terminal  patients  without  advance 
directives  have  no  surrogates  to  speak  for  them. 

Dealing  with  the  unexpected 

But  as  the  Parkland  committee  members  well  know,  no 
guidelines  can  prepare  physicians  for  every  ethical  dilemma. 


“Now  we  get  to  the  statement  that  says  we  don’t  treat 
folks  who  are  dead,”  said  the  meeting’s  chairman  and  pas- 
toral care  director  Steve  Ivy,  PhD,  as  he  led  the  committee 
through  the  meeting’s  final  reading  of  the  guidelines. 

“That’s  pretty  important  to  say,”  Dr  Ivy  explained,  refer- 
ring to  how  a Florida  court  recently  ordered  a hospital  to 
continue  treating  a legally  brain-dead  teenager  whose  par- 
ents fully  expected  a miraculous  recovery.  The 
hospital  discharged  him  and  bears  responsibil- 
ity for  his  at-home  total  life  support. 

“About  the  time  you  think  some- 
thing is  really  settled,  it  can  come 
unglued  in  a hurry,”  Dr  Ivy  said, 
“even  that  which  would  seem  to  be 
an  obvious  statement,  like  ‘We 
don’t  treat  dead  folks.’” 

When  physicians  at  Parkland 
face  ethical  uncertainties  beyond 
the  scope  of  hospital  guidelines, 
they  are  encouraged  to  seek  in- 
dividual case  consultation  from 
an  I EC  subcommittee. 

“Sometimes  physicians  are 
unsure  and  just  want  support 
and  advice  that  they’re  doing 
the  right  thing,”  said  Parkland’s 
lEC  chairman  John  Sadler, 
MD,  associate  professor  of  psy- 
chiatry at  UT  Southwestern. 
“And  other  times  they’re  in  a 
quandary  and  really  don’t  know 
what  to  do.  They  don’t  see  any  so- 
lution as  particularly  better  than 
another,  and  then  they’ll  consult  us.” 
But  the  committee’s  recommenda- 
tions are  not  expected  to  be  treated  as 
gospel.  “We  come  as  consultants  to 
physicians  and  families  and  whoever  else 
needs  our  consultation,”  Dr  Sadler  said.  “But 
it  is  only  consultation.” 

Ideally,  hospital  ethics  committees  should  operate  strict- 
ly in  such  an  advisory  capacity,  according  to  Murray 
Pizette,  MD,  former  longtime  chairman  of  Parkland’s  lEC 
and  clinical  professor  of  medicine  at  UT  Southwestern. 

“I  find  most  ethics  committees  that  do  consultation 
functions  wait  until  they  are  asked,  and  they  never  pre- 
sent their  findings  in  such  a manner  that  the  physician 
would  feel  coerced  in  terms  of  decision-making.” 
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M ISCONCKP  I'lONS  WANING 

As  the  miniber  of  etliics  coinniittees  grows,  Dr  Pizertc  sees  certain  misconcep- 
tions waning.  In  the  early  days  of  the  formation  of  hospital  ethics  commit- 
tees, there  was  this  apprehension  hy  many  physicians  that  ethics  committees 
would  acttially  step  in  and  intervene  in  the  medical  management  of  their  pa- 
tients or  that  they  would  step  m without  being  formally  retjtiested.” 

Although  some  physician  wariness  may  linger.  Dr  Pizette  believes  it’s  usual- 
ly unwarranted.  1 dont  think  that  has  actually  happened.  1 think  most  physi- 
cians welcome  the  help  offered  by  etbics  committees.” 

Technically,  anyone  may  request  an  individual  case  consultation  under 
Parkland  s open-door  policy,  including  family  members  or  nonphysician  staff, 
but  its  usually  attending  physicians  who  do. 

In  a typical  case  consult,  the  attending  physician,  family  members,  treat- 
ment team,  and  four  to  six  ethics  committee  members  meet  and  begin  discus- 
sions with  a case  summary. 

The  simple  act  of  getting  the  involved  parties  together  and  talking  and 
putting  things  in  plain  language  often  resolves  the  problem,”  Dr  Sadler  said. 

But  if  opinions  still  differ,  the  subcommittee  meets  privately  and  tries  to  ar- 
rive at  a consensus  recommendation. 

One  subcommittee  recently  wrestled  with  the  case  of  a patient  in  the  ad- 
vanced stages  of  AIDS  whose  family  and  physician  could  not  agree  on  when  to 
stop  blood  transfusions  the  patient  needed  continuously.  “The  question  was, 
when  is  too  much  too  much?”  Dr  Sadler  said. 

Both  the  family  and  the  physician  decided  to  let  the  patient  go,  agreeing 
that  transfusions  only  prolonged  death  without  adding  any  long-term  benefit. 

Cases  such  as  this,  when  physician  and  family  members  disagree  on  treat- 
ment, can  be  the  most  difficult  to  resolve,  according  to  Dr  Sadler  and  Dr  Pizette. 
And  it  is  in  these  cases  where  a court’s  intervention  is  most  likely  to  occur. 

Because  courts  often  intervene  and  settle  many  difficult  medical  ethics  cases 
anyway,  and  because  treatment  decisions  ultimately  rest  on  physicians,  some 
physicians  may  question  the  need  to  establish  ethics  committees. 

Critics  of  hospital  ethics  committees  fear  the  possibility  of  new  liability  is- 
sues that  a committees  involvement  in  patient  care  could  present  physicians, 
as  well  as  the  potential  for  committees  to  overstep  their  boundaries  as  advisors 
only.  But  proponents  say  that  with  well-defined  boundaries,  ethics  committees 
can  become  welcome  support  for  physicians. 

What  the  good  ones  do 

According  to  Dr  Sadler,  effective  ethics  committees  share  certain  qualities. 

At  a minimum,  their  membership  is  as  comprehensive  as  possible,  includ- 
ing nursing,  administrative,  mental  health,  and  legal  representatives,  as  well  as 
physicians  from  several  specialties.  Having  a trained  ethicist  is  ideal,  but  with 
or  without  one,  Dr  Sadler  recommends  members  pursue  some  formal  ethics 
education.  Newly  formed  committees  should  consult  existing,  experienced 
ones  in  their  communities,  he  says,  especially  for  setting  policies. 

Dr  Sadler  lists  membership  diversity  and  members’  open-mindedness  as  his 
committee’s  strengths.  “A  good  ethics  committee  person  has  a firm  sense  of  his 
or  her  own  value  and  moral  commitment,  yet,  at  the  same  time,  is  tolerant  of 
diversity  and  is  eager  to  exchange  other  points  of  view.” 


die  per  day  in  the  United  States  who 
are  candidates  for  euthanasia  and  sui- 
cide? Not  very  many.  I low  many  of 
them  could  profit  from  a little  ’FLU  or 
hospice  care?  An  awftil  lot  of  them.” 

lexarkana  neurosurgeon  Dr 
Bohmfalk  says  that  because  dealing 
with  terminal  patients  can  be  unpleas- 
ant, “many  physicians  think  of  hos- 
pice as  a very  convenient  way  to  dis- 
pose of  a patient  they  don’t  want  to 
deal  with.”  Hospice  staff  tend  to  excel 
with  family  intervention  and  dis- 
cussing the  family  dynamics,  areas 
that  many  physicians  find  difficult  (9). 

Although  hospice  care  is  generally 
thought  of  as  “passive”  rather  than 
“active”  because  it  doesn’t  involve 
mercy  killings,  Austin  oncologist  Dr 
Hoverman  points  out  that  in  fact, 
hospice  care  is  tremendously  active. 
“They  provide  pain  medicine,  spiri- 
tual support,  and  home  care.  They 
try  to  bring  family  members  togeth- 
er. It  is  a very  active  process,”  he  said. 

But  he  also  acknowledges  that  | 
there  can  be  problems  with  hospice  j 
care.  Some  physicians  feel  they  lose 
control  when  they  refer  patients,  and 
there’s  also  a reimbursement  issue. 
Physicians  continue  to  manage  pa- 
tients but  don’t  get  paid  for  it,  which 
can  be  a disincentive  to  put  patients 
in  hospice  care,  says  Dr  Hoverman. 


Weighing  the  pros  and 
cons  of  assisted  suicide 


Wi'IWM 


As  a neurosurgeon.  Dr  Bohmfalk  has 
treated  many  dying  patients,  but  none 
of  them  has  ever  asked  him  for  direct 
help  in  dying.  “I  think  it  is  still  extra- 
ordinarily rare  for  a patient  to  have 
the  temerity  to  look  at  his  doctor  and 
say,  ‘Please  help  me  die,”’  he  said. 

It  may  be  rare,  but  it  does  happen. 

“I  ve  got  a 72-year-old  patient  with 
cardiomyopathy  who  is  in  kidney  fail- 
ure, said  Dr  Hoyt.  “He’s  dying  mo- 
ment by  moment,  but  it’s  going  to 
take  him  another  2 weeks.  He’s  un- 
comfortable. He’s  scared.  His  family  is 
going  to  pieces.  He  is  a good,  honest 
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"1  really  don’t  think 
society  ought  to  have 
an  obligation  to  keep 
vegetative  bodies  alive.’ 

— Harold  Y. 
Vanderpool,  PhD,  ThM 


"Withdrawing  nutrition 
and  hydration  is  euthanasia, 
and  to  the  extent  we 
permit  that,  we  already 
permit  euthanasia." 

— William  J. 
WiNSLADE,  PhD,  JD 


Catholic  man  and  he  asked  me,  ‘You 
know,  doc,  isn’t  there  some  way  that 
you  could  just  puli  the  plug?’” 

At  the  bedside,  it  can  be  hard  to 
find  the  allegedly  clear,  bright  lines 
between  withholding  treatment,  ter- 
minating treatment,  stopping 
artificial  nutrition  and  hydration, 
giving  a higher  dose  of  morphine  for 
pain  control,  and  taking  the  more  ac- 
tive step  ol  providing  a patient  with 
the  means  to  end  his  or  her  own  life. 
Staying  on  the  right  side  of  the  law  is 
never  far  from  physicians’  minds. 

“Patients  are  going  to  die  whether 
it’s  legal  or  not.”  That’s  how  TMA  at- 
torney Hugh  M.  Barton,  JD,  sums  up 
his  belief  that  the  law  has  little  busi- 
ness dictating  how  a person  chooses  to 
die.  Despite  his  stance  that  assisted 
suicide  may  be  ethically  defensible,  he 
stops  short  of  wanting  it  to  be  legal. 

“As  a lawyer,  I have  deep,  deep 
reservations  about  whether  society 
can  handle  that,”  he  said. 

It’s  hard  to  assuage  those  reserva- 
tions by  looking  to  the  Netherlands, 
where  euthanasia  has  been  accepted 
for  more  than  20  years.  Both  sup- 


porters and  opponents  of  euthanasia 
cite  it  as  proving  their  points. 

Recent  changes  in  policy  allow 
Dutch  physicians  to  perform  euthana- 
sia on  incompetent  patients  without 
their  direct  knowledge  or  consent 
when  their  doctors  assert  that  is  what 
the  patients  would  have  wanted.  This 
official  sanctioning  of  involuntary,  ac- 
tive euthanasia  has  exacerbated  fears 
that  permitting  any  form  of  euthanasia 
inevitably  begins  the  slide  down  the 
so-called  “slippery  slope”  to  a society 
in  which  the  weak,  the  elderly,  and  the 
ill  may  be  forcibly  “assisted”  in  exercis- 
ing their  “right  to  die.” 

“The  reports  from  the  Netherlands 
should  send  absolute  chills  down  our 
backs,”  said  AMA  trustee  Dr  Dickey. 


Kevorkian  — 

PIONEER  OR  criminal? 

Many,  perhaps  most,  physicians  see 
Jack  Kevorkian  not  as  a pioneer,  but, 
at  best,  as  an  irritant  who’s  forcing  so- 
ciety to  grapple  with  the  ethics  of 
death  in  a way  they  have  previously 


avoided.  “I  appreciate  that  Dr 
Kevorkian  has  brought  the  question 
to  the  forefront,  but  of  all  the  doctors 
who  could  have  done  that,  he’s  the 
last  one  I would  have  chosen.  I think 
he  is  horrendously  irresponsible,” 
said  Dr  Bohmfalk. 

Some  people  are  more  comfort- 
able with  the  ethics  of  Timothy  E. 
Quill,  MD,  the  New  York  physician 
whose  account  of  an  assisted  suicide 
drew  much  attention  when  it  was 
published  in  The  New  England  Jour- 
nal of  Medicine  (10).  He  has  pro- 
posed clinical  criteria  to  guide  physi- 
cians in  assisting  suicide  (1 1). 

Dr  Quill  believes  that  physicians 
must  seriously  question  patients  who 
ask  for  help  in  dying,  but  he  is  against 
restrictions  that  force  patients  to  “suffer 
needlessly  or  feel  they  must  secretly  take 
matters  into  their  own  hands”  (12). 

“Dying  patients  need  more  than 
prescriptions  for  narcotics  or  referrals 
to  hospice  programs  from  their  physi- 
cians,” he  said.  “They  need  a personal 
guide  and  counselor  through  the  dy- 
ing process  — someone  who  will 
unflinchingly  help  them  face  both  the 
medical  and  the  personal  aspects  of 
dying,  whether  it  goes  smoothly  or  it 
takes  the  physician  into  unfamiliar, 
untested  ground”  (13). 


Is  DYING  A RIGHT? 

Dr  Quill  and  others  base  their  sup- 
port of  assisted  suicide  in  part  on 
their  belief  in  a “right  to  die.”  Said 
Dr  Hoyt,  “Dying  is  the  most  natural 
right  we  have.” 

Melvyn  Schreiber,  MD,  the  Robert 
N.  Cooley  Distinguished  Professor  of 
Radiology  at  The  University  of  Texas 
Medical  Branch  at  Galveston,  is  in- 
clined to  agree.  “It  is  my  position  that 

(continued  on  p 46) 

To  express  your  opinion  on  the  subject  matter  of 
this  article,  call  the  Texas  Medicine  comment 
line  at  (800)  880-1475  or  write  Texas  Medi- 
cine, 401  W 15th  St,  Austin,  TX  78701.  All 
comments  will  be  considered  for  future  publica- 
tion, with  the  author’s  approval. 
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Regulating  death 

A discussion  of  Texas  law  regarding  death  and  dying 

B\  Hugh  M.  Barton,  JD,  TMA  assistant  general  counsel 


hanges  in  both  the  medical  technology  that 
prolongs  life  and  public  attitudes  about  the 
dying  process  have  raised  new  dilemmas  asso- 
ciated with  the  care  of  dying  patients.  Fol- 
lowing is  a discussion  of  Texas  law  regarding  typical  death 
and  dying  issues. 


do  or  not  to  do  some  act.  A directive 
to  physicians  expresses  a patient’s  de- 
sire to  refuse  certain  medical  treat- 
ment when  he  or  she  is  in  a terminal 
condition.  Because  the  attending 
physician  does  not  sign  the  directive, 
no  agreement  on  the  part  of  the 
physician  can  be  implied. 


Q:  What  types  of  advance  directives  can  a patient  execute? 

A:  An  advance  directive  is  a legal  document  that  patients  may 
use  to  make  decisions  about  serious  illnesses.  In  Texas,  only 
two  types  are  statutorily  recognized:  The  directive  to 
physicians,  which  is  authorized  by  the  Texas  Natural 
Death  Act  (TNDA),  expresses  a patient’s  wishes 
to  exercise  the  legal  right  to  refuse  certain  med- 
ical treatments  when  he  or  she  is  in  a terminal 
condition.  The  durable  power  of  attorney  for 
health  care  delegates  the  right  to 
make  medical  decisions  to  another 
person  if  the  patient  is  incompetent 
to  make  those  decisions. 

Q:  What  does  TNDA  allow? 

A:  It  allows  patients  to  instruct  their 
physicians  not  to  use  artificial 
methods  to  extend  the  natural 
process  of  dying  and  provides  three 
methods  to  accomplish  this  (1): 

1.  Adults  of  sound  mind,  acting  on 
their  free  will,  may  sign  a directive 
to  physicians  concerning  their  care. 

The  directive  has  no  effect  until  a pa- 
tient becomes  terminally  ill. 

2.  A competent  patient  may  make  an  oral  directive  after 
he  or  she  becomes  terminally  ill. 

3.  Legal  guardians  or  relatives  may  make  “treatment  deci- 
sions when  a patient  is  both  terminally  ill  and  inca- 
pable of  communication. 

Q:  Is  a directive  to  physicians  like  a contract? 

A:  No.  A contract  is  an  agreement  between  two  people  to 


Q:  What  are  some  of  the  problems  with  advance  directives? 

A:  Some  physicians  hesitate  to  carry  out  advance  directives 
for  fear  of  liability.  TMA  has  received  scattered  reports  of 
families  threatening  to  sue  physicians  if  they  do  not 
continue  treatment,  despite  the  patients’  ex- 
pressed desires  through  advance  directives. 
However,  there  are  no  reported  cases  to 
give  real  credence  to  this  fear. 

Another  problem  with  advance  di- 
rectives is  the  requirement  that  two 
physicians  certify  the  patient’s  termi- 
nal condition  before  a directive  can 
become  effective.  This  has  been  criti- 
cized as  overly  restrictive,  particularly 
in  nursing  home  settings.  Also,  the 
witness  requirements  usually  exclude 
most  available  witnesses  in  health- 
care facilities. 

Finally,  the  definitions  in  TNDA 
are  unclear.  As  explained  below,  the  is- 
sues of  artificial  nutrition  and  hydration 
and  how  the  law  applies  to  patients  in 
permanently  comatose  conditions  are  not 
well  settled. 

Q:  Does  TNDA  include  artificial  nutrition  and  hydration 
within  the  scope  of  “life-sustaining  treatment”  that  may 
be  withheld  or  withdrawn? 

A:  When  the  Texas  attorney  general  was  asked  this  ques-  | 
tion  in  1988,  he  noted  that  then-Senator  Ray  Farabee,  • 
sponsor  of  the  original  TNDA  legislation,  wrote  that  it  i 
was  impossible  to  establish  criteria  for  either  determining  : 
whether  a person  is  in  a “terminal”  condition  or  for  what  = 
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constitutes  a “life-sustaining”  proce- 
dure. As  Senator  Farabee  noted: 

. . . the  statute  does  not  itemize 
what  procedures  are  to  be  regard- 
ed as  “life-sustaining”  and  sepa- 
rate from  standard  medical  treat- 
ment which  may  be  given 
regardless  of  a patient’s  condition. 
Such  distinctions  must  be  made 
by  medical  practitioners  according 
to  accepted  medical  standards. 
For  instance,  many  physicians 
maintain  that  therapy,  such  as  the 
use  of  antibiotics,  qualifies  as  “ex- 
traordinary” when  the  patient  is  a 
cancerous,  comatose  90-year  old. 
On  the  other  hand,  administra- 
tion of  pain-killing  drugs  falls  in  a 
separate  category  (2). 

The  attorney  general  concluded 
that  whether  artificial  or  tube  feeding 
will  serve  to  artificially  prolong  the 
moment  of  death  “is  a question  which 
depends  upon  the  expertise  of  the 
medical  profession  in  each  individual 
case”  (3).  In  both  the  1991  and  1993 
legislative  sessions,  the  Texas  Legisla- 
ture rejected  amendments  that  would 
have  clarified  this  issue. 

Q:  Does  TNDA  apply  to  patients  in  a 
permanently  comatose  or  vegetative 
state? 

A:  Yes.  In  1989,  the  legislature 
broadened  the  law  to  include  not 
only  “incurable”  conditions  but  “ir- 
reversible” ones  as  well,  where  death 
would  result  “within  a relatively 
shott  time  without  the  application  of 
life-sustaining  procedures.”  Since  pa- 


tients who  are  permanently  comatose 
must  be  artificially  maintained,  they 
can  be  considered  terminal  (4). 

Q:  Suppose  a terminal  patient,  who  is 
incompetent,  has  not  signed  a direc- 
tive to  physicians  or  other  advance  di- 
rective. Can  the  patient’s  family  exe- 
cute one  on  the  patient’s  behalf? 

A:  No.  Only  a competent  person  can 
execute  a directive  to  physicians. 
However,  an  alternative  legal  proce- 
dure exists.  The  patient’s  attending 
physician  and  legal  guardian  can  make 
a treatment  decision  “that  may  include 
a decision  to  withhold  or  withdraw 
life-sustaining  procedures  from  the  pa- 
tient.” If  there  is  no  legal  guardian, 
then  the  attending  physician  and  at 
least  two  persons,  in  the  following  or- 
der, can  make  such  a decision: 

1 . the  patient’s  spouse; 

2.  a majority  of  the  patient’s  reason- 
ably available  adult  children; 

3.  the  patient’s  parents;  or 

4.  the  patient’s  nearest  living  relative. 

The  decision  must  be  based  on 
knowledge  of  what  the  patient  would 
have  desired,  if  known,  and  must  be 
made  in  front  of  two  unrelated  wit- 
nesses (5).  No  particular  form  is  re- 
quired, although  some  hospitals  and 
nursing  homes  have  devised  forms. 

Q:  Can  emergency  medical  services 
(EMS)  personnel  honor  a directive  to 
physicians? 

A:  TNDA  explicitly  aims  the  directive 
to  physicians  at  a patient’s  attending 
physician  and  no  other  class  of  li- 


censed health-care  providers.  General- 
ly, EMS  personnel  are  supervised  by 
licensed  physicians.  The  physicians 
should  have  policies  in  place  to  ad- 
dress TNDA  and  durable  power  of  at- 
torney questions. 

In  any  event,  a number  of  practi- 
cal problems  could  arise  if  EMS  per- 
sonnel did  attempt  to  honor  a direc- 
tive. They  would  have  to  determine 
both  whether  the  patient  is  in  a ter- 
minal condition  and  whether  the 
document  meets  statutory  require- 
ments and  is  properly  filled  out. 
These  tasks  present  difficult,  if  not 
insurmountable,  problems  when 
quick  decisions  must  be  made  about 
appropriate  care. 

Q:  What  does  a durable  power  of  at- 
torney for  health  care  allow? 

A:  While  TNDA  addresses  treatment 
decisions  for  patients  who  are  termi- 
nally ill,  it  does  not  address  decision 
making  in  other  types  of  health-care 
situations.  In  1989,  the  Texas  Legis- 
lature established  detailed  procedures 
for  use  of  a durable  power  of  attor- 
ney specifically  for  health-care  deci- 
sions. Under  this  law,  a competent 
adult  or  “principal,”  using  a written 
power  of  attorney,  may  designate  an- 
other adult  as  his  or  her  “agent”  to 
make  health-care  decisions  if  the 
principal  ever  lacks  the  capacity  to 
make  those  decisions  (6). 

Q:  How  does  a durable  power  of  at- 
torney for  health  care  affect  end-of- 
life  decisions? 

A:  The  durable  power  of  attorney  for 
health  care  specifically  empowers  an 
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agent  to  discontintie  life-sustaining 
procedures  at  the  agent’s  discretion. 
Unlike  the  directive  to  physicians, 
the  durable  power  of  attorney  for 
health  care  is  not  restricted  to  situa- 
tions in  which  the  patient’s  death  is 
imminent  or  will  result  shortly  with- 
out life-sustaining  procedures,  or  to 
situations  in  which  two  physicians 
certify  that  the  patient  has  a terminal 
condition.  The  agent  acts  as  surro- 
gate decision-maker  for  all  health- 
care matters,  but  only  when  the  pa- 
tient lacks  the  capacity  to  do  so. 

The  scope  of  the  law  is  broad,  with 
“health-care  decision’’  defined  as  “con- 
sent, refusal  to  consent,  or  withdrawal 
of  consent  to  health  care,  treatment, 
service  or  procedure  to  maintain,  di- 
agnose, or  treat  an  individual’s  physi- 
cal or  mental  condition.” 

Q:  What  if  a patient  has  both  a direc- 
tive to  physicians  and  a durable  pow- 
er of  attorney  for  health  care? 

A:  In  the  event  of  a conflict  between 
the  two,  the  instrument  executed  most 
recently  controls.  Further,  a physician 
who  withholds  or  withdraws  life-sus- 
taining procedures  from  a principal 
with  a terminal  condition  and  who 
does  so  pursuant  to  an  agent’s  direc- 
tive under  a durable  power  of  attorney 
is  not  required  to  comply  with  the 
procedures  in  TNDA  (7). 

Q:  What  is  a “do  not  resuscitate” 
(DNR)  order? 

A:  A DNR  order  is  an  advance  deci- 
sion or  authorization  not  to  institute 
extreme  lifesaving  measures  like  coun- 
tershock and  chest  compression  or  to 


administer  medication  to  support 
heart  rate  and  blood  pressure  in  the 
event  of  cardiac  or  respiratory  failure. 
A specific  order  is  necessary,  since  most 
health-care  facilities  have  standing 
policies  requiring  that  resuscitation  be 
attempted  for  patients  who  experience 
cardiac  or  respiratory  failure. 

Q:  What  is  the  law  regarding  DNR  or- 
ders in  Texas? 

A:  There  is  no  specific  reference  to 
DNR  orders  in  any  Texas  statute,  in- 
cluding TNDA  and  the  statute  au- 
thorizing the  durable  power  of  attor- 
ney for  health  care. 

Under  TNDA,  a DNR  order  may 
be  regarded  as  authorization  to  with- 
hold or  withdraw  life-sustaining 
treatment.  Resuscitation  meets  many 
of  the  criteria  of  a life-sustaining 
treatment;  It  is  a medical  procedure 
that  utilizes  a mechanical  or  artificial 
means  (intubation,  drugs,  and  elec- 
tric shock)  to  restore  a vital  function: 
heartbeat.  But,  does  it  artificially  pro- 
long the  moment  of  death  in  a termi- 
nal patient?  In  many  cases  it  will,  but 
in  others  it  might  not.  It  is  possible 
that  the  terminal  disease  process  will 
be  caused  by  other  agents  than  that 
which  causes  the  heart  attack. 

Under  the  durable  power  of  attor- 
ney for  health-care  statute,  a DNR  is 
simply  a type  of  health-care  decision 
that  the  agent  may  make  on  the  pa- 
tient’s behalf,  since  the  term  “health- 
care decision”  explicitly  includes  re- 
fusal or  withdrawal  of  consent. 

Q:  Who  can  consent  to  a DNR  in 
Texas? 


A:  A competent  patient  can  either 
consent  to  any  treatment,  refuse  con- 
sent, or  withdraw  consent  to  contin- 
ued treatment.  The  law  presumes 
that  all  persons  are  competent,  mean- 
ing that  they  have  the  ability  to  un- 
derstand medical  treatment  decisions, 
unless  found  to  be  otherwise  by  a 
court.  Thus,  a competent  patient 
may  always  consent  to  a DNR  by  re- 
fusing to  consent  to  resuscitation  in 
the  event  of  cardiac  arrest. 

Q:  If  the  patient  is  not  competent,  can 
a family  member  consent  to  a DNR? 

A:  The  practice  has  been  legally  sanc- 
tioned by  many  courts.  For  example,  in 
Canterbury  v Spence,  the  judge  observed 
that  “[ejvery  day,  and  with  limited  legal 
guidance,  families  and  doctors  are  mak- 
ing decisions  for  patients  unable  to  do 
so  for  themselves”  (8).  And  in  In  the 
Matter  of  Beth  Israel  Medical  Center,  the 
court  stated,  “[I]t  would  be  best  if  deci- 
sions were  made,  as  in  the  past,  by  the 
family  in  consultation  with  the  patient’s 
physician”  (9). 

On  the  other  hand,  the  Texas 
Supreme  Court  has  ruled  in  Gravis  v 
Physicians  and  Surgeons  Hospital  that 
a patient’s  spouse  cannot  consent  to 
the  patient’s  medical  treatment,  but 
that  case  did  not  deal  with  DNR  or- 
ders or  other  withdrawal  of  treatment 
issues,  so  it  is  possible  that  a Texas 
court  would  follow  the  decisions  of 
other  states  (10). 

Q:  What  is  the  worst  that  can  happen 
if  there  is  confusion  about  whether  a 
patient  is  competent? 

A:  The  Indiana  case  of  Payne  v Mari- 
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on  General  Hospital  illustrates  this 
problem  (11).  In  Payne,  a 65-year- 
old  alcoholic  allowed  his  condition 
to  deteriorate  and  required  hospital- 
ization. He  suffered  from  malnutri- 
tion, uremia,  hypertensive  cardiovas- 
cular disease,  chronic  obstructive 
lung  disease,  and  other  conditions. 
Five  days  after  admission,  his  condi- 
tion deteriorated  seriously. 

The  patient’s  sister  told  a nurse 
she  did  not  want  her  brother  resusci- 
tated in  the  event  of  cardiac  arrest. 
After  talking  to  the  sister,  the  physi- 
cian put  a “no  code”  order  in  the 
chart.  When  the  patient  arrested,  no 
CPR  was  attempted.  The  patient’s 
estate  did  not  pay  the  medical  bill, 
and  the  physician  sued  it  for  com- 
pensation. The  estate  counterclaimed 
for  malpractice  involving  the  is- 
suance of  the  no  code  order.  The  de- 
fendant physician’s  motion  lor  sum- 
mary judgment  was  granted  but 
reversed  on  appeal. 

The  estate  claimed  that  the  pa- 
tient was  competent  at  the  time  the 
no  code  order  was  issued  and  that 
the  physician  failed  to  obtain  his  in- 
formed consent.  In  defense,  the 
physician  claimed  the  patient  was  in- 
competent and  terminally  ill,  and 
that  he  had  no  duty  to  the  patient  to 
get  his  consent;  the  sister’s  consent 
was  sufficient. 

However,  depositions  of  nurses 
prompted  the  appeals  court  to  con- 
clude that  a jury  could  decide  that  the 
patient  was  conscious,  alert,  and  able 
to  communicate  when  the  no  code 
order  was  entered  and  that  he  re- 
mained competent  until  just  before 


his  death.  On  the  issue  of  terminal  ill- 
ness, the  court  found  that  the  patient 
could  not  be  considered  terminal  be- 
cause the  physician  had  treated  the 
patient  for  the  exact  condition  1 year 
earlier.  Thus,  the  court  did  not  accept 
the  claim  that  the  physician  owed  no 
duty  to  obtain  the  patient’s  consent. 

Q:  What  problems  can  occur  where 
minors  are  concerned? 

A:  While  there  is  no  pertinent  Texas 
law,  the  Georgia  case  of  In  re  Jane  Doe, 
a minor  demonstrates  the  problems 
that  can  occur  in  this  area  even  where 
the  legislature  has  enacted  laws  govern- 
ing DNR  orders  for  minors  (12). 

The  facts  are:  A 13-year-old  girl 
was  admitted  to  the  hospital  after  a 
choking  incident.  Her  condition  de- 
teriorated, and  she  was  placed  on  a 
respirator  and  given  a feeding  tube. 
Her  physicians  discussed  the  possibil- 
ity of  a DNR  order  and  removal  of 
life-support  systems  with  her  parents, 
but  the  father  did  not  agree  to  the 
DNR  order.  The  hospital  filed  an  ac- 
tion for  declaratory  judgment,  argu- 
ing that  continued  aggressive  treat- 
ment constituted  medical  abuse. 
However,  the  court  prohibited  the 
hospital  from  removing  treatment  or 
enforcing  a DNR  order  unless  both 
parents  agreed.  At  the  time  the  case 
was  heard,  the  mother  also  opposed  a 
DNR  order. 

The  state  appealed,  arguing  that 
because  there  is  a state  interest  in  pre- 
serving life,  the  state  had  an  interest 
in  maintaining  life  support.  The 
court  noted  that  life  support  was  pro- 
longing  the  patient’s  death,  not 


maintaining  life,  so  there  was  no 
such  state  interest.  Because  of  this, 
those  persons  legally  responsible  for 
the  patient  could  refuse  treatment 
without  judicial  approval. 

The  state  also  argued  that  concur- 
rence of  both  parents  was  not  re- 
quired to  implement  a DNR  order, 
and  the  injunction  was  allowed  to 
stand  until  both  parents  consented  to 
the  DNR  order.  The  court  held: 

One  parent  may  consent.  If  there 
is  not  a second  parent,  if  the  oth- 
er parent  is  not  present,  or  the 
other  parent  simply  prefers  not  to 
participate  in  the  decision,  the 
consent  to  a DNR  order  is  legally 
sufficient  under  the  statute  (13). 
However,  if  there  is  a second  cus- 
todial parent  who  disagrees  with 
the  decision  to  forego  cardiopul- 
monary resuscitation,  the  second 
parent  may  revoke  consent.  . . . 
We  reject  the  argument  that  only 
the  parent  who  has  given  consent 
may  effectively  revoke  consent. 
Where  two  parents  have  legal 
custody  of  a child,  each  parent 
shares  equal  decision-making  re- 
sponsibility for  that  child.  If  con- 
sent to  a DNR  order  is  revoked, 
. . . the  hospital  must  follow  the 
statutory  presumption  that  every 
patient  is  presumed  to  consent 
to  resuscitation. 

Q:  Are  TNDA  and  the  statute  autho- 
rizing the  durable  power  of  attorney 
for  health  care  the  only  legal  ways  to 
make  decisions  for  incompetent,  ter- 
minally ill  patients? 
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A:  No.  Neither  statute  provides  the 
last  word  for  making  decisions  re- 
garding the  care  of  the  dying.  TNDA 
specifically  states  that  it  “does  not 
impair  or  supersede  any  legal  right  or 
responsibility  a person  may  have  to 
effect  the  withholding  or  withdrawal 
of  life-sustaining  procedures  in  a law- 
ful manner.”  Likewise,  the  durable 
power  of  attorney  for  health-care 
statute  specifically  states  that  it  “does 
not  impair  any  legal  right  or  respon- 
sibility that  any  person,  including  a 
physician  . . . may  have  to  make  or 
implement  health  care  decisions  on 
behalf  of  a person.” 

The  clearest  applications  of  these 
exceptions  are  to  the  obviously  com- 
petent adult  patient  and  the  case  of  a 
patient  with  an  obvious  emergency 
condition,  where  consent  to  treat  in 
an  emergency  is  presumed  by  Texas 
law  (14).  On  the  other  hand,  this  is 
somewhat  confusing  when  applied  to 
incompetent  terminal  patients,  since 
there  are  no  other  specifically  enu- 
merated legal  ways  to  make  decisions 
in  these  situations  (15).  It  is  also  un- 
clear when  applied  to  minors. 

These  laws  essentially  provide  a 
means  for  patients  to  express  their 
desires  regarding  treatment  of  serious 
illnesses,  and  provide  limitation  from 
liability  for  physicians  and  health  fa- 
cilities that  act  in  accordance  with 
the  terms  of  the  law.  Nevertheless, 
the  very  real  problems  of  informed 
consent  make  adherence  to  the  ap- 
propriate statute  advisable  when 
dealing  with  terminally  ill  patients. 

Q:  Can  termination  of  life-support 


decisions  be  made  under  a guardian- 
ship arrangement? 

A:  Texas  law  gives  guardians  the  right 
to  consent  to  medical  care  of  their 
“wards”  (15).  However,  Texas  case 
law  construes  “medical  treatment” 
under  guardianship  to  mean  the  di- 
agnosis and  treatment  of  an  injury  or 
disease  (16).  Until  the  legislature 
enumerates  termination  of  life  sup- 
port as  a power  of  a guardian, 
guardians  should  possess  specific  le- 
gal authority  from  the  court  creating 
the  guardianship  before  consenting 
to  withdrawal  of  life-sustaining  treat- 
ment. 

Q:  Which  type  of  advance  directive 
does  TMA  advise  the  public  to  use? 

A:  One  document  is  not  preferred 
over  another.  As  explained  above,  the 
two  documents  are  somewhat  differ- 
ent and  may  not  be  applicable  in 
every  situation.  For  example,  a per- 
son who  is  concerned  only  about  ter- 
minal illness  (such  as  a person  with 
certain  cancers)  may  be  better  served 
with  a directive  to  physicians,  while  a 
person  with  a chronic  debilitating  ill- 
ness (such  as  Alzheimer’s  disease) 
might  be  better  served  with  a durable 
power  of  attorney  for  health  care.  In 
addition,  the  durable  power  of  attor- 
ney for  health  care  would  not  be 
suitable  for  people  who  do  not  want 
others  to  make  health-care  decisions 
for  them.  Forms  for  both  types  of  ad- 
vance directives  are  available  through 
TMA,  Medical  Ethics  Department, 
40 1 W 1 5th  St,  Austin,  TX  7870 1 . 
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Texas  Medical  Association’s  Office  of  General  Counsel  recently  filed  the  follow- 
ing amicus  curiae  briefs.  TMA  files  these  “friend  of  the  court”  briefs  in  state  or 
federal  court  when  the  outcome  of  a proceeding  is  important  to  medicine  or 
ivill  have  a substantial  impact  on  Texas  physicians  and  their  patients.  Amicus 
briefs  are  normally  filed  at  the  appellate  level  afiter  the  facts  have  been  deter- 
mined and  the  law  applied  at  the  trial  level. 

• Bernard  Bradley,  MD,  v Rogers 

Three  Houston  physicians  treated  two  patients  who  were  in  serious  condi- 
tion 2 days  after  undergoing  liposuction  surgery  at  another  physician’s 
clinic.  The  surviving  patient  and  family  members  of  the  patient  who  died 
sued  four  physicians  — the  three  physicians  who  treated  the  patients  post- 
operatively  and  the  surgeon  who  performed  the  liposuction  — for  allega- 
tions of  negligence. 

Texas  Medical  Association  filed  an  amicus  brief  to  the  Court  of  Appeals 
in  1992  on  behalf  of  Dr  Bradley,  one  of  the  three  physicians  who  tried  to 
rescue  the  patients.  The  trial  court  had  found  Dr  Bradley  liable,  ordered 
him  to  pay  an  approximate  $20  million  judgment,  and  set  his  bond  equal 
to  the  judgment.  TMA’s  amicus  brief  challenged  the  bond  amount,  which 
was  reduced  to  $1.1  million. 

TMA  filed  a second  amicus  brief  in  1993  on  Dr  Bradley’s  behalf  stating 
no  evidence  was  presented  to  support  a finding  of  negligence.  The  brief 
also  argued  that  physicians  would  be  discouraged  from  rescue  attempts  if 
juries  were  not  allowed  to  determine  what  portion  of  damages  happened 
before  such  rescue  attempts  began.  This  July,  the  Court  of  Appeals  re- 
versed the  trial  court’s  decision  against  Dr  Bradley  after  finding  no  evi- 
dence that  his  care  caused  the  patients’  injuries. 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 
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state  Capitol 
Guest  Quaners  Hotel 
TMA  Building 

Wednesday,  March  29. 1995 


r Ian  to  participate  in  this 
critically  important  legislative 
event  for  members  of  TMA 
and  the  TMA  Alliance. 

Activities  include: 

• Health  Fair  in  the  newly- 
restored  Capitol  rotunda 

• Legislative  briefings  by  Kim 
Ross  and  other  TMA  Public 
Affairs  staff 

• Materials  on  status  of 
current  legislation 

• Visits  to  legislators  and 
aides,  morning  and  afternoon 

• Box  lunches  and  debriefing 
at  noon 

• Opportunities  for  CMS/CMSA| 
planned  receptions  for  your 
legislators,  to  be  arranged 

on  an  individual  basis 

For  more  information: 

(800)  370-1300,  Ext.  1328 
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PLAN  YOUR  PARTICIPATION  • TELL  YOUR  FRIENDS  • GET  TOGETHER  A GROaP  •MAKE  YOUR  PRESENCE  FELT  AT  THE  STATE  CAPITOL 


Interactions 

Medical  Staff  Leadership  Conference 

Health  system  reform  might  seem  like  a never-ending  battle, 
but  with  leadership,  vision,  and  perseverance,  you  and  your 
medical  staff  can  overcome  any  obstacle.  Learn  what  it  takes 
to  succeed  in  today’s  rapidly  changing  environment.  Come  to 
Interactions  in  beautiful  San  Antonio,  Texas,  January  13-15. 

Experience  a new  way  of  thinking 
about  the  future. 

This  year’s  conference,  “Physician  Empowerment  and 
Teamwork  in  a Changing  Environment,”  will  help  you 
experience  a change  of  perspective  on  the  2 1st  Century. 

Learn  how  to  manage  change. 

During  Interactions,  we  will  address  emerging  trends  in 
health  care  delivery  and  how  best  to  manage  them.  Among 
the  trends  we  will  discuss  are: 

• Physician/hospital  • Physician  autonomy 

relationships  • Resource  allocation 

• Economic  competition  • Regulatoiy  constraints 

Gain  new  leadership  skills. 

Special  emphasis  will  also  be  placed  on  developing  and 
refining  your  strategic  planning,  team  building,  and  com- 


- January  13-15,  San  Antonio,  Texas 

munication  skills.  Each  participant  will  learn  how  to  be  a 
more  effective  arbitrator,  facilitator,  manager,  negotiator, 
problem  solver,  and  peacemaker. 

Your  team  leaders. 

Sponsored  by  the  American  Medical  Associa,tion,  in  cooper- 
ation with  the  National  Association  Medical  Staff  Services 
and  the  Texas  Medical  Association,  this  conference  features 
well  known  exjierts  from  the  health  care  field. 

Who  should  attend. 

The  cmTiculum  is  designed  to  benefit  experienced  and  newly 
elected  or  appointed  medical  staff  leaders,  including:  chiefs 
of  staff,  department  chairs,  vice  presidents  of  medical  affairs, 
medical  staff  committee  chairs,  and  medical  staff  services 
professionals.*  Bring  a team  from  your  hospital! 

For  more  information  or  to  register,  call  800  621-8335. 

* The  AMA  designates  Wxe  Interactions  conference  for  18 
credit  hours  of  Category  1 of  the  Physician’s  Recognition 
Award  of  the  AMA. 
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Dear  Colleagues: 


PUTTING  PREVENTION 
INTO  PRACTICE 


We  are  pleased  to  offer^'ou  the  attached  pull-out  poster  on  adult  and  child  preventive  care  guidelines  as  one  of  several 
initiatives  to  assist  phj/sicians  in  putting  prevention  into  practice.  Publication  is  made  possible  bj/  a grant  from  Blue  Cross 
and  Blue  Shield  of  Texas,  Inc. 


These  guidelines  are  part  of  the  “Put  Prevention  into  Practice"  project  developed  by  the  U.S.  Office  of  Disease  Prevention 
and  Health  Promotion,  in  cooperation  with  all  major  authorities  recommending  preventive  care.  While  there  is  controversy 
over  some  recommendations  such  as  the  schedule  for  mammograms,  there  is  veiy  good  consensus  on  most  of  the  preventive 
care  guidelines. 

We  urge  you  to  use  the  poster  as  part  of your  own  preventive  initiative  and  make  photocopies  to  promote  the  importance  of 
preventive  care  in  your  practice.  Additional  copies  and  camera-ready  art  for  black  and  white  reproductions  are  available  for 
a handling  charge  through  the  TMA  Department  of  Science  and  Preventive  Medicine,  (800)370-1300,  extension  1464. 

We  would  also  like  to  suggest  the  following  steps  to  strengthen  preventive  care  inyour  practice: 

• Develop  a written  prevention  protocol,  specific  to  your  patients  and  the  resources  inyour  office  or  community. 
Considering  the  geography,  cultural  diversity  and  other  conditions  unique  to  your  area  may  mean  you  will  put  special 
emphasis  on  health  concerns  such  as  skin  cancer,  tuberculosis  or  vaccine-preventable  diseases. 

• Encourage  your  staff  to  facilitate  preventive  care  by  maintaining  up-to-date  records,  tracking  immunizations,  monitoring 
screenings,  and  helpingyou  to  identify  opportunities  in  the  practice  setting  to  communicate  prevention  messages. 

• Counsel  your  patients  on  high  risk  behaviors.  A brief  word  from  you  can  encourage  a patient  to  make  a significant 
change  in  his  or  her  life. 

With  an  increased  emphasis  on  health  promotion  and  disease  prevention,  our  patients  are  expecting  to  be  informed  in  a 
timely  fashion  about  preventive  care.  We  recognize  that  it  is  a challenge  to  integrate  prevention  into  daily  practice  and  hope 
that  this  effort  as  well  as  future  planned  initiatives  will  assistyou  andyour  staff  in  this  endeavor. 

Sincerely, 

Preventive  Medicine  Task  Force  of  the  Texas  Medical  Association 


In  addition  to  this  poster,  the  following  materials  may  be  useful  inyour  practice.  The  Guide  to  Clinical  Preventive  Services 
(U.S.  Preventive  Services  Task  Force.  Baltimore,  MD;  Williams  & Wilkins,  new  edition  due  1995)  is  an  excellent  resource  for 
the  collected  opinions  of  all  major  authorities  on  preventive  guidelines  as  well  as  a reference  for  preventive  care  recomme- 
dations  for  high  risk  patients.  The  Clinician’s  Handbook  of  Preventive  Services  (Kamerow,  D.,  et  al,  U.S.  Department  of  Health  and  Human 
Services)  provides  concise  discussions  and  strategies  for  60  brief,  targeted  preventive  interventions.  Both  of  these  books  are  available 
through  the  TMA  Libraiy. 


"Put  Prevention  into  Practice"  kits,  including  the  Clinician’s  Handbook  of  Preventive  Services,  are  available  through  the  American  Academy  of 
Family  Physicians  (Product  #1999,  $60  for  members/non-members,  1-800-944-0000).  These  materials  are  also  available  from  the 
Government  Printing  Office  ($57,  Superintendent  of  Documents,  P.O.  Box  371954/Pittsburgh,  PA  15250-7954),  as  well  as  the  Texas 
Department  of  Health,  Bureau  of  Chronic  Disease  Prevention  and  Control,  (512)  458-7200. 
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Rx  for  conflict 

Nurse  practitioners  target  independent  prescriptive 
authority  in  1995  Texas  Legislature 

B Ken  O R r L O n , Associate  editor 


unset  review  of  all  health  pro- 
fessional licensing  acts  by  the 
Texas  Legislature  in  1993  pre- 
sented allied  health  groups  an 
extraordinary  opportunity  to  seek  expand- 
ed scope  of  practice.  The  legislature  reject- 
ed virtually  all  of  these  efforts,  but  ex- 
panded scope  has  not  disappeared  as  a 
legislative  issue  on  either  the  state 
or  federal  level. 

In  fact,  nurse  prac- 
titioners already  have 
fired  the  first  shot  in 
the  battle  for  ex- 
panded scope  in  the 
1995  legislative  ses- 
sion. The  Texas  Nurses 
Association  and  the  Coali- 
tion for  Nurses  in  Ad- 
vanced Practice  jointly  have 
launched  a campaign  to 
achieve  independent  prescrip- 
tive authority.  The  organiza- 
tions also  have  begun  fundraising 
efforts  to  finance  the  fight  and  have 
hired  two  experienced  lobbyists  to  man 
age  the  effort. 

“This  is  their  lead  issue,  their  key  issue  for  1995,” 
said  TMA  lobbyist  Connie  Barron. 

An  article  in  the  August  1994  issue  of  The  Commu- 
nique, the  newsletter  of  the  Texas  Nurses  Association 
Austin  area  chapter,  stated  that  “prescriptive  authority  will 
be  aggressively  and  intensively  pursued  in  the  1995  leg- 
islative session.”  The  article  also  echoed  nurses’  frequently 
stated  atgument  that  independent  practice  by  nurse  prac- 
titioners will  expand  access  to  care.  “Removal  of  this  bar- 
rier to  advanced  practice  will  go  a long  way  toward  access- 
ing quality  health  care  to  millions  of  Texans,”  it  stated. 


In  September,  nurses  took  their  argument  to  the 
Statewide  Health  Coordinating  Council,  a panel  responsi- 
ble for  drafting  the  Texas  State  Health  Plan.  In  testimony 
of  its  own  before  the  council,  TMA  set  the  tone  for  next 
year’s  legislative  debate. 

Testifying  on  behalf  of  TMA  and  several  specialty  soci- 
eties, San  Antonio  obstetrician/gynecologist  Dave  Kittrell, 
MD,  said  legislation  such  as  independent  prescriptive  au- 
thority would  broaden  allied  health  professionals’  legal  au- 
thority beyond  their  formal  education  and  training. 

“It  is  not  uncommon  in  any  single  session  for  15  to  20 
separate  scope-of-practice  bills  to  be  filed  and  debated,” 
Dr  Kittrell  said.  “Each  individual  piece  of 
legislation  is  routinely  promoted  to  ei- 
ther expand  access  to  care,  particu- 
larly in  underserved  areas, 
or  to  lowet  the  cost  of 
health  care,  or  both. 
Historically,  propo- 
nents have  been  un- 
able to  provide  the 
empirical  data  to  sup- 
port such  claims  or  to 
refute  that  such  proposals 
actually  stimulate  demand  for 
services  and  drive  up  costs,  with 
little  or  no  measurable  impact  on 
access  to  care  in  underserved  areas.” 

Access  not  the  issue 

Dallas  hematologist  Joseph  S.  Bailes,  MD,  chairman 
of  TMA’s  Council  on  Legislation,  says  access  is  not  the  real 
issue  in  the  prescriptive  authority  debate. 

“This  is  a clinical  issue  where  nurse  practitioners  are  ask- 
ing for  authority  beyond  what  their  clinical  training  would 
imply  that  they  are  able  to  do,”  Dt  Bailes  said.  “Physicians 
are  trained  as  part  of  their  medical  school  and  postgraduate 
training  to  prescribe  drugs  for  a broad  range  of  conditions. 
There  is  not  that  broad-based  clinical  training  for  nurse 
practitioners.  Independent  prescribing  does  present  quality 
issues  when  one  looks  at  the  clinical  training.” 

Actually,  nurse  practitioners  already  enjoy  some  ability 
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to  prescribe.  Under  rural  health  legis- 
lation passed  in  1989,  nurse  practi- 
tioners and  physician  assistants  work- 
ing in  designated  rural  health  clinics 
are  allowed  to  practice  off-site  from  a 
physician  and  can  prescribe  drugs  us- 
ing presigned  prescription  forms  and 
following  protocols  established  with 
a physician. 

These  practice  arrangements, 
however,  require  clinical  linkage  be- 
tween the  allied  health  providers  and 
physicians.  The  physicians  are  re- 
sponsible lor  formulation  or  approval 
of  drug  orders,  must  be  on-site  at 
least  once  a week,  must  receive  daily 
status  reports  from  nurse  practition- 
ers or  physician  assistants  concerning 
any  problems  or  complications  en- 
countered, and  must  be  available 
through  direct  communication  for 
consultation  on  medical  emergencies 
or  patient  referral. 

Nurse  practitioners  contend  the 
rural  health  model  does  not  work 
smoothly  in  providing  care  in  under- 
served areas. 

“What  happened  with  House  Bill 
18  (the  1989  legislation)  is  it  requires 
cosigned  prescriptions,  which  turns 
out  to  be  a very  difficult  process  not 
only  for  nurse  practitioners  but  for 
physicians,”  said  Carol  Cody,  MSN, 
RNC,  chair  of  the  Coalition  for 
Nurses  in  Advanced  Practice.  “It  re- 
quires physicians  coming  to  those 
clinics  once  a week  and  doing  chart 
review.  There  are  just  all  of  these 
things  that  cause  more  problems,  so 
much  red-tape  bureaucracy  that  we 
don’t  want  to  have  to  go  through  to 
practice.  And  I think  physicians  don’t 
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want  to  have  to  do  it  either.” 

Ms  Cody  says  the  1989  law  also 
prevents  nurse  practitioners  from  lo- 
cating in  areas  where  there  are  no 
physicians  and  puts  stress  on  physi- 
cians who  must  take  legal  responsi- 
bility for  nurse  practitioners. 

“What  they  [nurse  practitioners]  are 
doing  is  within  their  training  and  edu- 
cation, and  they  want  to  take  responsi- 
bility for  that  so  there’s  no  legal  prob- 
lem for  the  physician  signing  what 
another  practitioner  does,”  she  said. 

Physicians  laud  rural  health  system 

Physicians  refute  both  points.  Allow- 
ing midlevel  practitioners  to  provide 
care  in  areas  not  already  served  by 
physicians  is  exactly  what  the  rural 
health  bill  was  designed  to  do.  And, 
physicians  say,  it  appears  to  be  work- 
ing. As  of  September,  271  rural 
health  clinics  had  been  established  in 
Texas,  and  applications  for  approval 
of  93  more  were  pending  with  the 
Texas  Department  of  Health. 

Two  physicians  who  supervise 
nurse  practitioners  and  physician  as- 
sistants in  rural  health  clinics  say  the 
clinics  are  doing  the  job  of  improving 
access  to  care. 

“The  protocols  work  extremely 
well,”  said  Antonio  Falcon,  MD,  of 
Rio  Grande  City.  “In  our  particular 
situation,  we  always  have  a physician 
in-house  to  supervise.  They  [the 
midlevel  practitioners]  have  instant 
access  to  a consultation  with  a doc- 
tor. We  have  found  our  system  to  be 
very  effective  and  also  very  reassuring 
for  the  nurse  practitioners  and  physi- 
cian assistants,  who  know  that  they 
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have  a doctor  instantly  available.” 

Quitman  family  physician  Nor- 
man Hicks,  MD,  supervises  midlevel 
practitioners  who  practice  off-site  in 
a clinic  in  Mineola.  He  also  says  the 
current  system  works. 

“It  has  served  the  public  very 
well,”  he  said.  “People  have  been  tak- 
en care  of  who  could  not  have  been 
seen  in  the  past.” 

While  physician  assistants  do 
much  the  same  work  as  nurse  practi- 
tioners in  rural  health  clinics,  that 
group  has  not  pushed  for  indepen- 
dent authority.  TMA  legislative  af- 
fairs director  Alfred  Gilchrist  says 
that  after  the  1993  legislative  session, 
the  Texas  Academy  of  Physician  As- 
sistants (TAPA)  passed  a resolution 
maintaining  their  commitment  to 
work  collaboratively  with  physicians. 

“If  their  testimony  before  the 
Statewide  Health  Coordinating 
Council  is  any  indication,  they  will 
continue  to  maintain  that  position, 
that  physicians  and  physician  assis- 
tants should  continue  to  work  collab- 
oratively with  clinical  relationships, 
with  protocols,  and  through  guide- 
lines,” he  said. 

Tim  King,  PA-C,  vice  president 
and  legislative  and  governmental  af- 
fairs cochair  for  TAPA,  says  his  orga- 
nization is  “absolutely  committed”  to 
maintaining  its  alignment  with  med- 
icine. “The  whole  PA  profession  is 
predicated  on  collaboration  [with 
physicians],”  he  said. 

Dora  Griffith,  a physician  assis- 
tant who  practices  with  Dr  Falcon, 
says  she  has  no  problem  with  the 
current  system.  Her  only  complaints 


Legislative  Affairs 


were  that  micllevel  practitioners  | 
sometimes  run  out  of  presigned  pre- 
scription forms  or  encounter  delays 
in  contacting  a physician  for  a con- 
sultation. Solutions  to  those  kinds  of 
problems,  however,  do  not  require 
independent  authority,  she  says. 

“There  are  some  people  out  there 
who  want  to  be  doctors,”  Ms  Griffith 
said.  “If  that’s  what  you  want,  you 
need  to  go  to  medical  school.  There  | 
are  certain  things  that  should  be  left 
to  the  doctors.” 

Doctors  open  to  some  changes 

Dr  Hicks  says  the  presigned  prescrip- 
tion form  is  an  area  of  HB  18  that 
might  be  reconsidered  since  physi- 
cians do  not  review  the  prescriptions 
written  by  midlevel  practitioners  be- 
fore they  are  dispensed,  only  after- 
ward during  chart  reviews.  While  he  ' 
personally  favors  doing  away  with  j 
the  presigned  forms,  he  says  the  clin- 
ical linkages  must  be  maintained,  as 
well  as  physician  review  of  all  treat- 
ment decisions  by  nurse  practitioners 
and  physician  assistants. 

“Whenever  you  have  a physician 
and  a nurse  practitioner  or  a physi- 
cian and  a physician  assistant  work- 
ing closely  together,  it  serves  the 
public  greatly,”  Dr  Hicks  said.  “But 
if  you  were  to  say,  ‘No,  we’re  going  to 
turn  you  loose  to  just  practice  medi- 
cine,’ that’s  insane.” 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association 's  stance  on  state  legisLition  are  defined  as  "legisLitive 
advertising,  " according  to  Texas  Govt  Code  Ann  §305.027. 
That  laiv  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine.'  Robert  G.  Mickey,  Executive 
Vice  President.  TMA,  401  W 15th  St.  Austin,  TX  78701. 


Dr  Hicks  says  definite  lines  must 
be  drawn  between  the  responsibilities 
of  physicians  and  midlevel  practi- 
tioners. “They  have  their  job,  I have 
my  job.  I do  not  look  at  them  as  be- 
ing inferior;  I look  at  them  as  being 
on  the  same  team  I’m  on.  It’s  the 
same  way  I look  at  a cardiologist.  I 
don’t  view  myself  as  inferior  to  a car- 
diologist. I’m  different,  and  I have 
my  role,  he  has  his  role.  We  work  to- 
gether on  the  problem.” 

If  there  are  problems  with  how 
the  rural  health  clinics  are  working. 


TMA  is  ready  to  sit  down  and  dis- 
cuss them,  says  Dr  Bailes. 

“If  the  ultimate  goal  is  to  increase 
access,  we  already  have  a mechanism  in 
place  with  the  rural  health  clinics  and 
the  clinical  link,”  Dr  Bailes  said.  “If 
there  are  other  problems  or  concerns, 
we  want  to  hear  them.  We  are  willing 
to  sit  down  and  talk  about  ways  to 
solve  problems  when  the  problems  are 
articulated.  But  independent  prescrip- 
tive authority  is  not  a way  to  solve 
problems.  We  feel  very  strongly  there 
has  to  be  that  clinical  link.”  ★ 


Starting,  Expanding, 
Acquiring  a Practice? 

Over  55,000  Doctors  Financed  Since  1975 

Whatever  your  needs,  you  may  qualify  with  HPSC  for  credit  to 
finance  new  practice  equipment,  leasehold  improvements,  working 
capital,  and  merchandise  contracts  - plus  computers  and  other 
office  equipment.  And  if  you're  looking  to  acquire  a practice,  we 
may  fund  up  to  100%  of  the  purchase  price  at  competitive  fixed 
interest  rates  (no  "points",  variables,  or  hidden  fees.) 

Our  equipment  lease  is  open-ended:  add  as  your  practice  grows. 
We  offer  many  innovative  custom  plans,  all  geared  to  cash  flow, 
with  tax  benefits.  Lease  or  loan,  up  to  72  months. 

To  stay  close  to  our  customers,  we  fund  and  service  all  of  our 
accounts  in-house.  Call  us.  We've  financed  over  55,000  doctors. 
We'd  love  to  do  your  office. 


Innovative  Financing 

for  Healthcare  Professionals 

60  State  Steet,  Boston,  MA  02109-1803 

1-800-225-2488  Fax:  1-800-526-0259 
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Wheelings  and  dealings 

Physicians  push  for  universal  bicycle  helmet  law  in  Texas 

By  Laura  J.  Ai,  BRECHT,  Associate  editor 


Simone  Fuselier  remembers  the  lecture  she  re- 
ceived from  an  emergency  department  physi- 
cian. “You  weren’t  wearing  a helmet,  were 
you?”  he  asked.  “Most  of  the  time  when  riders 
come  in  to  see  us  following  a bike-auto  accident,  they  are 
either  dead  or  a vegetable.  You  are  lucky.” 

Blessed  might  be  a better  word.  “I  can  still  feel  the  pain,” 
Ms  Fuselier  said  about  her  accident,  which  happened  nearly 
a year  and  a half  ago  in  Austin.  She  had  dropped  her  car  off 
for  repairs  and  opted  to  return  home  on  her  bicycle.  An  ill- 
fated  turn  resulted  in  a collision  with  a car. 

“I  hit  the  windshield,  shattering  it,  and  when  the  driver 
hit  her  brakes,  I flew  off  the  hood  of  the  car  and  hit  my 
head  on  the  pavement.  The  driver  came  over  to  me  and 
was  crying  hysterically.  She  asked  if  I was  OK.  I said  I was 
fine,  but  I wanted  to  know  the  condition  of  my  bike. 
When  I tried  to  get  up,  blood  gushed  from  my  nose  and 
poured  into  my  hands.  That’s  when  I passed  out.” 


Nearly  6 million  Texans  have  discovered  the  freedom 
of  bicycling.  It  offers  transportation  under  personal  pow- 
er, luels  the  competitive  spirit,  and  allows  bonding  with 
friends  on  roads  and  trails. 

However,  too  many  young  and  old  riders  also  have  dis- 
covered the  not-so-joyous  experience  of  connecting  one’s 
body  with  asphalt.  In  1993,  2,785  bicyclists  were  injured 
and  52  were  killed  in  Texas,  according  to  statistics  com- 
piled by  the  Texas  Department  of  Public  Safety. 

With  head  injuries  the  most  common  cause  of  death 
and  serious  disability  among  cyclists,  physicians  and  law- 
makers are  rallying  to  get  the  word  out  that  helmets  pre- 
vent injuries  and  save  lives. 

Hard  hats  for  little  heads 

A San  Angelo  anesthesiologist  realized  the  importance  of 
wearing  a bicycle  helmet  when  a neighbor’s  child  suffered  a 


head  injury  after  falling  from  her  bike. 

“Fortunately,  it  was  a minor  injury 
and  she  recovered  fully,”  said  Larry  C. 
Driver,  MD.  “But  the  incident  made 
me  aware  of  problems  that  can  be  alle- 
viated by  wearing  a helmet.” 

Studies  show  bicycle  helmets  can 
reduce  the  risk  of  head  injury  by 
85%  and  of  severe  brain  injury  by 
88%.  Dr  Driver’s  push  for  a state  and 
national  program  to  distribute  bicy- 
cle helmets  to  children  has  gained  ap- 
proval from  the  Texas  Medical  Asso- 
ciation and  the  American  Medical 
Association.  He  hopes  his  medical 
colleagues,  along  with  lawyers  and 
other  health  professionals,  will  join 
the  effort  and  each  donate  a helmet 
annually  to  the  program. 

“A  $30  helmet  is  a small  invest- 
ment when  you  look  at  the  lifetime 
medical  costs  of  $4.5  million  for  a 
head  injury  patient,”  Dr  Driver  said. 
“We  can  save  a lot  of  pain  and  suffer- 
ing for  individuals  and  their  families. 
And  physicians  have  the  opportunity  to  take  the  lead  on 
this  public  health  issue.” 

Developing  a helmet  habit 

Research  shows  that  bicyclists  who  do  not  wear  helmets 
are  seven  times  more  likely  to  sustain  head  injuries  than 
their  counterparts  who  do  wear  helmets.  So  why  do  90% 
of  cycling  Texans  still  ignore  helmets? 

“It’s  the  old  story  of  denial,”  said  Ted  L.  Edwards,  Jr, 
MD,  a former  US  Olympic  Cycling  Team  physician  who 
treats  recreational  and  competitive  cyclists.  “It’s  the  belief 
that  it  isn’t  going  to  happen  to  me.  Anyone  who  rides  very 
long  is  certain  to  have  an  accident,”  he  said. 

Education  is  the  key  to  compliance,  says  Ray  Silva,  the 
bicycle  helmet  coordinator  for  the  Texas  Department  of 
Health’s  Injury  Prevention  and  Control  Program.  “Helmet- 
specific  education  must  be  linked  to  distribution  programs,” 
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said  Mr  Silva,  who  oversees  statewide 
helmet  distribution  and  education 
programs.  “Proper  fit  of  a helmet  is  vi- 
tal, as  well  as  stressing  the  importance 
of  wearing  a helmet  on  every  ride.” 

Safety  experts  have  identified 
groups  of  riders  who  wear  or  fail  to 
wear  helmets.  Older  adults  tend  to 
know  the  risks  of  riding,  and,  there- 
fore, a high  percentage  of  them  wear 
helmets.  Recreational  riders  who  take 
occasional  treks  around  the  neigh- 
borhood or  to  work  seldom  know 
about  the  risks  of  head  injury  and 
don’t  generally  wear  helmets. 
Teenagers  avoid  helmets  because  of 
peer  pressure  and  won’t  wear  them 


unless  everyone  else  does. 

Young  children  may  prove  to  be 
the  best  audience  for  helmet  educa- 
tion, the  experts  say.  “The  younger 
kids  can  be  educated  about  helmets,” 
said  Mr  Silva,  “especially  if  adults  set 
an  example.” 

“We  want  children  to  realize  that 
wearing  a helmet  is  a natural  part  of 
riding  a bicycle,”  said  Dr  Driver.  “It’s 
like  going  for  a ride  in  tbe  car  and 
using  a seat  belt. 

“If  children  develop  a helmet 
habit  while  they  are  young,  then  as 
they  become  teenagers  and  adults 
they  will  know  the  benefits  of  wear- 
ing a helmet,”  he  said. 


The  legislative  push 

TMA  and  a coalition  of 
health  professionals  will 
be  pressing  the  Texas  Leg- 
islature during  the  up- 
coming session  to  pass  a 
universal  bicycle  helmet 
law  for  Texans  of  all  ages. 

“Over  50%  of  cycling 
injuries  and  deaths  could 
be  reduced  or  prevented 
if  people  would  wear 
bike  helmets,”  said 
Harold  Freeman,  TMA 
associate  director  of  leg- 
islative affairs.  “That’s 
why  we  are  supporting 
mandatory  helmet  laws 

• ''T-' 

m fexas. 

The  proposed  law  to 
be  sent  before  the  1995 
Texas  Legislature  would 
require  all  bicycle  opera- 
tors and  passengers  to 
wear  helmets.  It  also  has 
provisions  for  bike  shops  to  provide 
copies  of  the  law  to  people  buying 
bikes,  and  it  requires  proof  of  helmet 
ownership  or  a helmet  to  be  provided 
when  bikes  are  rented.  The  draft  in- 
cludes penalties  for  noncompliance, 
but  offenders  can  have  the  fine 
waived  by  obtaining  helmets. 

“Fines  collected  would  be  split  be- 
tween local  jurisdictions  and  the 
Texas  Department  of  Public  Safety 
for  buying  helmets  and  for  education 
programs,”  said  Mr  Freeman. 

Members  of  the  coalition  working 
with  TMA  on  the  legislative  initia- 
tive include  the  Texas  Pediatric  Soci- 
ety, the  Texas  Neurological  Society, 
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the  Texas  Osteopathic  Medicine  As- 
sociation, the  Texas  Nurses  Associa- 
tion, the  Texas  Department  of 
Health,  and  numerous  other  health- 
care organizations. 

Dr  Driver  is  confident  that  physi- 
cians can  make  a difference  in  pre- 
venting bicycle-related  injuries.  “If 
everyone  pitches  in  with  one  helmet 
and  supports  mandatory  bicycle  hel- 
met laws  in  Texas  and  the  United 
States,  we  can  go  a long  way  toward 
solving  this  problem.” 

By  all  accounts,  Ms  Fuselier 
should  have  been  dead  at 
age  28.  “There  were  eight 
people  on  me  when  they  wheeled  me 
into  the  Brackenridge  Hospital  emer- 
gency department.  They  were  cut- 
ting off  my  clothes,  asking  me  ques- 
tions, and  checking  this  and  that.  I 
remember  looking  at  that  big  light 
above  me  and  thinking  this  must  be 
what  it  feels  like  to  die.  I couldn’t  feel 
anything  and  couldn’t  move.”  Ms 
Fuselier  escaped  with  a concussion; 
broken  nose;  two  black  eyes;  lacera- 
tions; injuries  to  her  right  loot,  left 
knee,  back,  and  neck;  and  a bad  case 
ol  road  rash.  “It  took  me  over  a year 
to  get  back  on  my  bike.”  And  now 
she  rides  only  with  a helmet.  “If  I see 
someone  riding  without  a helmet,  I 
want  to  stop  and  ask,  ‘Where’s  your 
helmet?’”  ★ 
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alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
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anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
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tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
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The  Physician’s  Life 


That  day  in  November 

A Dallas  physician  remembers  his  experiences  at 
Parkland  Memorial  Hospital  on  November  22,  1963 

Rv  Sharon  Carter 


When  something  happens  that  shakes 

the  world,  that  ends  up  in  the  history 
books,  people  always  remember  where 
they  were  at  the  time.  Take,  for  exam- 
ple, when  the  Japanese  bombed  Pearl  Harbor. 

Or  the  day  John  F.  Kennedy  was  shot. 


For  Dallas  urologist  Ben  Schnitzer,  MD,  the  memory 
is  especially  vivid. 

He  was  a senior  urology  resident  at  Parkland  Memorial 
Hospital,  and  he  was 
there  on  Friday,  No- 
vember 22,  1963,  as 
emergency  department 
personnel  were  working 
frantically  to  try  to  save 
the  president. 

“I  had  taken  my  car 
for  some  work  and  was 
coming  back  when  I 
saw  that  Parkland  was 
surrounded  by  police. 

I’d  never  seen  anything 
like  that,  and  I felt  this 
tremendous  surge  of 
energy.  I knew  some- 
thing really  bad  had 
happened.” 

Unable  to  quickly 
find  a parking  place 
near  the  hospital,  he 
pulled  his  car  up  onto 
the  center  island  on 
Harry  Hines  Boulevard, 
parked  it,  and  ran. 

“When  I got  inside,  they  told  me  what  had  happened.” 

He  saw  President  Kennedy’s  feet  and  legs,  and  the  fa- 
mous corset  used  to  help  the  president  deal  with  his 


SHARON  CARTER  is  a freelance  writer  based  in  Irving. 


wartime  back  injury.  He  didn’t  see  the 
famous  head  of  hair,  which  those 
who’d  seen  the  president  in  person  say 
was  much  redder  than  it  appears  in 
photographs.  “They  were  working  on 
his  head.  1 never  really  saw  his  head.” 

The  scene  in  the  emetgency  depart- 
ment was,  as  one  would  guess,  bedlam. 
“Someone  was  on  the  phone  to  his 
physician  in  Washington,  and  they  were  told  he  was  an  Ad- 
disonian, so  they  started  cottisone  on  him  for  that,”  Dr 
Schnitzer  recalled. 

“And  I remember 
someone  else  being  on 
the  phone,  talking  to 
Bobby  Kennedy  in 
Washington,  trying  to 
tell  him  what  had  hap- 
pened, trying  to  console 
him.  Someone  said  they 
had  called  for  a priest. 
And  1 remember  seeing 
a Secret  Service  agent, 
sitting  by  a telephone 
outside  the  door  where 
they  were  working  on 
him,  crying.” 

He  realized  at  one 
point  that  the  woman 
standing  beside  him  was 
Jacqueline  Kennedy.  “I 
felt  excitement  at  seeing 
her  in  person,  and  at  the 
same  time  a great  deal  of 
sorrow  for  her.  She 
looked  just  like  het  pic- 
tures — a very  attractive 
woman.  And  I saw  what  other  people  have  commented  on. 
She  showed  almost  no  emotion.” 

Could  it  have  been  shock,  after  seeing  her  husband 
shot  in  the  head  while  sitting  right  beside  her?  “It  could 
have  been.  I don’t  know.  But  that  was  the  thing  that  made 
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the  strongest  impression  on  me  — 
how  calm  and  in  control  she  was.” 

(According  to  others  present,  Mrs 
Kennedy  didn’t  break  down  and  cry 
until  the  president  was  officially  pro- 
nounced dead.) 

“Lyndon  Johnson  was  there,  al- 
though of  course  he  wasn’t  injured. 
There’s  a jail  room  there  for  prison- 
ers, and  that’s  where  they  kept  him, 
for  safety. 

“When  I first  got  there,  when 
they  told  me  what  happened,  I didn’t 


realize  the  extent  of  his  injuries.  I 
don’t  think  any  of  us  did  at  first.  But 
as  the  time  passed  and  I listened  to 
the  people  in  the  room  with  him,  I 
realized  — and  I knew  this  was  a his- 
toric moment,  that  America  from 
then  on  would  be  forever  changed.” 

In  common  with  most  doctors  pre- 
sent that  day,  he  dismisses  the  conspir- 
acy theory.  “It  seemed  so  obvious  to 
everyone  there  what  happened.  The 
conspiracy  theory  just  seemed  like 
something  made  up  by  someone  or 
some  people  wanting  a story.  It  never 
made  a lot  of  sense  to  me.” 

When  Dr  Schnitzer  left  Parkland 
and  walked  out  into  a different 
world,  he  found  that  most  people 
who  knew  he  had  been  there  wanted 
descriptions  of  the  scene,  what  he 
had  seen  — and  felt. 

And  he  felt  a nagging,  lasting  sad- 
ness. “I  didn’t  agree  with  Kennedy’s 
politics.  But  I felt  sad  for  the  loss  to 
the  world  of  a mind  like  that.  I had  a 


lot  of  anget  about  the  whole  thing. 
And  I felt  sad  for  Dallas,  because  so 
much  of  the  rest  of  the  world  seemed 
to  think  we  were  somehow  to  blame.” 

“I  knew  this 

Three  days  later  he  missed,  by  mo- 
ments, a place  in  medical  history, 
when  Lee  Harvey  Oswald  was  brought 
in  after  being  shot  by  Jack  Ruby.  “He 
had  been  shot  in  the  ureter,  so  he 


would  have  been  my  patient.  But  I 
had  turned  things  over  to  my  junior 
resident  and  left  just  moments  before.” 

He  has  not  read  any  of  the  myriad 
books  written  about  the  assassina- 


tion. “I  saw  scenes  from  the  movie 
JFK  in  passing,  because  it  happened 
to  be  on  TV.  I made  no  effort  to  sit 
down  and  watch  it.” 

He  has  seen  the  sixth  floor  exhibit 
at'the  Dallas  Book  Depository.  “I 
looked  at  the  people  around  me  there 
and  realized  what  I was  seeing  meant 
something  different  to  me  than  it  did 
to  them.  It  was  something  that  was 
personal,  that  had  touched  my  life.” 

What  has  stayed  with  him  the 
most  in  the  years  that  have  followed? 

To  many  students  of  the  case, 
what  has  been  most  striking  is  the 
randomness  of  the  assassination  — 


like  two  molecules  colliding  in  space. 
Statistically  it  was  almost  impossible, 
but  it  happened. 

He  still  most  strongly  feels,  and 

was  a historic 

resents,  “the  impression  that  Dallas 
was  somehow  to  blame  — that  it  was 
some  sort  of  hotbed  of  rebellion  and 
lawlessness,  that  somehow  if 
Kennedy’s  and  Oswald’s  paths  had 
crossed  in  another  city,  it  never 
would  have  happened.  I know  that  is 
not  true.” 

If  he  could  go  back  in  time,  how 
would  he  change  that  day?  A smile. 
“I  wouldn’t  have  taken  my  car  to  be 
worked  on.” 

And  what  does  he  most  clearly  re- 
member? “I  remember  being  there 


outside  the  room  with  Don  Seldin, 
MD,  chief  of  internal  medicine  at 
Parkland,  now  emeritus.  He  was  my 
mentor  and  my  friend,  an  Easterner, 
more  a liberal,  more  a fan  of 
Kennedy  than  I was.  I remember  us 
pacing  the  floor  together,  feeling  so 
helpless,  wishing  there  was  some- 
thing and  knowing  there  was  noth- 
ing, nothing  we  could  do.”  ★ 


moment,  that  America  from  then 


on  would  be  forever  changed.  ” 
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The  U.S.  Department  of  Education  has 
published  a booklet  entitled 
Growing  Up  Drug  Free— A Parent's 
Guide  to  Prevention.  Within  its  j)ages, 
you  will  find  valuable  advice 
on  how  parents  can  keep  their  children 
drug  free,  as  well  as  specific  things 
to  watch  for  if  they  suspect  drug  abuse. 


PLEASE  SEND  EOR  A SUPPLY  OE 
EREE  COPIES  EOR  YOUR  PATIENTS 
AVAILABLE  IN  ENGLISH  AND  SPANISH. 


Call  the  Texas  Prevention  Partnership's 
toll  free  number  : 

1-800-269-4237 

or  send  your  name  and  address  to: 

Texas  Prevention  Partnership 
Growing  Up  Drug-Free 
1615  Guadalupe  St.  Ste.  201 
Austin,  Texas  78701 

Partnership  for  a Drug-Free  Texas 

Texas  Prevention  Partnership  • Partnership  for  a Drug-Free  America 


Hedicine’s  View 


TMA  leaders  contemplate 
future  reform  challenges 


UNITING  FOR  EXCELLENCE 
was  the  fitting  theme  for  the 
Texas  Medical  Association’s 
1994  Fall  Leadership  Confer- 
ence, which  was  attended  by  767 
physicians  and  medical  students  Sep- 
tember 17  in  Austin. 

With  the  possibility  of  health-sys- 
tem reform  this  year  no  longer  loom- 
ing, the  conference  offered  physician 
leaders  a chance  to  reflect  on  the  im- 
pact organized  medicine  can  have  in 
dealing  with  the  near  and  long-term 
changes  still  facing  the  profession. 

National  and  state  leaders  in  med- 
icine and  politics  spoke  during  the 
general  session.  TMA  councils,  com- 
mittees, and  other  groups  met  in 
conjunction  with  the  conference. 
During  the  Strategic  Planning  Meet- 
ing immediately  following  the  con- 
ference, the  Board  of  Trustees  ap- 
proved a 1995  strategic  plan  for  the 
association,  which  will  be  submitted 
to  the  House  of  Delegates  when  it 
convenes  for  interim  session  Novem- 
ber 18-19. 


Alan  C.  Baum,  MD,  Houston,  chairman  of  the  TMA  Board  of  Trustees,  talks  with  Texas  Health  Com- 
missioner David  R.  Smith,  MD,  Austin,  before  the  general  session.  The  TMA  Board  of  Trustees  present- 
ed Dr  Smith  with  a Special  Recognition  Award  in  appreciation  for  “his  outstanding  leadership,  his  dedi- 
cation, and  his  commitment  to  improving  the  health  of  all  Texans.  " 


TMA  President  Betty  P.  Stephenson,  MD,  Hous- 
ton, discussed  the  risks  of  being  a leader  in  orga- 
nized medicine,  particularly  during  times  when 
"health-system  reform  threatens  to  divide  and  con- 
quer not  only  our  health-care  system,  but  the  pro- 
fession of  medicine.  ” But  being  a leader,  she  said, 
“means  speaking  out  when  certain  thoughts  must 
be  heard,  acting  when  enough  words  have  beeti 
said,  and  taking  a stand  on  issues  that  are  vitally 
important  to  the  fiiture  of  medicine.  ” 
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US  Sen  Kay  Bailey  Hutchison  (R-Tex)  said  she  believes  Congress  will 
next  year  pass  “a  responsible  health  insurance  reform  bill  that  will  not 
tamper  with  quality  and  that  will  bring  more  people  into  the  system.  ” 
She  stressed  the  importance  of  taking  reform  one  step  at  a time.  “We 
must  take  the  steps  that  are  necessary  to  ensure  that  we  do  not  throw 
out  the  greatest  health-care  system  in  the  world  and  replace  it  with  a 
massive  federal  bureaucracy.  ” 


In  his  keynote  address, 
American  Medical  Associa- 
tion President  Robert  E. 
McAfee,  MD,  of  South 
Portland,  Me,  called  for  a 
renewed  focus  on  the  ethi- 
cal foundation  of  medicine 
in  light  of  the  increasing 
dominance  of  tnanaged 
care  across  the  United 
States.  Dr  McAfee  ex- 
pressed concern  over  the 
threats  posed  by  managed 
care  to  the  physician-pa- 
tient relationship  and 
stressed  the  need  for  passage 
of  the  Patient  Protection 
Act.  “It  is  not  that  we  are 
against  managed  care.  But 
the  time  has  come  for  us  to 
say,  this  far  and  no  fitrther. 
The  time  has  cotne  for  us  to 
say  to  insurance  companies, 
'You  need  to  be  fair  to  your 
subscribers,  ivho  are  our 
patients,  and,  yes,  you  need 
to  be  fair  to  us,  too. 


US  Rep  J.  Roy  Roivland  (D-Ga),  a practicing 
physician  for  28  years  before  his  election  to  Con- 
gress in  1983,  analyzed  the  congressional  debate 
over  health-system  reform  and  described  his  efforts 
to  help  crafi  a bipartisan  health-system  reform  hill. 
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Dues  increase  needed 
to  keep  TMA  strong 


It’s  been  a bumpy  road  i 
for  physicians  during  the  past  few 
years,  with  many  new  government 
regulations,  a rapidly  changing 
medical  marketplace,  and  congres-  j 
sional  efforts  to  revamp  the  Ameri- 
can health-care  delivery  system. 

Organized  medicine  continues  to 
face  a series  of  tough  challenges  in 
the  months  and  years  to  come,  and 
the  Texas  Medical  Association  is 
ready  to  stand  firm  for  Texas  physi- 
cians and  their  patients. 

A key  aspect  of  TMA’s  continued 
strength  is  its  ability  to  muster  the 
financial  resources  to  meet  challenges 
ahead.  In  line  with  that,  TMA’s  House 
of  Delegates  has  approved  a modest  in- 
crease in  active  member  dues,  from 
$295  to  $325,  beginning  January  1, 
1995.  This  is  the  first  dues  increase  in  3 
years,  and  it  will  apply  only  to  active 
members,  not  other  member  categories. 

“The  $30  increase  is  really  a bar- 
gain if  you  look  at  what  you’re  get- 
ting for  your  money,”  said  Betty  P. 
Stephenson,  MD,  president  ol  TMA. 
“Our  association  stands  alone  among 
state  societies  in  the  level  of  represen- 
tation and  quality  of  services  we  pro- 
vide our  members.” 

Even  with  its  1995  increase,  TMA 
: will  still  have  the  lowest  dues  among 
; the  nine  largest  state  medical  soci- 
: eties.  But  low  cost  is  not  the  only 
: reason  TMA  dues  are  a bargain,  says 
; Dr  Stephenson.  TMA  provides  its 
: member  physicians  with  a compre- 


hensive package  of  programs  and  ser-  j 
vices  unmatched  by  any  other  associ-  | 
ation  in  the  country. 

For  their  dues,  TMA  members  get; 

• Representation  on  key  issues  in 
Austin  and  Washington,  DC,  by  a 
public  and  legislative  affairs  staff  that 
is,  according  to  the  Washington  Post, 
“by  far  the  best  lobbying  otganiza- 
tion  among  the  state  societies,  and  in  , 
many  areas,  even  tops  the  AMA. 

• Socioeconomic  programs  designed 
to  keep  members  informed  of 
changes  in  government  payor  and 
regulatory  programs. 

• An  Office  of  General  Counsel  to 
provide  aggressive  legal  advocacy  [ 
for  physicians’  issues  in  today’s  liti- 
gious atmosphere. 

• A Special  Committee  on  Health 
System  Reform  designed  to  keep 
members  informed  ol  rapidly 
moving  events  in  Austin  and 
Washington,  DC. 

• A public  health  program  that  fo- 
cuses on  Texas’  special  needs,  such 
as  the  health  care  of  immigrants, 
the  spread  of  AIDS  and  other  in- 
fectious diseases,  and  the  needs  of 
an  isolated  rural  population. 

• Many  other  programs,  including 
award-winning  publications  such 
as  Texas  Medicine  magazine  and 
Action  newsletter,  professionally 
run  news  media  and  public  rela- 
tions departments  that  work  to 
enhance  physicians’  image,  and 
hundreds  of  medical  liability  and 
practice  management  seminars 
presented  in  various  locations 
around  the  state. 


According  to  Dr  Stephenson, 
TMA  must  maintain  its  expanded 
role  to  represent  physicians’  interests 
and  to  provide  state  leadership  in 
health  matters. 

“Our  members  demand  that  their 
interests  get  the  best  representation 
available,  and  we  intend  to  continue 
providing  it,”  she  said. 

House  of  Delegates  meets 
in  Austin  this  month 


The  House  of  Delegates, 
Texas  Medical  Association’s  leg- 
islative and  policy-making  body, 
will  convene  in  Austin  Novem- 
ber 18-19  to  address  numerous  is- 
sues raised  by  the  membership. 

Reference  committees  will  hold 
hearings  Friday  afternoon,  November 
18,  to  consider  resolutions  from 
counry  medical  societies  and  reports 
1 from  TMA  boards,  councils,  com- 
mittees, and  sections.  On  Saturday 
morning,  November  19,  the  House 
of  Delegates  will  vote  on  reference 
' committee  recommendations  and 
' also  adopt  association  priorities  for 
j the  coming  year. 

All  TMA  members  are  welcome 
to  attend  the  session,  which  will  be 
held  at  the  Doubletree  Hotel  in 
Austin.  For  more  information,  con- 
tact Sharon  Walker,  Texas  Medical 
Association,  401  W 15th  St,  Austin, 

' TX  78701;  (800)  880-1300,  ext 
1325,  or  (512)  370-1325.  ★ 
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HEN  You 
Want  To  Honor 
Or  Remember 
Someone  Special... 


50  Years  Ago  in  Texas  Medicine 

November  1944 

Current  Editorial  Comment: 
Barbital  Drunks 

By  Chauncey  D.  Leake,  PhD 
University  of  Texas  Medical  Bratich,  Galveston 


TMA  Fouiidation 
Memorial  and  Tribute 
Giving  Program 


To  make  a gift,  call 
(800)  880-1300,  Ext.  1663 
or  (512)  370-1663. 


TMA  FOUNDATION 

THI  m . . •,  >-l  n .AV  MfDU.Al  ASMU  . . , : 


The  prohibition  of  alcoholic  beverages,  and  the  current 
high  prices  of  whiskies  where  prohibition  is  not  in  effect,  are  produc- 
ing many  and  varied  problems.  Among  these  is  one  of  peculiar  con- 
cern to  Texas  physicians.  It  involves  the  substitution  of  barbiturates  for 
alcohol  on  the  part  of  individuals  desiring  to  obtain  alcoholic  effects.  . . . 

Texas  is  one  of  the  few  States  in  the  Union  which  does  not  require  a 
doctor’s  prescription  for  the  sale  of  barbiturates.  It  is  highly  desirable  that 
an  effort  be  made  to  bring  the  pharmacy  laws  in  Texas  into  accord  with 
those  of  other  States.  . . . 

A considerable  number  of  essential  war  workers  have  become  accus- 
tomed to  using  various  barbiturates  in  beer,  as  a substitute  for  whiskey. 
Unscrupulous  druggists  cater  to  these  individuals  and  often  exploit  them 
with  cruel  disregard  for  family  and  community  welfare.  These  men  who  go 
on  barbiturate  drunks  suffer  central  nervous  system  depression  of  the  same 
type  as  that  caused  by  alcohol,  and  are  thus  rendered  incapable  of  perform- 
ing many  tasks  requiring  finely  adjusted  skills  and  perceptions.  . . . 

Physicians  should  be  on  the  lookout  for  chronic  barbiturate  drunks. 
Every  effort  should  be  made  to  acquaint  druggists  with  the  seriousness  of 
the  situation  and  to  enlist  the  cooperation  of  the  pharmacy  profession,  if 
possible,  in  refusing  to  dispense  central  nervous  system  depressant  drugs 
without  a physician’s  prescription.  . . . 


( Texas  State  Journal  of  Medicine.  1 944;30  [7]  :36 1 ) 


he  voice  of  freedom 
never  faltered,  even 
though  it  stuttered. 

Winston  Churchill  was  perhaps  the 
most  stirring,  eloquent  speaker  of  this 
century.  He  also  stuttered. 

If  you  stutter,  you  should  know  about 
Churchill.  Because  his  life  is  proof  that, 
with  the  will  to  achieve,  a speech 
impediment  is  no  impediment. 

Learn  about  the  many  ways  you  can 
help  yourself  or  your  child.  Because  your 
finest  hour  lies  ahead. 


Stuttering 
Foundation 
OF  America 

KXtMbALY  SPEECH  KX'NOATinN  (IP  AMERK  A 

A Nm-Profit  Orgurujautm 
Since  1^47 

1-800-992-9392 
P.O.  Eiox  11749  • Memphis,  TN  38111-0749 
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With  hopes  for  a very  good  death  {continued from p 24) 


That  doesn’t 

MAKE  I r RIGHT 


people  have  and  ought  to  have  a right 
to  end  their  lives,  passively  or  active- 
ly,” he  said.  “Unfortunately,  not  all  are 
equal  to  the  task,  and  1 believe  it  is  the 
obligation  of  people  to  help  others  do 
for  themselves  what  they  wish  but 
cannot  manage  alone.  Thus,  I come 
down  squarely  on  the  side  of  assisted 
suicide  in  some  instances.” 

Does  he  favor  yjAy^/V/Vrt^-assisted 
suicide?  Yes,  if  there’s  no  other  way 
to  pull  it  off,  but  he  would  prefer 
that  to  be  the  role  of  another  profes- 
sion, licensed  and  frequently  in- 
spected to  ensure  compliance  with 
all  of  the  rules. 

Because  of  fears  of  legal  ram- 
ifications, few  doctors  will  publicly 
say  they  think  assisted  suicide  is  ethi- 
cal. Dr  Hoverman  isn’t  an  advocate 
of  physician-assisted  suicide,  but  he 
does  believe  in  a right  to  die. 

“If  people  lose  all  possibility  for 
meaning  in  their  lives,  then  I believe 
they  have  a right  to  die,”  he  said. 
“The  question  is  whether  they  then 
have  the  right  to  demand  that  the 
profession  of  medicine  help.” 

He  doesn’t  think  so.  “Doctors  are 
not  people  who  put  others  to  death,” 
said  Dr  Hoverman.  “I  don’t  think  that 
should  ever  be  acceptable  to  medi- 
cine. The  difficult  issue  for  me  is 
whether  to  accept  that  other  organiza- 
tions can  ethically  do  mercy  killing. 
There  may  be  a place  for  that,  but  it’s 
a dangerous  power  to  have.  It’s  not 
what  I,  as  a physician,  do.” 

UTMB  ethicist  Dr  Vanderpool 
also  sees  value  in  keeping  doctors  out 
of  the  suicide  business.  “1  have  a 
problem  with  tbe  social  confusion 
that  could  result  from  someone  in  a 
white  coat  actively  counseling  people 
on  how  to  end  their  lives,”  he  said. 

But  Thomas  S.  Preston,  MD, 
professor  of  medicine  at  the  Univer- 
sity of  Washington  in  Seattle,  thinks 
physicians  are  wrong  to  fear  they 
will  tarnish  their  image  as  healers  if 
they  participate  in  helping  patients 
die.  “As  more  patients  face  lingering 


death  supported  by  medical  technol- 
ogy, there  will  be  a greater  loss  of 
trust  in  physicians  who  insist  on 
holding  terminally  ill  patients 
hostage  to  obligatory  suffering  or 
abandon  them  to  their  own  means,” 
he  wrote  (14). 

What  does  the  law  say? 

Though  suicide  is  not  a crime  in 
Texas,  assisting  in  it  is,  and  mercy 
killing  remains  illegal  as  a form  of 
homicide  even  when  requested  by  a 
competent  patient,  stressed  TMA  at- 
torney Mr  Barton. 

But  the  legal  reality  is  that  people,  in- 
cluding physicians,  who  assist  in  a pa- 
tient’s death  in  good  conscience  run  a 
low  risk  of  being  successfully  prosecuted. 

“During  the  past  8 years,  at  least 
1 8 euthanasia  cases  have  occurred  in 
Texas:  1 suicide,  3 double-suicides,  6 
murder-suicides,  and  8 so-called 
‘mercy  killings,”’  he  said.  “None  of 
the  defendants  in  the  mercy  killings 
has  gone  to  jail.” 

Dr  Hoyt  thinks  assisted  suicide 
will  be  legal  within  the  reasonably 
near  future,  but  he  hopes  that  will 
come  about  as  a result  of  legislative 
rather  than  court  action. 

“Starting  with  the  Quinlan  case, 
the  courts  have  been  making  law  in 
these  cases,  and  the  legislators  have 
been  very  slow  to  catch  up,”  he  said. 
“If  they  don’t  firmly  deal  with  it  one 
way  or  another,  the  courts  will  pro- 
vide answers  that  none  of  us  may 
like,  and  those  answers  will  be  almost 
impossible  to  change.” 

Dr  Vanderpool  doesn’t  agree  that 
the  debate  is  likely  to  be  over  soon.  “I 
think  it  is  truly  unlikely  that  physi- 
cian-assisted suicide  will  be  approved 
in  the  United  States  any  time  soon,” 
he  said.  “Probably  rhings  will  go 
more  in  the  direction  of  patients  end- 
ing their  own  lives  with  some  coun- 
seling assistance.” 


Regardless  of  the  legal  status,  neither 
active  euthanasia  nor  assisted  suicide 
are  ever  morally  permissible,  claims 
widely  published  ethicist  Edmund  D. 
Pellegrino,  MD,  of  Washington,  DC. 
“Both  are  acts  of  intentional  killing; 
they  are  violent  remedies  in  the  name 
of  beneficence;  they  seriously  distort 
the  healing  purposes  of  medicine;  they 
are  based  on  erroneous  notions  of  com- 
passion, beneficence,  and  autonomy; 
and  they  divert  attention  from  compre- 
hensive palliative  care,”  he  said  (15). 

Also  strongly  opposed  to  suicide 
and  assisted  suicide  are  religious  or 
secular  “vitalists,”  for  whom  the  sanc- 
tity of  life,  itself,  is  sufficient  to  over- 
rule questions  about  its  quality. 

Some  religious  people  even  see  the 
pain  and  suffering  that  can  be  part  of 
dying  as  an  enlightening  part  of  their 
journey  toward  God  (16). 

Daniel  Callahan,  PhD,  director  of 
The  Hastings  Center  in  New  York, 
cautions  doctors  to  remember  that 
their  role  is  to  relieve  su  ffering 
brought  on  by  illness  and  dying  as  bi- 
ological phenomena,  and  not  tbe  suf- 
fering that  comes  from  anguish  or 
despair  at  the  human  condition. 

“It  would  be  terrible  for  physi- 
cians to  forget  this,  and  to  think  that 
in  a swift,  lethal  injection,  medicine 
has  found  its  own  answer  to  the  rid- 
dle of  life,”  he  wrote  (17). 

Others  who  object  vehemently  to 
assisted  suicide  believe  tbe  driving 
force  behind  many  suicides  is  not  so 
much  despair  at  the  human  condi- 
tion, but  despair  brought  on  by  clini- 
cal, and  treatable,  depression.  They 
cite  statistics  — disputed  by  others 
— that  95%  of  those  who  kill  them- 
! selves  have  a diagnosable  psychiatric 
illness,  usually  depression,  in  the 
months  preceding  suicide  (18,19). 

Depression,  anxiety,  and  the  wish 
to  die  are  often  patients’  first  reaction 
to  the  knowledge  of  serious  illness  and 
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possible  deatli,  assert  psvehiai  l ists 
Herbert  Heiulin,  MI),  and  Clerald 
K1  ernian,  Ml).  “This  deinoralizint: 
triad  ean  usually  be  treated  by  a com- 
bination ol  empathy,  psychotherafyv, 
and  medication,”  the\' wrote  (18). 

1 hese  same  physicians  point  to 
the  potential  lor  abuse  il  physician- 
assisted  suicide  were  legalized.  They 
say  the  elderly,  who  olten  are  made 
to  leel  unwanted,  would  be  particu- 
larly vulnerable,  in  addition  to  de- 
pressed patients.  Also  at  risk  would 
be  “those  whose  terror  ol  illness  per- 
suades them  that  quick  death  is  the 
best  solution”  ( 1 8). 

W HAT  M-  I T 
C A M E TO  A V O T E ? 

Ask  doctors,  lawyers,  and  the  public 
what  they  think  about  physician- 
assisted  suicide  and  you  quickly  dis- 
cover that  physicians  are  the  least 
likely  to  approve  of  the  idea. 

Filty-seven  percent  of  Americans 
think  physician-assisted  suicide 
should  be  legal  under  at  least  some 
circumstances,  according  to  an  AMA 
public  opinion  poll  conducted  earlier 
this  year.  Interestingly,  the  same  per- 
centage ol  attorneys,  surveyed  in 
1988  by  the  American  Bar  Associa- 
tion, thought  euthanasia  for  termi- 
nally ill  patients  should  be  legal  (20). 

But  in  survey  alter  survey,  physi- 
cians reject  the  idea  of  active  eu- 
thanasia in  favor  ol  passive  euthana- 
sia, even  when  they  support  patients’ 
rights  to  determine  their  own  end-of- 
life  care  (9,14,21,22). 

Only  9%  of  256  Rhode  Island 
physicians  agreed  to  give  a hypo- 
thetical patient  a prescription  lor  an 
amount  ol  sleeping  pills  that  would 
be  lethal  il  taken  all  at  once  and 
only  1 % agreed  to  give  the  patient  a 
lethal  i njection  (22).  In  contrast, 
86%  agreed  to  give  a dose  of  nar- 
cotics that  could  cause  respiratorv 
compromise  and  death  to  treat  the 
patient’s  pain  adequately. 

Of  360  Florida  physicians,  house 
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staff,  and  medical  students  surveyed, 
passive  euthanasia  was  acceptable  to 
77%,  but  only  6%  were  willing  to 
deliberately  terminate  the  life  of  a pa- 
tient by  administering  medication  to 
cause  respiratory  arrest,  and  only  1% 
were  willing  to  do  so  to  cause  cardiac 
arrest  (21). 

However,  when  doctors  think  of 
themselves  as  patients,  rather  than  as 
physicians  who  might  be  called  on  to 
terminate  a patient’s  life,  they  are  far 
more  willing  to  consider  euthanasia 
positively.  In  a 1991  poll  of  selected 
Seattle  physicians,  45%  opposed  eu- 
thanasia as  a medical  practice,  but 
70%  said  they  would  like  it  available 
as  a treatment  option  if  they  them- 
selves were  patients  (14). 

Why  argue  about  a fact? 

To  many  people,  the  arguments  over 
whether  or  not  euthanasia  should  be 
allowed  are  moot.  Physicians  have 
quietly  helped  patients  to  die  for  cen- 
turies, they  say.  Their  point  turns  on 
how  you  define  “help.” 

When  you  stop  nutrition  and  hy- 
dration, people  die,  and  doctors  know 
they  are  going  to  die,  says  UTMB 
ethicist  Dr  Winslade.  “Withdrawing 
nutrition  and  hydration  is  euthanasia, 
and  to  the  extent  we  permit  that,  we 
already  permit  euthanasia.” 

The  same  argument  can  be  ad- 
vanced about  the  so-called  “double- 
effect” of  giving  high  doses  of  narcot- 
ic analgesics  to  a dying  patient  to 
relieve  pain  even  if  it  inadvertently 
hastens  death.  Physicians  should 
honestly  acknowledge  their  wide- 
spread participation  in  intentional 
end-of-life  actions  and  the  degree  to 
which  those  actions  are  accepted  as 
professional  norms,  says  Seattle  med- 
ical professor  Dr  Preston  (14). 

Wichita  Falls  family  physician  Dr 
Niemira  agrees  that  drawing  a dis- 
tinction between  active  and  passive 
euthanasia  isn’t  sufficient.  To  her,  it’s 
less  important  for  society  and  ethi- 
cists  to  define  the  conditions,  if  any. 
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under  which  doctors  may  actively 
take  a life  than  to  help  define  the 
ethical  appropriateness  of  w'hat  doc- 
tors do  or  could  do  under  the  rubric 
of  passive  euthanasia  (1). 

I he  actual  experience  of  doctors 
and  patients  — not  the  “idealized, 
sanitized  intentions  espoused  by 
many  medical  ethicists”  — is  what 
should  be  considered,  says  physician- 
assisted  suicide  advocate  Dr  Quill. 

“We  should  be  able  to  reassure  all 
our  patients  that  they  will  not  die 
racked  by  physical  pain,  for  it  is  now 
accepted  practice  to  give  increasing 
amounts  of  analgesic  medicine  until 
the  pain  is  relieved,  even  if  it  inadver- 
tently shortens  life,”  he  noted  (13). 

LE.^RNING  ABOUT 

DEATH  EASES  DOCTORS’ 
DISCOMFORT 

Dealing  with  death  and  dying  arous- 
es complex  emotions  in  every  person, 
particularly  in  physicians  who  care 
for  dying  patients  and  have  many  of 
the  same  fears  of  death  as  their  pa- 
tients (9).  Plus,  it’s  hard  for  physi- 
cians to  view  the  death  of  a patient  as 
anything  other  than  a sign  of  defeat, 
even  when  they  know  it’s  disease  — 
not  death  — that  is  the  enemy  (23). 

“The  nitty  gritty  of  dealing  with 
death  and  dying  is  uncomfortable,” 
admits  Austin  oncologist  Dr  Hover- 
man.  “Some  people  can’t  do  it  for 
very  long.  I think  it’s  often  constitu- 
tional.” Indeed,  physicians  with 
above-average  fears  of  death  may 
choose  their  specialties  precisely  be- 
cause they  allow  them  to  try  to  com- 
bat those  fears.  In  contrast,  they  may 
gravitate  toward  specialties  that  don’t 
deal  with  terminal  patients  as  often. 

A physician’s  first  experience  with 
a patient’s  death  is  typically  a major 
threshold. 

“It  certainly  was  for  me,”  said  Dr 
Bohmfalk.  “I  suppose  it  is  for  every- 
body, although  you  can  kind  of 
sneak  into  it.  It’s  one  thing  to  pro- 
nounce your  first  death,  it’s  another 


to  have  a patient  die  right  in  front  of 
vou,  and  yet  another  to  tell  a patient 
he  or  she  is  going  to  die.” 

The  first  time  one  of  your  patients 
dies,  you  are  forced  to  realize  there  is 
another  side  to  medicine  than  help- 
ing people,  says  Dr  Hoverman.  “1 
don’t  think  it  can  ever  be  the  same  af- 
ter that.” 

Few  doctors  think  they  had  ade- 
quate help  in  learning  to  deal  with 
patients’  deaths.  “Most  physicians  are 
significantly  uncomfortable  in  deal- 
ing with  dying  patients  because  they 
never  really  worked  with  these  issues 
cognitively  and  psychologically  in 
medical  school,”  said  Dr  Vanderpool, 
who  teaches  a fourth-year  elective  to 
medical  students  at  UTMB  called 
“Understanding  and  Caring  for  Ter- 
minally 111  Persons.”  Though  few  stu- 
dents take  the  4-week  class,  those 
who  do  learn  to  think  about  death  as 
a reality  and  to  talk  honestly  about 
ways  to  deal  with  it. 

Dr  Vanderpool  emphasizes  to  stu- 
dents the  importance  of  telling  the 
truth  to  terminally  ill  patients  and  of 
learning  how  to  counsel  them.  The 
counseling  doesn’t  require  a sophisti- 
cated bag  of  psychological  tricks,  he 
says,  just  the  ability  to  ask  open-ended 
questions,  to  listen  to  what  patients 
have  to  say,  and  to  reflect  back  in 
slightly  different  words  what  they  said. 

He  uses  the  example  of  a physi- 
cian who  responds  to  a patient’s 
statement  that  she  is  not  doing  too 
well  by  urging  her  to  “cheer  up 
some,”  instead  of  just  saying,  “Not 


too  well,  huh?”  and  giving  her  the 
opportunity  to  talk  about  her  fears 
for  a few  minutes. 

He  tells  his  students  not  to  expect 
to  feel  comfortable  when  they  go  in  to 
talk  to  a patient  about  dying.  “If  you 
feel  there  is  an  empty  space  in  your 
stomach  and  all  hell  is  about  to  break 
loose,  you’re  normal,”  he  said.  “When 
you  open  a patient’s  floodgate,  there 
may  be  some  tears.  But,  I guarantee 
you,  patients  will  catch  themselves 
psychologically.  There  will  be  a safety 
net  that’s  not  nearly  as  far  down  as 
you  think.  Patients  will  thank  you  for 
allowing  them  to  talk.” 

Some  physicians  who  regularly 
must  tell  patients  they  are  dying  have 
little  formulas  for  saying  it  that  don’t 
allow  for  much  patient  response,  says 
Dr  Vanderpool.  “They  practice  the 
phrases,  go  to  the  patient,  close  the 
doors,  and  just  get  the  formula  out. 
They  hope  the  patient  is  going  to  be 
ok.  They  say  that  they’ll  be  back,  and 
they’re  out  of  there.” 

But  when  patients  sense  that  doc- 
tors are  uncomfortable  talking  about 
death  and  dying,  their  own  discom- 
fort often  increases  and  they  may 
never  ask  questions  that  could  greatly 
ease  their  anxieties. 

Mum’s  too  often  ihe 

WORD  FOR  D O C r O R S 

Part  of  the  difficulties  physicians 
have  could  be  eased  if  they  would 
talk  with  each  other  about  them,  say 
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some  experts.  But  that  isn’t  the  typi- 
cal experience. 

“It’s  kind  of  a lonesome  struggle, 
and  doctors  don’t  talk  about  it 
much,”  said  Dr  Bohmfalk. 

Working  intensively  with  dying 
patients  can  be  both  enriching  and 
draining,  says  Dr  Quill.  Because  the 
emotions  can  be  so  powerful,  he  be- 
lieves “it  is  vital  to  have  a place  where 
we  can  openly  share  our  own  grief, 
doubts,  and  uncertainties,  as  well  as 
take  joy  in  our  small  victories”  (13). 

Being  honest  about  what  they  feel 
toward  dying  patients  can  be  very 
difficult,  say  many  physicians,  but  it 
helps  to  know  that  their  colleagues 
have  similar  feelings.  “There’s  not  a 
doctor  around  who  hasn’t  at  some 
time  wished  a particular  patient 
would  die,”  said  Dr  Bohmfalk. 
“That’s  for  many  reasons  . . . the  doc- 
tor’s convenience,  so  he  can  end  his 
own  suffering,  so  the  patient’s  and 
family’s  suffering  will  end,  or  just  be- 
cause the  hospital  needs  the  bed  and 
there’s  nothing  more  that  can  be 
done  for  that  patient.” 

Doctors  tend  to  try  to  cope  with 
their  personal  feelings  about  death  by 
withholding  them  from  the  dying  pa- 
tient and  family  (9).  But  learning  to 
grieve  with  patients  and  families  is 
important,  says  Dt  Winslade. 

“Death  is  not  just  a moment  in 
time.  The  mourning  process  is  an 
important  part  of  it,”  he  said.  “Un- 
less doctors  know  how  to  grieve  with 
their  patients,  it  will  make  it  harder 
to  relate  to  them.” 


Where  religion  and 

MEDICINE  INTERFACE 

When  patients  wrestle  with  mortali- 
ty, they  are  wrestling  with  issues  of 
spirituality  and  meaning,  says  Dr 
Vanderpool,  and  physicians  would  do 
well  to  remember  that. 

“Physicians  need  to  be  much  more 
sensitive  to  the  religious  traditions  of 
their  patients,  even  if  they  don’t  be- 
lieve the  same  thing,”  he  said. 
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Alan  C.  Mernianii,  MO,  MOiv, 
chaplain  ol  Yale  University  School  of 
Medicine,  notes  that  for  many  pa- 
tients, it  is  not  death  that  is  feared, 
hilt  abandonment.  “ I he  physician’s 
awareness  of  the  spiritual  needs  of 
patients  can  make  care  of  the  dying 
more  rewarding  and  fulfilling  for  all 
concerned,”  he  wrote  (16). 

Many  doctors  may  be  surprised 
that  something  like  70%  of  Americans 
believe  in  a conscious  immortality, 
says  Dr  Vanderpool.  According  to  a 
Gallup  poll,  some  42%  to  43%  of 
Americans  go  to  church  or  synagogue 
at  least  once  a week,  and  96%  of 
Americans  say  they  believe  in  God. 

Obviously  these  beliefs  can 
strongly  affect  how  patients  view  is- 
sues such  as  active  euthanasia  and 
suicide.  Although  the  main  religions 
oppose  suicide,  Dr  Vanderpool  says 
that  to  withhold  or  withdraw  treat- 
ment is  acceptable  in  every  religious 
tradition  that  he  is  aware  of,  includ- 
ing Catholicism. 

Bringing  it  all 

BACK  HOME 

Sometimes  it’s  not  until  physicians 
experience  the  decline  and  death  of  a 
member  of  their  own  families  that 
they  really  understand  the  difficulties 
of  their  patients’  families. 

One  Texas  physician,  whose  ailing 
87-year-old  father-in-law  has  come 
to  live  with  him,  talked  about  the 
personal  struggle  he  and  his  wife 
face.  “If  we  hear  him  cough  down 
the  hall,  my  wife  will  say,  ‘I  better 
run  and  see  if  he  is  alright.’  I reply, 
‘What  if  he’s  not?’ 

Last  night  she  heard  him  praying 
as  she  left  his  room,  ‘Lord,  please 
take  me  home;  I’m  so  ready.’  But  the 
chariot  just  won’t  come  down  and 
swoop  him  up,  so  we  sit.  What’s  a 
body  to  do?” 
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The  American  Academy  of  Pediatrics 
ide7itifies  young  children  at  risk  for  acci- 
dental hot  tap  water  (H'TW)  bums  and 
recommends  that  HTW  temperatures  be 
set  no  higher  than  49  °C  ( 120  °F).  Studies 
show  that  a temperature  ofSA^Cl  125  °F) 
can  cause  a fill-thickness  skin  burn  in  2 
minutes  and  a tetnperature  of  54  °C 
( 130  °F)  can  result  in  a fill-thickness  skin 
burn  in  30  seconds.  We  sought  to  identify 
the  risk  for  HJW  injury  and  the  knowl- 
edge about  safety  limits  at  our  military 
instalLition.  Sixty  family  housing  units 
were  selected  at  random  for  measurement 
of  HTW  temperature  by  both  an  electron- 
ic thermometer  and  a mechanical  ther- 
mometer. Fifty-three  (88.3%)  and  44 
(73.3%)  units  had  temperatures p-eater 
than  52  °C  (125  °F)  and  54  °C  (130  °F), 
respectively.  We  found  temperatures  that 
were  unsafe  at  all  heater  settings.  Most 
parents  with  children  younger  than  6 
years  (51%)  were  unaivare  of  the  danger 
of  HTW  to  their  children.  We  concluded 
that  children  living  on  our  military  post 
were  at  high  risk  for  serious  accidental 
HTW  burns.  Moreover,  existing  qualita- 
tive settings  are  not  reliable  indicators  of 
safe  temperatures.  We  recommend  that 
health-care  provides  inform  parents 
about  the  dangers  of  HTW  burns  to 
children  and  advise  setting  maximum 
HTW  temperatures  to  the  49°C  ( 120°F) 
recommended  by  the  American  Academy 
of Pediatrics. 

Dr  Pichoff,  Department  of  Pediatrics,  William 
Beaumont  Atmy  Medical  Center,  El  Paso, 

Tex;  Dr  Schydlower,  Professor,  Departments 
of  Family  Medicine  and  Pediatrics,  and  Direc- 
tor, Adolescent  Medicine,  Texas  Tech  Univer- 
sity Health  Sciences  Center  at  El  Paso;  and  Dr 
Stephenson,  Seniot  Vice  President  of  Medical 
Affairs,  Valley  Children’s  Hospital,  Fresno, 
Calif.  Send  reprint  requests  to  Dr  Schydlower, 
Texas  Tech  University  Health  Sciences  Center, 
10060  Rushing,  El  Paso,  TX  79924. 
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Children  at  risk  for  accidental  burns  from 
hot  tap  water 

Bruce  E.  Pichoff,  MD 
Manuel  Schydlower,  MD 
Stephen  R.  Stephenson,  MD 


Hot  tap  WATER  (HTW) 
burns  account  for  2500  to 
4500  hospitalizations  annu- 
ally in  the  United  States  (1).  Approx- 
imately 85%  of  these  burns  occur  in 
the  identifiable  risk  groups  of  young 
children,  the  elderly,  and  the  handi- 
capped (2).  The  current  study  was 
undertaken  to  determine  if  military 
dependent  children  were  at  risk  for 
accidental  HTW  burns.  We  were  in- 
terested also  in  determining  the  ex- 
tent to  which  families  were  unin- 
formed about  safety  limits. 

Studies  by  Moritz  and  Henriques 
(3)  have  shown  that  a full-thickness 
skin  burn  in  adults  can  occur  at 
52°C  (125°F)  in  as  little  as  2 minutes 
(Fig  1).  Exposure  time  for  a full- 
thickness skin  burn  and  skin  thick- 
ness are  inversely  related.  Small  chil- 
dren and  infants  may  acquire  a 
full-thickness  skin  burn  at  consider- 


ably shorter  exposure  times. 

Feldman  et  al  (4)  studied  the  prob- 
lem of  HTW  and  recommended  that 
maximum  household  water  tempera- 
tures be  no  higher  than  52°C 
(125°F).  The  American  Academy  of 
Pediatrics  has  developed  a model  bill 
for  state  legislatures  providing  for  a 
maximum  safe  temperature  of  49°C 
(120°F)  for  residential  hot  water 
heaters  (5,6).  Only  the  states  of 
Washington  and  North  Carolina  and 
the  District  of  Columbia  have  adopt- 
ed legislation  setting  this  safety  limit. 
Wisconsin,  Florida,  Kentucky, 
Maryland,  Connecticut,  and  Mas- 
sachusetts have  adopted  legislation 
limiting  maximum  temperature  set- 
tings for  hot  water  heaters  with  lower 
or  higher  limits  (7).  In  1990,  the 
Texas  Medical  Association  House  of 
Delegates  passed  a Harris  County 
Medical  Society  resolution  calling  for 


fig  I . Duration  of  exposure  to  hot  water  and  temperature  that  will  cause  a full-thickness  skin 
burn  in  an  adult  (modified  irom  Moritz  and  Henriquez  [3]). 
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Fi^2.  1 lot  tap  water  temperatures  at  t'amily  lit)using  units  (n  = 60). 
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laws  and  regulations  limiting  tap  wa- 
ter temperature  to  no  more  than 
54°C  (130°F)  (8).  Local  military  reg- 
ulations governing  post  family  hous- 
ing units  had  set  maximum  HTW 
temperatures  at  60°C  (HOT)  (9). 
This  water  temperature  may  cause  a 
(ull-thickness  skin  burn  in  a child  in 
as  little  as  a 5-second  exposure  (Fig  1 ) 
(3).  This  article  reviews  the  findings 
of  measured  HTW  temperatures, 
recorded  hot  water  heater  settings, 
and  answers  to  questionnaires  regard- 
ing family  knowledge  of  hot  water 
safety  at  our  military  installation. 


54-59”  60-65”  >66” 

(130-139”)  (140-149”)  (>150°) 

Temperature 

METHODS 

Population 

Sixty  of  3576  family  housing  units  at 
Fort  Bliss,  Tex,  were  selected  at  ran- 
dom and  included  in  a HTW  survey 
in  October  1988.  This  military  instal- 
lation includes  four  major  family 
housing  areas  composed  of  enlisted 
soldiers,  warrant  officers,  and  officers 
of  all  socioeconomic  classes.  Forty 
homes  (66.7%)  were  the  primary  resi- 
dences or  family  day-care  residences 
of  children  aged  5 years  or  younger. 
Housing  units  were  either  single-  or 
multilamily  homes,  each  equipped 
with  a gas  hot  water  heater  with  a 


thermostat  indicating  qualitative  tem- 
perature settings  (low,  medium,  and 
high).  Hot  water  heaters  were  located 
in  the  living  area  (53.3%),  basement 
(25%),  or  storage  room  outside  the 
home  (21.7%).  Hot  water  heaters 
were  maintained  by  the  military  in- 
stallation’s Department  of  Engineer- 
ing. In  compliance  with  post  guide- 
lines, thermostats  were  preset 
arbitrarily  at  the  medium  setting  be- 
fore the  arrival  of  new  families. 

Instrumentation 

Mechanical  temperature  measure- 
ments were  obtained  by  use  of  a 
household  cooking  thermometer. 
Electronic  temperature  measurements 
were  obtained  by  use  of  a KM  900°F 
digital  thermometer  (Kane-May  Mea- 
suring Instruments,  Stratford,  Conn). 

Measuremoits 

The  water  temperature  at  the  kitchen 
tap  was  measured  by  using  both  the 
mechanical  and  electronic  ther- 
mometers simultaneously  at  2 min- 
utes after  turning  on  the  hot  water  or 
when  the  water  temperature  stabi- 
lized. Each  of  the  thermometer  read- 
ings was  checked  by  separate  ob- 
servers. Hot  water  heater  thermostat 
settings  were  checked  and  readjusted 
to  the  low  setting  if  the  HTW  tem- 
perature was  determined  to  be  a risk 
for  the  family. 

Tap  water  survey 

A questionnaire  was  given  to  an 
adult  present  at  home  when  the  tap 
water  and  water  heaters  were 
checked.  Eamilies  were  asked  to  pro- 
vide the  ages  of  children  (if  any)  in 
the  home,  location  and  accessibility 
of  the  hot  water  heater,  subjective  in- 


Fig3.  Hot  tap  water  temperatures  at  family  housing  units  with  children  under  5 years  (n  = 40). 
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Fig  4.  Hot  water  heater  setting  vs  actual  hot  tap  water  temperature  (n  = 60). 


Dangerous 

oo  a 

O 

o 

u 

1 

• t 

Safe 


T °C 
75- 

70- 

65- 

60- 

55- 

50- 

45- 

40- 

100 

35- 

Low 

dication  of  water  temperature  in  the 
home,  and  perception  of  danger  of 
the  home’s  hot  water  to  themselves 
and/or  their  children. 

RESULTS 

Tap  water  temperatures 
Hot  tap  water  temperatures  mea- 
sured with  an  electronic  thermome- 
ter compared  with  those  measured 
with  a mechanical  thermometer 
showed  no  statistical  difference.  The 
mean  temperature  was  58.23°C 
(136.82°F)  measured  with  the  elec- 
tronic thermometer  and  58.14°C 
(136.65°F)  measured  with  the  me- 
chanical thermometer. 

Temperatures  of  HTW  in  53 
(88.3%)  of  the  housing  units  were 
52°C  (125°F)  or  higher  (Fig  2).  Six 


Medium  Higf 

Heater  Setting 

( 1 0%)  of  the  households  had  temper- 
atures of  66°C  (150°F)  or  higher.  Of 
the  40  homes  with  children  aged  5 
years  or  younger,  35  (87.5%)  had 
HTW  temperatures  of  52°C  (125°F) 
or  higher  (Fig  3).  The  water  heater 
thermostats  were  readjusted  to  the 
low  setting  in  all  of  these  homes. 

Hot  water  heaters 

Hot  water  heaters  revealed  dangerous 
HTW  temperatures  (52°C  [125°F] 
or  higher)  at  all  settings  (low,  medi- 
um, and  high)  (Fig  4).  Three  heaters 
(5%  of  samples)  were  set  at  the  low 
setting,  with  a range  of  HTW  tem- 
peratures from  48°C  (119°F)  to 
56°C  (133°F).  Thirty-four  (56.7% 
of  samples)  were  set  at  the  medium 
setting,  with  a range  of  HTW  tem- 
peratures from  43°C  (110°F)  to 
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Table  1.  Subjective  rating  of  tap  water  temperature  vs  actual  temperature  (n  = 60). 


Temperature 

“C(“F) 

No.  of  Responses  by  Ratings 

Excessively 

Hot 

Very  Hot 

Just  Right 

Too  Cold 

< 52  (<125) 

0 

2 

5 

0 

52-53  (125-129) 

0 

4 

5 

0 

54-59  (130-139) 

0 

1 1 

5 

1 

60-65  (140-149) 

1 

12 

6 

2 

>66  (>150) 

0 

4 

2 

0 

72°C  (162°F).  Twenty-nine  (85.3%) 
of  the  hot  water  heaters  with  medi- 
um settings  had  dangerous  HTW 
temperatures  of  52°C  (125°F)  or 
higher,  and  10  (29.4%)  had  HTW 
temperatures  that  exceeded  existing 
installation  guidelines  of  60°C 
(140°F)  or  lower.  The  medium  set- 
ting included  the  range  of  all  HTW 
temperatures  measured.  Twenty-three 
(38.3%  of  samples)  were  set  at  the 
high  setting,  with  a range  of  HTW 
temperatures  from  53°C  (127°F)  to 
7rc  (159°F). 

Survey 

Of  the  15  housing  units  in  which 
families  did  not  have  access  to  their 
hot  water  heaters,  13  (86.7%) 
had  HTW  temperatures  of  52°C 
(125°F)  or  higher  and  7 (46.7%) 
had  HTW  temperatures  of  60°C 
(MOT)  or  higher. 

No  correlation  was  found  between 
the  opinion  of  the  adult  household 
member  regarding  HTW  temperature 
and  the  actual  measured  temperature 
(Table  1).  Twenty-one  (81%)  who  felt 
the  HTW  temperatures  in  their 
homes  were  just  right  or  too  cold  had 
dangerous  temperatures.  Only  one 
adult  rated  the  HTW  temperature  ex- 
cessively hot  and  had  an  actual  mea- 
sured temperature  of  63°C  (145°F). 

Adult  family  members  were  gen- 
erally not  aware  of  the  danger  of 
HTW  to  their  children  aged  5 years 
or  younger  (Fig  5).  In  18  (51.4%)  of 
35  households,  the  adults  felt  the 
HTW  was  not  a danger  to  their  chil- 
dren when  the  actual  measured  tem- 
perature was  52°C  (125°F)  or  higher. 
In  two  of  the  households  with  tem- 
peratures greater  than  66°C  (150°F), 
the  interviewed  adults  did  not  feel 
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Fig  5.  Adult  taniily  mcnihcr's  opinion  of  danger  of  liot  tap  water  to  cliildren  5 years  of  age  or 
under  versus  actual  hot  tap  water  temperature  (n  = 40). 
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the  HT"W  was  a danger  to  their  chil- 
dren younger  than  6 years. 

DISCUSSION 

In  this  study,  a household  cooking 
thermometer  was  an  accurate  means 
of  measuring  the  temperature  of 
HTW.  Families  who  wish  to  test 
their  tap  water  using  a mechanical 
thermometer  should  allow  sufficient 
time  for  the  tap  to  reach  maximum 
temperatures.  To  avoid  artificially 
low  readings,  temperatures  should  be 
measured  at  a time  of  day  when  little 
hot  water  has  been  used. 

Eighty-eight  percent  of  the  hous- 
ing units  tested  had  HTW  tempera- 
tures of  52°C  (125°F)  or  higher;  fur- 
ther, 73%  had  HTW  temperatures  of 
54°C  (130°F)  or  higher.  In  previous 
studies,  43%  to  80%  of  households 
tested  had  HTW  temperatures  of 
54°C  (130°F)  or  greater  (4,10). 
Three  households  had  HTW  tem- 
peratures greater  than  66°C  (150°F), 
capable  of  producing  a full-thickness 
skin  burn  in  an  adult  in  less  than  1 
second  (Fig  1)  (3). 

Although  post  guidelines  mandat- 
ed that  HTW  temperatures  in  family 
housing  areas  be  no  higher  than 
60°C  (140°F),  45%  of  homes  tested 
had  HTW  temperatures  at  this  level 


n=9 


54-59°  60-65°  >66° 

(130-139°)  (140-149°)  (>150°) 

Temperature 


or  higher.  While  other  guidelines 
provided  for  maximum  HTW  set- 
tings of  43°C  (110°F)  at  post  child- 
care centers  and  troop  barracks  with- 
out dining  facilities,  children  in 
households  were  at  significant  risk 
for  HTW  injury  (9). 

The  mean  of  temperatures  mea- 
sured with  the  electronic  thermome- 
ter was  58.23°C  (136.82°F).  Takafuji 
et  al  (1 1)  reported  similar  findings  at 
Fort  Ord,  Calif,  where  the  average 
HTW  temperature  in  living  quarters 
without  a dishwasher  was  59°C 
(138°F)  and  in  those  with  a dish- 
washer was  56°C  (132°F).  Other 
military  installations  worldwide  may 
have  similar  dangerous  HTW  tem- 
peratures, and  should  be  alerted  to 
investigate  their  local  risk  and  devel- 
op new  guidelines. 

A previous  study  suggested  that 
safe  HTW  temperatures  can  be 
maintained  by  keeping  the  gas  hot 
water  heater  set  on  the  low  setting 
(4).  Qualitative  gas  hot  water  heater 
settings  (low,  medium,  high)  are  not 
an  accurate  means  of  determining 
whether  tap  water  temperatures  are 
safe.  All  settings  were  found  to  have 
dangerously  high  HTW  tempera- 
tures, including  many  of  the  heaters 
that  had  the  medium  setting 
identified  as  “normal.”  Not  all  water 
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heaters  may  be  at  a safe  temperature 
when  they  are  set  at  the  low  setting. 
Moreover,  setting  the  hot  water 
heater  at  “normal”  does  not  mean  the 
HTW  temperature  will  be  safe. 

Eighty-seven  percent  of  house- 
holds without  access  to  their  water 
heaters  had  dangerous  HTW  temper- 
atures. Forty-seven  percent  had  tem- 
peratures ol  60°C  (140°F)  or  higher. 
Most  of  these  water  heaters  were  lo- 
cated in  locked  storage  areas  at  the 
rear  of  the  homes.  Post  authorities 
were  advised  and  have  taken  measures 
to  assure  that  sale  water  temperatures 
are  maintained  in  hot  water  heaters  to 
prevent  injury  among  children  at  risk 
and  to  avoid  the  potential  costly  con- 
sequences of  an  accidental  HTW 
burn.  New  post  guidelines  (USAADA 
CENFB  11-27,  Fort  Bliss,  Tex;  Aug 
1990)  now  set  maximum  HTW  tem- 
perature in  family  housing  areas  at 
49°C  (120°F). 

Survey  findings  indicate  that  mili- 
tary adult  family  members  are  gener- 
ally unaware  of  the  potential  danger 
of  their  HTW  to  themselves  and 
their  children  younger  than  6 years. 
Many  believe  erroneously  that  as 
long  as  their  children  are  properly  su- 
pervised, a HTW  injury  will  never 
occur.  An  earlier  study  indicated  that 
the  presence  ol  another  person  does 
not  prevent  or  safeguard  against 
childhood  burn  injuries.  Moreover, 
the  child  or  a childhood  companion 
is  usually  the  instigator  of  the  burn 
injury  (12).  A recent  5-year  follow- 
up study  by  Erdmann  et  al  (6) 
showed  that  both  education  cam- 
paigns and  legislation  have  resulted 
in  significantly  safer  water  tempera- 
tures. Families  should  be  educated 
about  the  dangers  of  HTW  burns  to 
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themselves  and  particularly  to  their 
children  younger  than  age  6 years. 
This  preventive  education  should  be- 
come part  of  community-based  pub- 
lic health  education  initiatives.  In- 
struction on  HTW  safety  should  be 
provided  also  as  part  of  the  pediatric 
preventive  health  education  offered 
during  well-baby  and  preventive 
health  maintenance  appointments. 

CONCLUSION 

We  concluded  that  children  living  at 
our  military  installation  were  at  high 
risk  for  accidental  HTW  burns. 
Moreover,  existing  qualitative  settings 
were  not  reliable  indicators  of  safe 
HTW  temperatures.  We  recommend 
that  pediatricians,  military  engineers 
worldwide,  and  civilian  public  health 
authorities  investigate  their  local  risk, 
instruct  housing  occupants  on  safety 
limits,  inform  parents  about  the  dan- 
gers of  HTW  burns  to  their  children, 
and  advise  household  members  on  the 
importance  of  setting  maximum 
HTW  temperature  to  the  49°C 
(120°F)  recommended  by  the  Ameri- 
can Academy  of  Pediatrics. 

Similar  studies  should  be  conduct- 
ed not  only  in  other  military  commu- 
nities but  also  in  civilian  communities 
that,  unknowingly,  may  be  exposing 
their  children  to  similar  risks.  We  rec- 
ommend further  that  all  pediatricians 
take  an  active  role  in  the  passage  of 
state  legislation  fashioned  after  the 
American  Academy  of  Pediatrics 
model  bill  providing  for  safe  residen- 
tial hot  water  heater  temperatures. 
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Antimicrobial  resistance  of  bacterial 
pathoge>is  usually  varies  from  o)ie  geo- 
graphic location  to  another.  During  the 
last  20  years,  outbreaks  of  disease 
caused  by  rnultiresistant  bacteria  have 
occurred  with  higher  frequency  in  de- 
veloping countries.  We  investigated  the 
antimicrobial  resistance  patterns  of  bac- 
teria isolated  in  1 992 from  two  ter- 
tiary-care centers,  in  Riyadh  and  Texas. 
Of  the  8841  strains  used,  5318  ivere 
isolated  from  clinical  specimens  of  pa- 
tients at  King  Faisal  Specialist  Hospital 
and  Research  Centre,  Riyadh,  and 
3523  were  from  Olin  E.  Teague  Veter- 
ans Medical  Center,  Temple,  Tex. 
Members  of  Enterobacteriaceae  at  the 
King  Eaisal  hospital  were  significantly 
more  resistant  to  frequently  prescribed 
antimicrobials  than  were  those  at  the 
Olin  Teague  center.  Susceptibility  to  less 
frequently  used  agents  like  ciprofloxacin 
and  ceftazidime  was  similar  at  both 
hospitals.  Resistance  patterns  Pseu- 
domonas aeruginosa,  Haemophilus 
influenzae,  and  coagulase-negative 
staphylococci  were  similar  at  both  med- 
ical centers.  The  Olin  Teague  center  en- 
countered significantly  more  methi- 
cillin-resistant  Staphylococcus  aureus 
and  vancomycin-resistant  enterococci. 
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reprint  requests  to  Dr  Qadri. 


Antimicrobial  resistance  of  bacterial  pathogens  at  two 
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The  a n r I m 1 c r U)  b I a l 

susceptibility  of  common 
bacteria  isolated  from  clini- 
cal specimens  has  been  known  to 
vary  from  hospital  to  hospital. 
O Brien  et  al  noted  a difference  of  6 
to  14  fold  in  bacterial  resistance  to 
antibiotics  between  a general  hospital 
in  Boston  and  a similar  center  in 
Paris  (1).  Generally  speaking,  the 
bacterial  isolates  from  developing 
countries  are  more  resistant  to  com- 
monly used  chemotherapeutic  agents 
than  are  those  from  the  United  States 
and  Western  Europe  (2-4).  During 
the  last  20  years,  outbreaks  of  disease 
caused  by  rnultiresistant  microorgan- 
isms have  occurred  with  much  higher 
frequency  in  the  developing  coun- 
tries of  Asia,  Africa,  and  Latin  Ameri- 
ca. Previous  reports  have  shown  that 
the  pattern  of  antimicrobial  suscepti- 
bility in  bacteria  in  Saudi  Arabia  and 
neighboring  Kuwait  differs  from  that 
of  their  counterparts  in  the  United 
States  and  Western  Europe  (4-7).  Al- 
though in  vitro  susceptibility  testing 
is  performed  routinely  for  treatment 
of  a microbial  infection,  empirical 
therapy  is  usually  started  pending  the 
outcome  of  laboratory  results  and  is 
mandatory  in  life-threatening  infec- 
tions like  bacteremia  and  meningitis. 
Therefore,  physician  awareness  of  the 
antimicrobial  resistance  patterns  of 
various  bacteria  in  different  geo- 
graphic locations  cannot  be  overem- 
phasized, especially  in  view  of  the 
ease  of  travel  from  one  part  of  the 
world  to  another  and  the  mass  move- 
ment of  armies  or  civilian  popula- 
tions caused  by  events  like  the  Gulf 
crisis  and  civil  war  in  parts  of  Africa 
and  Eastern  Europe.  In  this  paper,  we 
compare  the  antimicrobial  resistance 
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patterns  of  recent  bacterial  isolates 
from  two  tertiary-care  centers,  in 
Riyadh,  Saudi  Arabia,  and  in  Lem- 
ple,  lex. 

MATERIALS  AND  METHODS 

A total  of  8841  bacterial  isolates  from 
clinical  specimens  were  tested  at  two 
hospitals:  Saudi  Arabia’s  King  Faisal 
Specialist  Hospital  and  Research  Cen- 
tre and  Texas’  Olin  E.  Teague  Veter- 
ans^ Medical  Center.  The  King  Faisal 
facility  is  a 550-bed  medical  and  sur- 
gical tertiary  care  referral  institution 
in  Riyadh;  the  Olin  league  center  is  a 
610-bed  veterans’  hospital  in  Temple, 
Tex,  which  is  affiliated  with  the  Texas 
A&M  University  College  of 
Medicine.  Both  hospitals  have  large 
outpatient  clinics. 

Organisms  isolated  from  clinical 
specimens  from  the  respiratory,  geni- 
tourinary, and  gastrointestinal  tracts 
and  tissues  were  identified  by  stan- 
dard procedures  (8).  All  organisms  at 
the  King  Faisal  hospital  were  tested  by 
disc-diffusion  method  on  Mueller- 
Hinton  agar  (DIFCO),  except  group 
D enterococci,  for  which  Mueller- 
Hinton  agar  plus  5%  sheep  blood  was 
used.  At  both  hospitals,  susceptibility 
of  H influenzae  was  tested  on 
Haemophilus  test  medium.  The  disc 
contents,  the  procedural  details,  and 
the  interpretations  were  those  recom- 
mended by  the  National  Committee 
for  Clinical  Laboratory  Standards  (9). 
The  antimicrobial  susceptibility  test- 
ing at  the  Olin  Teague  center  was  per- 
formed by  using  the  Antimicrobic 
System  (Vitek  Systems  Inc,  Hazel- 
wood, Mo).  Recently  published  stud- 
ies have  shown  that  the  accuracy  and 
reproducibility  of  this  system  are 
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Table  1.  Microorganisms  used  to  determine  resistance  patterns. 


comparable  to  those  of  the  standard 
disc  diffusion  methods  (10,11).  The 
criterion  for  antimicrobial  susceptibil- 
ity in  both  methods  is  the  same.  The 
disc  diffusion  test  and  the  Antimicro- 
bic  System  use  the  same  breakpoints 
for  minimum  inhibitory  concentra- 
tions to  determine  the  susceptibility 
or  resistance  of  an  isolate.  Disc  diffu- 
sion is  a manual  method  in  which  the 
zone  of  inhibition  is  indirectly  pro- 
portional to  the  minimum  inhibitory 
concentration  of  the  antimicrobial, 
whereas  the  Antimicrobic  System  is  a 
semiautomated  method  that  deter- 
mines the  minimum  inhibitory  con- 
centrations of  the  bacteria  tested.  At 
both  the  hospitals,  only  one  isolate 
from  a patient  was  used  to  prevent 
testing  of  a duplicate  strain.  Es- 
cherichia coli  ATCC  25922,  Staphylo- 
coccus aureus  ATCC  25923  and 
29213,  Enterococcus  faecalis  ATCC 
29212,  and  Pseudomonas  aeruginosa 
ATCC  27853  were  used  weekly  as 
quality  control  organisms.  These 
checks  showed  the  tests  to  be  working 
properly  during  the  study  period. 

RESULTS 

Antimicrobial  resistance  of  8841  re- 
cent clinical  isolates  to  common 
drugs  in  clinical  use  was  determined 
at  two  tertiary  care  centers,  one  in 
Riyadh  and  the  other  in  Temple, 
Tex.  Isolated  from  January  1 through 
December  31,  1992,  these  microor- 
ganisms consisted  of  5260  strains  of 
gram-negative  and  3364  strains  of 
gram-positive  bacteria  (Table  1). 

The  susceptibility  patterns  of  the 
isolates  at  the  two  hospitals  are  shown 
in  Table  2.  Clinical  isolates  of  Enter- 
obacteriaceae  at  the  King  Faisal  hospi- 


Hospital 

Bacteria 

Faisal 

Teague 

Enterobacteriaceae 

2293 

1297 

Other  gram-negative  organisms 

1272 

615 

Gram-positive  organisms 

1753 

1611 

Total 

5318 

3523 

Faisal  = King  Faisal  Specialist  Hospital  and  Research  Centre,  Riyadh 
Teague  = Olin  E.  Teague  Veterans  Medical  Center,  Temple,  Tex 


tal  were  significantly  more  resistant  to 
commonly  used  antimicrobials  than 
were  those  at  the  Olin  Teague  center. 
For  example,  the  susceptibility  rate  of 
E coli  to  ampicillin,  cephazolin,  and 
trimethoprim-sulfamethoxazole  was 
38%,  69%,  and  54%  respectively  at 
the  King  Faisal  hospital  as  compared 
to  74%,  95%,  and  90%  for  these 
same  antimicrobials  at  the  Olin 
Teague  center.  Sensitivity  to  less  fre- 
quently used  agents  like  ceftazidime 
and  ciprofloxacin  was  similar  at  both 
institutions.  The  susceptibility  pat- 
terns of  P aeruginosa  and  coagulase- 
negative  staphylococci  were  similar  at 
both  hospitals.  The  Olin  Teague  facil- 
ity encountered  significantly  more 
methicillin-resistant  S aureus  than  did 
the  King  Faisal  hospital. 

Wide  or  excessive  use  of  many  an- 
timicrobial agents  is  correlated  with 
increasing  resistance  to  these  agents 
(2,3).  Development  of  a high  rate  of 
resistance  to  sulfonamides  in  Shigella 
and  to  penicillin  in  S aureus  in  the 
1950s  and  to  gentamicin  in  gram- 
negative bacteria  and  to  ampicillin  in 
Haemophilus  in  the  1970s,  plus  the 
recent  emergence  of  ciprofloxacin  re- 
sistance in  staphylococci.  Brucella, 
and  pseudomonads,  and  of  van- 
comycin resistance  in  enterococci  are 
only  a few  examples  (12-17).  Histor- 
ically, resistance  to  antimicrobial 
agents  has  been  encountered  more 
often  in  countries  with  high  usage  of 
these  drugs,  where  drugs  are  available 
without  prescription,  in  tertiary  care 


and  teaching  hospitals,  and  in  those 
areas  where  use  of  these  agents  in  an- 
imal feed  is  not  regulated  (2,3,18). 

At  the  King  Faisal  hospital,  mem- 
bers of  the  Enterobacteriaceae  family, 
especially  E coli,  Klebsiella,  Proteus, 
Enterobacter,  and  Serratia,  were  found 
to  be  significantly  more  resistant  to 
those  drugs  that  are  used  more  fre- 
quently. The  susceptibility  patterns  of 
these  organisms  to  less  frequently 
used  agents  like  third-generation 
cephalosporins  and  fluoroquinolones 
were  similar  at  the  two  hospitals  in 
Riyadh  and  Texas.  A disturbing  fea- 
ture in  the  emergence  of  resistance  is 
vancomycin-resistant  organisms  in 
clinically  significant  bacteria.  During 
1992,  three  enterococcal  isolates  were 
resistant  to  this  drug  at  the  King 
Faisal  hospital  as  compared  with  23  at 
the  Olin  Teague  center. 

Murray  et  al  (2)  reported  that  re- 
sistance of  E coli  to  trimethoprim- 
sulfamethoxazole  remained  at  3%  to 
8%  in  most  medical  centers  in  the 
United  States  as  compared  with  40% 
to  44%  in  Bangkok  (Thailand)  and 
Santiago  (Chile).  During  this  study, 
the  rate  at  which  E coli  resisted  this 
drug  at  the  Olin  Teague  center  was 
10%  as  compared  with  44%  at  the 
King  Faisal  hospital.  This  is  compa- 
rable to  52%  resistance  in  Kuwait 
and  1 1 % in  Sweden  found  in  a previ- 
ous study  (6).  In  other  studies,  the 
resistance  rate  of  E coli  to  this  drug 
has  been  reported  to  be  66%  in 
Kuwait  (5)  and  54%  for  E coli  isolat- 
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Tahle  2.  Anti 
Center,  1992. 

microbial  suscepti 

ibility  pattern 

at  King  1 

•aisal  Specialist 

1 lospii 

al  and 

Research  Centre 

and  Olin 

F7  league  Vet 

erans  Medical 

Susceptibility  (%) 

No.  of 

Bacterium 

Hospital 

Isolates 

AM 

AN  C 

CF 

CAZ 

CIP 

CM 

PIP 

SXT 

OX 

VA 

Escherichia 

Faisal 

1227 

38 

89 

69 

96 

99 

91 

40 

54 

coli 

Teague 

464 

74 

100 

95 

99 

98 

96 

73 

90 

KlebsielLi 

Faisal 

576 

1 

69 

67 

94 

97 

70 

54 

70 

pneumoniae 

Teague 

335 

1 

100 

90 

98 

97 

97 

91 

90 

Proteus 

Faisal 

192 

59 

94 

64 

86 

99 

84 

87 

73 

mirabilis 

league 

182 

74 

99 

95 

100 

98 

92 

80 

81 

Enterobacter 

Faisal 

160 

6 

75 

23 

41 

99 

79 

58 

85 

sp 

Teague 

168 

3 

99 

10 

76 

90 

96 

74 

87 

Citrobacter 

Faisal 

63 

15 

90 

40 

85 

98 

85 

75 

84 

sp 

Teague 

74 

2 

100 

62 

99 

95 

99 

96 

91 

Serratia 

Faisal 

75 

1 1 

69 

0 

59 

100 

64 

54 

88 

marescens 

Teague 

74 

13 

100 

0 

99 

98 

95 

99 

92 

Pseudomonas 

Faisal 

1044 

86 

90 

95 

67 

81 

4 

aeruginosa 

Teague 

400 

90 

92 

67 

70 

85 

2 

Acinetobacter 

Faisal 

159 

15 

73 

0 

83 

98 

59 

53 

78 

sp 

Teague 

27 

6 

93 

0 

93 

94 

100 

93 

85 

Elaemophilus 

Faisal 

69 

78 

93 

90 

influenzae 

Teague 

148 

81 

100 

93 

Staphylococcus 

Faisal 

714 

4 

86 

95 

88 

86 

100 

aureus 

Teague 

587 

7 

54 

53 

61 

55 

100 

Coagulase- 

Faisal 

657 

9 

41 

52 

100 

negative 

Teague 

548 

19 

58 

60 

100 

staphylococci 

Enterococci 

Faisal 

382 

92 

99 

Teague 

476 

95 

95 

AM  - ampicillin;  AN  = amikacin;  C = chloramphenicol;  CF  = cephazolin;  CAZ  = ceftazidime;  CIP  = ciprofacin;  GM  = gentamicin;  PIP  = piperi- 
cillin;  SXT  = trimethoprim-sulfamethoxazole;  OX  = oxacillin;  VA  = vancomycin. 


Faisal  = King  Faisal  Specialist  Hospital  and  Research  Centre. 
Teague  = Olin  E.  Teague  Veterans  Medical  Center. 


ed  from  the  urinary  tract  in  a teach- 
ing hospital  in  Riyadh  (7). 

The  development  of  resistance  in 
clinically  important  bacteria  poses  a 
serious  therapeutic  problem  for  clini- 
cians, especially  in  developing  coun- 
tries where  the  incidence  of  resis- 
tance is  significantly  higher.  One  of 
the  effective  ways  of  combatting  the 
problem  is  establishment  of  prescrib- 
ing policies  and  guidelines  to  moni- 
tor/control use  of  antimicrobials.  For 


example,  antimicrobials  cannot  be 
purchased  in  the  United  States  with- 
out prescription.  Only  recently  has 
this  policy  been  introduced  in  Saudi 
Arabia,  but  in  practice  druggists  of- 
ten sell  them  without  a prescription. 
This  leads  to  improper  use  and  abuse 
of  antimicrobials  that  result  in  in- 
creased drug  resistance. 

Evidence  has  been  presented  that 
bacteria  resistance  to  a given  drug 
may  decrease  if  the  use  of  the  offend- 


ing agent  is  restricted.  Price  and 
Sleigh  reported  that  attempts  to  con- 
trol an  outbreak  of  multiresistant 
Klebsiella  infection  by  isolating  in- 
fected patients  and  treating  them 
with  appropriate  drugs  failed  in  a 
neurosurgical  intensive  critical  unit 
in  Scotland  (19).  However,  when  all 
antimicrobials,  both  prophylactic 
and  therapeutic,  were  withdrawn,  the 
spread  of  the  infection  was  brought 
under  control.  A 9-year  study  in 
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Denmark  showed  that  a decreasing 
incidence  of  resistance  among  Kleb- 
siella, Enterohacter,  Proteus,  Providen- 
tia,  and  P aeruginosa  in  a urological 
unit  paralleled  a decreasing  use  ol  an- 
timicrobial agents  (20),  indicating 
that  conservative  and  selective  use  of 
antimicrobials  can  reduce  the  resis- 
tance pattern. 

The  increased  number  of  Ameri- 
cans traveling  to  and  returning  from 
remote  areas  ot  the  world  poses  a 
challenge  to  practicing  physicians 
when  they  encounter  patients  who 
have  acquired  infections  during  their 
overseas  visits.  A careful  history  that 
includes  a patient’s  recent  travels  and 
knowledge  of  the  endemic  microbes 
of  the  region  together  with  their  an- 
timicrobial susceptibility  patterns 
will  be  desirable  for  optimal  patient 
care.  Similarly,  many  health-care  pro- 
fessionals, including  physicians,  are 
accepting  assignments  oversees, 
where  the  potential  pathogens  en- 
countered and  their  resistance  to  var- 
ious drugs  differs  significantly  from 
those  in  their  clinical  practices  in  the 
United  States.  Information  on  en- 
demicity  of  microbial  pathogens  and 
their  patterns  of  antimicrobial  resis- 
tance will  be  useful  in  patient  man- 
agement, especially  in  initiating  em- 
pirical therapy,  during  such  foreign 
tours  of  duty  or  employment. 
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232  Bed  Facility 
ED  Annual  Visits:  13,500 
Needs:  full-time,  part-time 

Val  Verde  Memorial 
Del  Rio,  Texas 
93  Bed  Facility 
ED  Annual  Visits:  16,000 
Needs:  full-time,  part-time 

Eewisville  Medical  Center 
Hospital 

Eewisville,  Texas 
148  Bed  Facility 
ED  Annual  Visits:  20,000 
Needs:  full-time,  part-time, 
Phys.  Asst. 


HCA  Highland  Hospital 
Shreveport,  Louisiana 
126  Bed  Facility 
ED  Annual  Visits:  9,000 
Needs:  full-time 

Angleton-Danbury  General 
Hospital 
Angleton,  Texas 
64  Bed  Facility 
ED  Annual  Visits:  13,000 
Needs:  full-time,  part-time 

Village  Oaks  Medical  Center 
San  Antonio,  Texas 
1 12  Bed  Facility 
ED  Annual  Visits:  16,000 
Needs:  full-time,  part-time, 
Phys.  Asst. 

Knapp  Medical  Center 
Weslaco,  Texas 
180  Bed  Facility 
ED  Annual  Visits:  22,000 
Needs:  full-time,  part-time 


Lakewood  Hospital 
Morgan  City,  Louisiana 
93  Bed  Facility 
ED  Annual  Visits:  17,000 
Needs:  full-time 


McKenna  Memorial  Hospital 
New  Braunfels,  Texas 
1 1 8 Bed  Facility 
ED  Annual  Visits:  18,000 
Needs:  full-time,  part-time, 
Phys.  Asst. 


The  Sterling  Healthcare  Group  provides  competitive  compensation,  paid 
malpractice  insurance  with  extended  coverage,  and  discounted  disability 
insurance  (30%  off  premium).  In  addition,  there  are  NO  RESTRIC- 
TIVE COVENANTS  in  our  agreements  with  Independent  Contracting 
physicians.  Please  contact  Pat  Smith  at  800-874-4053  for  further  infor- 
mation on  the  above  opportunities. 

We  look  forward  to  hearing  from  you! 

iDSTERUNG 

mj  I HEALTHCARE  GROUP 
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Emergency  Medicine 


CAREER  OPPORTUNITIES  IN  EMERGENCY  MEDICINE 

Fort  Worth  area 

Hmergency  medicine  opportunities  at  an  impressive  live-stoiy  1 12-bed  liospital  just  south  of 
tlie  Df'Vi  area.  Qiudified  candidates  will  be  BP/BC  primary  care  and  have  excellent  patient 
relations  skills.  Competitive  remuneration,  flexible  scheduling,  malpractice  insurance  pro- 
curement iLssistance,  -and  suiiport  from  a nearby  subsidiary'  office. 

Midland  area 

Kxcellent  practice  opportunity  at  client  facility  near  Midland.  Beautiful  hospital  built  on  a 
mountain.  Directorship  available,  9,000  volume  ED.  Enjoy  Ilexible  scheduling  and  malprac- 
tice insurance  procurement  Jissistance.  Approximate  annual  remuneration  at  $141,120. 

West  Texas 

Emergency  Medicine  practice  opportunities  available  in  the  Panlrandle  of  Texas.  Volumes 
range  from  2,000  to  45,000  with  remuneration  competitively  set. 

Vernon,  Texas 

Emergency  Medicine  opportunity  in  this  clvarming  town  located  just  northwest  of  Wichita 
F-alls.  Hospital  ED  is  modem  facility  seeing  7,000  patients  per  year.  Most  major  specialties 
are  represented  and  back-up  is  outstanding  at  this  98-bed  facility.  Approximate  annual 
remuneration  begins  at  $1 10,880.  Professional  liability'  insurance  can  be  procured  on  your 
behalf.  Primary  as  well  as  intermittent  physicians  are  needed. 

Lubbock,  Texas 

University  Medical  Center  in  Lubbock,  Texas  has  a career  opportunity  for  a Board  Prepared  or 
Board  Certihed  Emergency  physician.  This  teaching  facility  is  a Level  I trauma  center  with  45,000 
ED  visits  per  ye-ar  ;md  double  ;uid  triple  coverage.  The  physicians  practicing  at  UMC  Ivave  an  aca- 
demic appointment  with  Tex-as  Tech  University’  The  remuneration  starts  at  $181,000.  This  is  an 
opportunity  that  offers  an  exciting  career  in  a relaxed  academic  community. 

Call  today  or  send  your  CV  to: 

Coastal  Emergency  Services,  P.A. 

3010  LBJ  Freeway,  Suite  1300 
LB  #43,  Department  SN 
Dallas,  TX.  75234 

(800)  745  - 5402;  FAX,  214-484-4395 
Attn.  Cheryl  Armstrong 


West  Texas,  experience  the  highs  and  lows  of  this  presti- 
gious all  boarded  EM  group.  High  compensation,  high 
volume,  high  quality,  high  growth,  low  cost  of  living,  low 
turnover,  low  burnout  rate.  Double  coverage,  fast  track, 
and  ED  being  remodeled.  This  Emergency  Department  is 
very  stable  with  an  average  tenure  of  6.4  years  on  staff  and 
a Director  of  13  years  who  is  also  Chief  of  Staff. 
Significant  growth  in  volume  creates  need  for  new  associ- 
ate. Incentive  based  fee-for-service  compensation  with 
minimum  guarantee.  Incentive  based  CME  assistance,  lia- 
bility insurance,  distribution,  and  Hexible  scheduling. 
Send  your  CV  to  Fischer  Mangold,  PO  Box  788,  Pleasan- 
ton. CA  94566.  Or.  fax  your  CV  to  (800)  227-2092.  Call 
Ellen  Montague  at  (800)  227-2092. 


Victoria,  Texas.  Emergency  Department  Opportunity. 
Progressive  hospital  with  high  standard  of  care.  Medical 
staff  very  responsive.  303  bed  facility,  approximately 
14,000  annual  patient  visits.  Victoria  is  located  in  sunny 
south  Texas  close  to  the  Gulf  Coast.  A fishing  and  hunting 
paradise.  Excellent  remuneration.  Professional  liability 
insurance  can  be  procured  for  you.  For  more  details  send 
CV  or  call  Pat  Weidman,  Coastal  Emergency  Services,  P.A., 
3010  LBJ  Freeway,  Ste.  1300,  I.B43.  Dallas,  TX  75234; 
(800)  745-5402. 


Abilene,  Staff  Emergency  Physician  needed  to  provide 
quality  medical  care  without  the  burden  of  overhead  or  on- 
call.  This  160-bed  community  hospital  is  the  cardiac  center 
for  the  area.  Newly  renovated  ED  with  strong  support  frt>m 
medical  staff  and  administration  provides  a high  quality' 
and  rewarding  practice.  Excellent  ancillary  and  back  up 
support.  Family  oriented  community  with  three 
colleges/universities.  Affordable  housing  options  range 
from  farmland  to  new  suburban  neighborhoods.  Incenttive 
based  fee-for-service  compensation  with  minimum  guarati- 
tee.  CME  assistance,  liability’  insurance,  distribution  and 
flexible  scheduling.  YOUR  TIME  OFF  IS  YOUR  TIME 
OFF!  Send  your  CV  to  Fischer  Mangold.  PO  Box  788 
Pleasanton,  CA  94566  or  fax  to  (800)  227-2092.  Call 
Ellen  Montague  at  (800)  227-2092. 

ENT 

ENT  Practice  Opportunity  for  BC/BE  Otolaryngolo- 
gist in  SE  Texas  community:  competitive  starting  income, 
state-of-the-art  medical  facility,  excellent  growth  potential, 
moderate  cost  of  living.  Gulf  Coast  amenities.  For  more 
information,  call  (409)  883- 1273- 

Family/General  Practice 


Practice  opportunity  for  Family 
Practice/Emergency  Physician  in  an  outpatient 
clinic.  First  year  earning  potential  over  150K 
for  3 1/2, 13  hour  days/week.  No  call  or  hospi- 
tal work.  No  Medicare  or  Medicaid.  Buy-in 
option  with  profit  sharing  after  second  year. 
Send  CV  to  Victor  Chavez,  MD,  5015 
University  Avenue,  Lubbock,  TX  79413  or  con- 
tact Roxanne  Chavez,  RN,  at  806-797-4357. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 
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Family/General  Practice 

AMARILLO  AREAS  & HOUSTON:  Emergency  room  & 
clinic  opportunities  for  primary  care  physicians.  Full  and 
part-time  schedules.  Licensure  in  any  state,  where  applica- 
ble. Residents  are  welcome.  BCLS  & ACLS  required.  Mal- 
practice covered.  ANNASHAE  CORPORATION.  Health- 
care Management  & Staffing:  (800)  245-2662. 


FAMILY  PRACTITIONER 

Busy,  Board-Certified  Family  Physician  in  NE 
San  Antonio  seeking  a board-certified  or  resi- 
dency trained  associate  for  established,  thriving 
practice.  Office  designed  for  two  physicians, 
benefits.  Opportunity  immediately  available. 
Please  call  (210)650-3933. 


Immediate  openings  exist  nationwide  with  a focus 
on  opportunities  in  lexas,  Arkansas,  and  Louisiana. 
BC/BF.  primary  care  physicians  needed  in  a variety  of 
practice  settings  including  SSG,  MSG,  clinic,  acade- 
mic and  hospital  supported  positions.  Other  specialty 
needs  include  Medical  Oncology,  Occ.  Medicine, 
Pediatrics,  Dermatology,  and  OB/GYN.  Excellent 
compensation  packages  with  incentives,  relocation 
assistance,  and  benefits.  For  details  contact: 

Professional  HealthCare  Insource 
1200  Binz,  Suite  107 
Houston,  TX  77004 

1-800-289-5902  or  fax  CVto  (713)  522-5902. 


BOARD  CERTIFIED 
FAMILY  PRACTICE  or 
INTERNAL  MEDICINE  PHYSICIAN 

for  Medical  Director  position  for  Community 
Health  Center  in  North  Central  Texas.  Both 
clinical  and  administrative  responsibilities. 
Competitive  salary  and  comprehensive  fringe 
benefit  package  Dedicated  to  promoting 
health  in  an  underserved  population 
Call  Phyllis  Hiraki,  Exec,  Dir,  817-766-6306 
or  send  CV  to:  NCTCHCC,  PO  Box  720, 
Wichita  Falls,  TX  76307. 


Historical  Community  in  South  Eastern  Arizona 

Actively  Recruiting  BE/BC  Primary  Care 
Physicians.  Rural  Area  Easy  Access  to 
Tucson/Phoenix  Metro  Areas.  Well  Supported 
Small  Office  Setting  Within  Hospital  Campus 
Area.  Give  Us  a Call  for  More  Information. 
Chris  Cronberg,  C.E.O. 

Northern  Cochise  Community  Hospital 
Willcox,  Arizona  85643 
(602)  384-3541 


FP  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  lOOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


FAMILY/GENERAL  PRACTICE 

Student  Health  Center 
Texas  Tech  University 
Health  Sciences  Center 
Lubbock,  Texas 

Physician  to  provide  primary  medical 
care  to  students.  Onsite  laboratory,  x- 
ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  health  education  and  pro- 
motion services  also  available.  40  hour 
work  week  with  no  call  or  weekends. 
Salary  is  $75,000  - $80,000  plus  benefits, 
based  on  years  of  experience.  BC/BE 
preferred  but  not  essential. 

Contact:  Dee  Jackson 
Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


PROGRESSIVE  PHYSICIAN  WANTED 

FOR  MEDICAL  DIRECTOR  OF  NEW  CLINIC 

• Excellent  Earning  Potential 

• Experienced  Support  Staff 

• No  Third  Party  Payments 

Submit  Resume  to: 

Ms.  S.  L.  Parker 

5290  Beltline  Rd.,  Suite  152-233 
Dailas,  TX  75240 


HOUSTON,  TEXAS  — Family  Practice.  Outpatient 
only.  36-hour  work  week.  Comfortable  workload.  Excellent 
location.  Contact:  David  Duncan,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105.  Ph.  {800)-765-3055.  FAX 
{3l4)-726-3009. 


SAN  ANTONIO  — Family  physicians  needed  for  top- 
notch  diagnostic  and  primary  care  facility.  40  hour  week, 
great  call  schedule,  congenial  colleagues.  SIX  FIGURE 
GUARANTEE  plus  bonuses  and  benefits  package.  Call  or 
send  C.V.  to  Jane  Vogt,  {800)-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis.  MO  63105,  FAX  (314)-726-3009. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an 
affiliate  of  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas.  Must  be  board  certified  or  have  met  the 
educational  requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reference  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 

WANTED  FP/GP  FOR  EXPANDING  BUSY  FAMILY 
PRACTICE.  No  Hospital.  No  OB.  Good  Hours.  Salary 
negotiable.  Spanish  helpful  but  not  absolutely  necessary. 
Board  Cert,  or  Eligibility  also  helpful  but  not  absolutely 
necessary.  Send  CV  via  FAX  to  (713)  675-9126. 

Plano,  Texas  a great  place  to  live!  Part-time/full-time 
physician  needed  for  growing  minor  emergency  center. 
$40-50/hr.  Call  Dr.  Rakkar,  (214)  596-1003. 

DFW  — Both  IM  and  FP  — numerous  suburban  locations, 
most  group  settings;  competitive  compensation  packages. 
Contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  (800)  933-091 1 or  (713)  53I-091 1. 

Opportunities  in  Texas:  (I)  Family  Medicine  Partne- 
ship.  A well-established  family  physician  with  a patient 
waiting  list  is  seeking  a partner.  First-year  guarantee  of 
$120,000+.  Practice  is  located  in  beautiful,  rural  college 
community  with  a medical  service  area  of  more  chan  75,000 
residents.  New  clinic  building  offers  immediate  office  space. 
OB  practice  is  optional.  Strong  local  economy  with  excellent 
schools,  recreational  facilities,  and  community  services. 
Community  is  located  just  over  an  hour  from  Houston’s  city 
center.  BC/BE.  (2)  Primary  Care  multi  « specialty 
Clinic,  Family  Practice  - very  successful  multi-specialty 
clinic  is  seeking  two  family  practice  physicians  to  join  the 
staff  of  its  headquarters  clinic.  The  clinic  offers  an  excellent 
financial  package,  including  a minimum  guarantee  with 
incentives,  professional  liability  and  health  benefit  coverage. 
The  clinic  also  offers  an  attractive  retirement  program. 
Good  schools,  affordable  housing,  and  an  excellent,  modern 
100+  bed  community  hospital.  Candidate(s)  and  spouse 
should  desire  rural  lifestyle  with  immediate  access  to  Hous- 
ton. BC/BE.  Contact  March  Wiertz  or  John  Self  at  John 
March  Partners,  Inc.  for  more  information.  (800)  268-5176. 

Houston  — Ambulatory  extended  hours  clinic.  Suburban 
locations.  Contact  Practice  Dynamics,  11222  Richmond,  Suite 
125.  Houston.  TX  77082;  (800)  933-0911  or  (713)  531-0911. 
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For  Excellent 
Practice  Opportunities 


Contact  The 
TEXAS  Specialists 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 


FAMILY  PRACTICE 


DRT  WORTH  FORT  WORTH 


rge  FP  group  affiliated  with  major  teaching 
ogram  is  seeking  four  additional  family 
ctors  for  ambulatory  care  positions:  One  as 
jdical  director  in  community  health  center 
D%  teaching  FP  residents,  20%  direct  patient 
re);  one  for  1 00%  direct  patient  care  in  community 
lalth  center;  one  for  float  position  (lots  of 
riety);  and  one  in  correctional  medicine.  All 
'Sitions  involve  regular,  40-hour  work  week,  limited 
III,  generous  salary  and  comprehensive 
|nefils.  Dynamic  group,  great  colleagues! 

.mtact:  Vicki  Truitt. 

i 

\\SJ  TEXAS 

\^o  board  certified  Family  Physicians  are 
eking  associate.  No  OB.  Small  university  town 
!lhin  one  hour  of  Dallas/Fort  Worth  metroplex. 
eat  life  style  among  professionals.  Easy  access 


INTERNAL  MEDICINE 


iUNICAL  FACULTY  APPOim'MENT 

ed  of  the  hassles  of  private  practice?  Three 
lard  certified  Internists  needed  for  full  time 
;sitions.  Manage  medicine  service  of  major 
aching  hospital;  medical  school  affiliation, 
cellent  salary  and  benefits;  very  limited  call 
jponsibility. 
intact:  Jim  Truitt. 

AJOR  TEXAS  MEDICAL  SCHOOL 

■eks  General  Medicine  physician  with  special 
erest  in  caring  for  FIIV/AIDS  patients, 
linical  practice  with  research  opportunities, 
in  existing  specialty  care  team  committed 
I providing  quality  care.  Generous  income 
llh  full  benefits  package.  Location  filled 


to  the  big  city  life  while  enjoying  a smaller 
community  life  style.  Many  recreational  and 
social  amenities.  Generous  incentive  package 
from  community  hospital. 

Contact:  Jim  Truitt. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians. 
Attractive  well-equipped  offices  with  great 
support  staff  Enjoy  many  amenities  the  historic  and 
multi-cultural  city  of  San  Antonio  has 
to  offer  Excellent  salary  and  benefits  package 
Contact:  Jim  Truitt. 


with  all  the  amenities  available  in  a major 
metropolitan  area. 

Contact:  Jim  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area 
of  20,000.  Sound  economy,  good  schools.  New, 
well-equipped  hospital.  Shared  call  Abundant 
outdoor  recreational  activities  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space. 

Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 

Internal  medicine  group  seeks  fifth  associate. 
Primary  service  area  of  131,300;  ultramodern 


Spanish-speaking  physician  needed  for  new 
community  health  center.  No  practice  management 
hassles.  Office  based  practice.  40-hour  work 
week.  Excellent  salary  and  comprehensive 
benefits  package. 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Additional  Family  Practitioner  needed  to  offer 
full  range  of  Family  Medicine  (OB  optional)  in 
town  of  21,000  Referral  area  of  131,300.  Ultra- 
modern, 200-bed  hospital,  with  excellent 
support  staff  Call  sharing.  Fee  for  service 
practice  with  existing  provider  network.  Recreational 
paradise  in  popular  location,  with  easy  access 
to  Dallas/Fort  Worth  Metroplex  Generous 
incentive  package. 

Contact:  Vicki  Truitt 


200+  bed  hospital  with  full  complement  of 
subspecialty  backup.  Generous  incentive 
package.  Beautiful  area,  recreational  paradise 
in  strategic  north  central  Texas  location. 

Contact  Vicki  Truitt 


MEDICAL  ONCOLOGY 


DALLAS 

Dynamic  group  of  three  Medical  Oncologists 
seeks  two  associates  for  group  practice.  Salary 
plus  bonus,  and  excellent  benefits.  Great 
opportunity  to  practice  with  a top  notch 
group  and  enjoy  a life  style  in  a city  offering 
an  abundance  of  outstanding  amenities. 

Contact:  Jim  Truitt. 


ORTHOPAEDIC  SURGERY 


DRTH  CENTRAL  TEXAS 

■ dden  onset  of  permanent,  debilitating  illness 
I one  physician  in  a two-person  group  has 
jjated  immediate  need  for  orthopaedic  surgeon 
Thriving  north  Texas  practice.  Seeking  recently- 
iiined,  conservative  general  orthopedist  whose 
mary  concern  is  for  quality  care.  Outstanding 
portunity  to  step  into  established  practice, 
cellent  incentive  package.  Call  today. 

|intact:  Vicki  Truitt. 


PEDIATRICS 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice  4-way  call  sharing  Ultra- 
modern hospital  with  new.  Level  II  nursery  and 
designated  Pediatric  unit.  Generous  income  and 
benefits;  provider  network.  Popular  geographic 
area  with  easy  access  to  Dallas/Forl  Worth. 
Contact:  Vicki  Truitt. 


PHYSIATRY 


NORTH  CENTRAL  TEXAS 

New  acute  care  rehab  hospital  affiliated  with 
progressive  full  service  health  care  center  which 
serves  a population  of  207,000,  is  seeking 
physician  for  inpatient  practice.  Beautiful  area 
acclaimed  for  recreational  amenities,  located  one 
hour  from  the  Dallas/Fort  Worth  Metroplex. 
Attractive  lifestyle.  Outstanding  income  and 
benefits  package. 

Contact:  Vicki  Truitt. 


HYSICIAN  SEARCH  • PHYSICIAN  PLACEMENT  • MEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 
EDUCATIONAL  LECTURES  • PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 
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Family/General  Practice 

The  Department  of  Veterans  Affairs  Satellite  Outpa- 
tient Clinic  in  Austin.  lex.  is  expanding  its  primary  care 
program.  We  are  recruiting  for  a general  internist/Family 
practitioner  for  our  outpatient  primary  care  program.  We 
are  a teaching  affiliate  of  the  Texas  A&M  School  of  Medi- 
cine and  The  Universit)^  of  Texas  Colleges  of  Nursing  and 
Pharmacy.  The  ideal  person  should  be  board 
eligible/certified  in  Internal  Medicine/Family  Practice  and 
have  a full  and  unrestricted  licensure  to  practice  medicine  in 
the  United  States. 

The  clinic  is  a satellite  facility  to  the  OETVC,  Tem- 
ple, Texas.  Austin  is  nationally  acclaimed  to  be  a very  livable 
city,  with  multiple  higher  education  facilities  in  addition  to 
being  the  capital  of  Texas.  Liberal  compensation  package  is 
available.  If  interested,  please  send  curriculum  vitae  to  Chief 
Medical  Officer,  2901  Montopolis  Drive,  Austin.  TX 
78741.  Phone  {512)  389-7118;  Fax  (512)  389-7145-  Equal 
Opportunity  Employer. 

Mexia  State  School  is  hiring  physicians  for  general  prac- 
tice with  mentally  retarded.  $96,000  to  $100,000  annually. 
8-5,  Monday-Fridav,  rotating  call,  health  insurance,  early 
retirement,  malpractice,  possible  housing.  Call  Jack  Leath  at 
(817)  562-2821  or  fax  inquiries  to  (817)  562-7932. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
art.s/entei1ainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women's  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
5 1 2-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


Internal  Medicine 


IM  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  lOOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


Locum  Tenens 


Int  ^iiti 

Physicians® 

"In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care, 

0^  Locum  Tenens 

0^  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QVri 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRri) 


You  Don’t 
Have  to  Take  It 
...Any  more! 


Try  the  Worrv-freQ 
LOCUM  TENENS 
Alternative  ...MDA 


For  Primary  Care,  Call: 
ANNE  SHEFFIELD 
For  Ob/Qyn,  Call: 
ELAINE  KING 
For  Pediatrics,  Call: 
SANDY  PHILLIPS 

1 -800-780-3500 


oti're 
Tsin  Control! 


-Paid  T 
Occurrence  '% 
Insurance!  1/1 0)\« 
-Personalized  ^ 
Service 
—Premium 
Compensation 


Medical  Doctor  Associates,  Inc. 
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Locum  Tenens 


ft/ 


* 

Mastered  the  nuances  of  professional  staffing 
and  recruitment  yet? 

We’ve  found  a better  way. 

CompHealth  gives  you  short-  and 
long-term  access  to  qualified  physicians, 
full  credentialing  and  logistical  support, 
and  the  flexibility  you  need  to  • cover  staff 
shortages  immediately  • combine  intenm 
coverage  with  a permanent  search  • take 
the  nsk  out  of  recruiting  • maintain  a 
smaller  base  staff,  and  • test  the  expansion 

800-328-3016 

4021  South  700  East,  Suite  300,  Salt  Lake  City,  UT  84107 


DALLAS/FORT  WORTH  Neurologist  Needed.  19 

medical  clinics  feed  into  one  neurology  practice.  Mostly 
EMGs,  some  EEGs.  Lucrative  salary  plus  benefits.  M-E 
8-5.  No  call,  no  weekends.  Call  Lisa  Cole  at  K Cdinic, 
l-(800)-254-6425  or  fax  CV  to  (2l4)-256-l  181. 


Ob/Gyn 

Dallas  suburbs  — both  single  specialty  group  and  part- 
nership opportunities  available.  Contact  Practice  Dynam- 
ics, 1 1222  Richmond,  Suite  125.  Houston,  TX  77082; 
(800)  933-0911  or  {713}  531-0911. 


OB/GYN  physicians  needed  in  Dallas, 
Ft.  Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  lOOO's  of  positions  also 
available  nationally.  Call  The  Curare 
Group.  Inc.  1-800-880-2028. 


Ophthalmology 


TEXAS  OPHTHALMOLOGIST 

No  Overhead.  Refractions  and  Primary 
EyeCare  Only.  No  Call  or  Hospital 
Responsibility.  Excellent  Income 
Potential.  Equipment,  Staff,  and  Billing 
Provided.  Send  Resume’  to; 
Opthalmologist  P.O.  Box  2840  San 
Angelo,  Texas  76901 


of  a service  before  you  recruit. 

Call  us  today  to  work  out  a staffing 
and  recruitment  plan  that  fits  your  needs 
and  budget,  and  helps  you  lower  your 
overall  staffing  costs. 


Your  Health  Care  Resource 


PHY^CIANS 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  iocum 
tenens  professionais. 

• Fair  ciient  rates  & exceiient 
physician  compensation. 


3040  Po.st  Oiik  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-03 16 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

January  1995 

December  1,  1994 

February  1995 

December  29,  1994 

March  1995 

February  1,  1995 

April  1995 

March  1,  1995 

May  1995 

March  31,  1995 

June  1995 

May  1,  1995 
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Pediatrics 

join  two  established  Pediatricians  in 
rapidly  growing  area.  Live  in  beautiful 
hill  country  of  Austin.  Competitive 
net  income  guarantee.  Send  CV  to: 

Northwest  Pediatrics, 
11111  Research  Blvd,  #150 
Austin,  TX  78759  Attn;  Rachel 


Psychiatry 


BILOXI  VA  MEDICAL  Center  has 

openings  for  two  adult  psychiatrists  to 
practice  in  expanding  Psychiatry  Service. 
Must  be  Board  Certified/Board  Eligible.  No 
routine  after  hours  or  on-call  duties. 
Excellent  benefits  package.  Located  on  the 
beautiful  Mississippi  Gulf  Coast.  Contact 
George  Tipton,  M.D.,  Chief  of 
Psychiatry,  Biloxi  VA  Medical  Center, 
Biloxi,  MS  39531-2410;  601-867-2865. 
Dept,  of  Veterans  Affairs  is  an  Equal 
Employment  Opportunity  Employer. 


Radiology 


RADIOLOGY 


1-800-523-9955 


Radiology 


RADIOLOGY 


COMPREHENSIVE  MANAGEMENT  AND  STAFFING  SERVICES 

RIO  GRANDE  VALLEY 

Radiology  Resources  is  seeking  a board  certified  Radiologist  with 
specialization  in  interventional  for  group  practice  in  the  booming 
Rio  Grande  Valley.  State  of  the  art  equipment  in  well  laid  out  depart- 
ment provides  excellent  working  conditions. 


DALLAS/FORT  WORTH  METROPLEX 

Radiology  Resources  is  seeking  several  board  certified  Radiologists 
for  practices  in  San  Antonio  and  outlying  areas.  Practices  include  a 
full  service  imaging  center,  multi-specialty  clinic,  and  smaller  rural 
hospitals. 

For  more  information  on  these  and  other  available  opportunities, 
please  contact  Elizabeth  Ice  or  Gary  Knight  at  l-(800)-523-9955  or 
(214)  443-9955.  Curriculum  Vitaes  may  be  faxed  to  us  at  (214)  443- 
9960  or  mailed  to  3466  Gillespie  Street,  Dallas,  Texas  75219. 


523-9955 


Radiologist/CT-Sono:  Dallas  VA  Medical  Center  has  an 
immediate  opening  for  BC7BE  Radiologist  with  CT  and 
Sono  training/experience.  The  radiology  staff/faculty  and 
residency  program  are  fully  integrated  with  The  University 
of  Texas  Southwestern  Medical  Center  program  in  Dallas. 
For  further  information,  contact  Ward  M.  Terry,  MD,  at 
Dallas  VAMC,  Radioing)^  Service  114,  4500  S.  Lancaster 
Road,  Dallas.  TX  75216.  The  VA  is  an  equal  opportunity 
employer. 


Diagnostic  Radiologist  with  CT,  MR,  Interventional,  US, 
Nuclear  Medicine  skills  to  join  group  of  six  Board  Certified 
Radiologists.  Two  hospitals,  private  offices,  service  to 
nearby  communities.  Centrally  located  to  San  Antonio, 
Austin.  Houston,  Corpus  Christi.  Good  family  environ- 
ment. Contact  James  Neumann,  MD.  Box  3610,  Victoria, 
TX  77903;  512-578-0317. 
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Other  Opportunities 

Medical  Director  licensed  to  practice  medicine  in  Texas. 
Prefer  successful  completion  of  a residency  approved  by  the 
Accreditation  Council  on  Graduate  Medical  Education 
(ACGME)  or  equivalent  body.  Demonstrated  capabilities 
in  medical  practice  and  in  clinical  administration  and  man- 
agement. Meets  all  other  criteria  for  employment  and  med- 
ical stafT  appointment,  as  appropriate.  Clinical  experience 
with  mentally  retarded  or  developmentally  disabled  persons 
is  preferred.  Salary  negotiable  plus  housing  and  utilities. 
Prefer  experience  in  TWIHMR  systems.  Call  Jack  Leath  at 
(817)  562-2821  or  fax  inquiries  to  (817)  562-7932. 

Baylor  College  of  Medicine,  Dept,  of  Medicine,  and  Ben 
laub  General  Hospital  are  seeking  a BC/BE  Internist  with 
an  interest  in  Emergency  .Medicine  and  urgent  care. 
Responsibilities  include  patient  care,  housestaff  supervi- 
sion, and  teaching.  Clinical  research  is  encouraged.  Send 
CV  and  letter  of  interest  to  J.L.  Zimmerman.  MD,  1504 
Taub  Loop.  Houston.  TX  77030;  FAX  (713)  799-1017. 
Baylor  College  of  Medicine  is  an  Affirmative  Action/Equal 
Opportunit)'  Equal  Access  Employer. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texai  & Sunbelt  States 

Call  1-800-284-4560  /Houston  713-493-2797 

Or  send  CV  to;  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234  & Associates 


B r o n s t e i n 


DALLAS  AREA 


Baylor  Health  Care  System,  located  in  Dallas,  Texas, 
currently  has  practice  opportunities  for  BC/BE  physi- 
cians in  the  following  specialties: 

• Family  Practice  • Internal  Medicine 

• Pediatrics  • Obstetrics/Gynecology 

Practice  settings  include  single-specialty  groups,  ambulatory 
care  clinics,  solo  physicians  seeking  associates,  and  hospital 
sponsored  primary  care  clinics  in  urban,  suburban,  and  rural 
areas.  For  more  information  contact: 

Carolyn  Dodson-Chambers 
Director  of  Physician  Recruitment  & Retention 
Baylor  University  Medical  Center 
3500  Gaston  Avenue 
Dallas,  Texas  75246 
1-800-887-8759 
(214)  820-2772 
(214)  820- 1965-FAX 


BAYLOR 
EiEALTH  CARE 
SYSTEM 


CLASSIFIED  ADVERTISING  CATEGORIES 


Aller.  & Immuno. 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family'Gen  Pract. 

Gastroenterology 

Geriatrics 


Hematology 
Internal  Medicine 
Locum  Tenens 
Neonatology 
Neurology 
Neurosurgery 
Occup.  Medicine 
Ob  Gyn 
Oncology 


Ortho/Oilho  Surg. 

Otolaryngology 

Pathology 

Pediatrics 

Phys.  Med.'Rehab 

Plastic  Surgery 

Psychiatry 

Radiology 

Rheumatology 

Urology 


Entertainment 
Medical  Equip. 

Office  Space 
Practices 
Property 
Travel 

Vacation  Homes 
Cont.  Education 
Business  & Financial 
Services 
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Other  Opportunities 


No  Nights. 
No  Calls. 
No  Kidding. 


PHYSICIANS 


One  of  the  most  dynamic  national  providers  of  quality  healthcare  services  today, 
JSA  is  currendy  seeking  Full-Time,  Part-Time  or  PRN  Physicians  to  provide  com- 
prehensive healthcare  sendees  to  the  military  beneficiaries  of  Ft.  Hood  at  our 
clinics  located  in  Killeen  and  Copperas  Cove.  Requirements  include  board 
certification  or  residency  training  in  a primary  care  specialty  and  ACTS.  Posidons 
offer  individualized  benefits  packages  including  paid  malpractice.  Contact  Susan 
Mamakos,  JSA  Healthcare  Corporation,  5565  Sterrett  Place,  Suite  200,  Columbia, 
MD  21044,  (800)  966-2811.  EOE. 


Positions  Wanted 

Anesthesiologist  ready  to  work  as  G.P.,  bilingual,  no  law- 
suits, only  one  liospirai  before,  for  17  year.s.  P.O.  Box 
460334,  Houston,  Texas  77056. 

Optometrist  desires  association  with  ophthalmology 
practice  that  plans  on  growth  and  diversification.  Strong 
therapeutic  and  primary  care  orientation.  Entrepreneurial 
practice  builder.  Prefers  North  or  East  Texas.  Direct 
inquiries  to  Ad  Box  826,  Texas  Medicine,  401  W.  15th  St, 
Austin,  rX  7870 1 . 


For  Sale  or  Lease 

Practices 

ENT  practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  & Pro- 
fes.sional  Associates  at  (713)  782-8888  for  information. 

AUSTIN,  Internal  Medicine  Practice  for  sale.  Solo 
practitioner  on  hospital  campus  with  expanding  patient 
base.  Broad  mix  of  private-pay,  HMO,  PPO,  and  Gov’t 
plans.  Fully  equipped  office  transferable.  Respectable  repu- 
tation and  earning  potential.  Doctor  will  stay  for  transition. 
Confidential  written  inquiries  to  P.C3.  Box  160773,  Austin. 
TX  78:^16. 

Exclusive  North  Dallas  Family  Practice  for  sale.  17 
years;  computerized;  EKG,  Spirometry.  Doppler,  Body 
Composition  and  other  modalities.  Owner  specializing. 
Contact  Ad  Box  827.  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  ^8701 . 


Business  and  Financial  Services 

LOWEST  COST.  HIGHEST  QUALITY  Medical  Office 
services.  Electronic  Claims  filing,  Appeals,  Collections,  Staff 
Training,  Accounting,  Tax,  Office  Automation,  Consulting. 
MEDICAL  OFFICE  ASSISTANCE  GROUP 
1-800-440-7623  OR  214-412-1694. 


Immigration  Problems? 

For  information  on  employment  authorization,  relative 
petitions,  labor  certiheations,  preference  petitions  and 
temporary  work  permits  for  physicians,  nurses,  and 
other  health  care  personnel,  contact  0.  Wellington  Smith, 
Attomev  at  Law,  702  Colorado  Street,  Suite  102,  Austin, 
TX787()1.  (S12)  470-716,3.  Fax  (512)  477-1432. 

Board  Certified,  Immigralion  and  Nationality  Law, 

Texa.s  Board  of  Leg;d  Specialization 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50. 
per  issue.  We  do  not  count  articles  (a,  an.  the). 

Di.splay  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  di.splay  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  {or  the  closest  busine.ss  day)  preceding  publication. 
Send  copv  to  Denise  Kotson,  Classified  Manager.  Texas 
Medicine.  401  West  I5th,  Austin.  Texas  78701.  Or.  fax 
copy  to  (512)  370  - 1632. 
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Travel  & Leisure 
Bed  & Breakfasts/Inns 

Corpus  Christi/Coastal  Bend  B&lB  Reservation  Service. 
Eleven  charming  homes,  manv  near  water,  including  spa- 
cious 2 BR  Padre  Island  unhosted  ctsndo.  $150  w/  break- 
fast. Call  (512)  853-1222. 

Fairview  Bed  & Breakfast,  Austin.  “Probably  the  grand- 
est B&B  in  Austin,  and  one  of  the  top  2 or  3 in  the  state.” 
{Tex/is  Monthly,  Aug.  1993.)  Downtown  area. 

(800)  310-4746. 

Adventure!  Murder  mystery  weekend  at  the  Prince 
Solms  Inn,  New  Braunfels.  Nov.  18-19;  from  $300  all- 
inclusive.  Old  world  charm,  open  year-round.  Reserva- 
tions: (210)  625-9169. 

Fall  frolics,  bountiful  breakfasts,  holiday  happenings, 
and  romantic  rendezvouses.  Accommodations  with  histori- 
cal sites,  leisure  shopping,  evening  entertainment,  country 
sunsets.  In  Granbury,  just  southwest  of  Fort  Worth.  Pearl 
Street  Inn:  (817)  279-PlNK  (7465);  Dabney  House: 

(817)  579-1260;  Pleasant  Valley:  (800)  507-3201. 


Vacation  Property 

Mountain  Retreat!  A limited  number  of  extraordinary 
mountain  properties  now  available.  Lush  alpine  meadows, 
clear  streams,  and  incredible  mountain  views  behind  locked 
gates.  35-70  acre  parcels,  $50,000-$  140,000.  Don't  delay! 
Jim,  Land  Properties  Inc.  (719)-738-1928. 

Cruises 

Explore  the  natural  treasures  of  the  Yachtsman's 
Caribbean  aboard  the  1 0l)-passcngcr  Nantucket  (dipper. 
Scuba  dive  or  snorkel;  special  CME  program.  For  details 
contact  Jeanette  Prentice,  TMA,  (800)  880-1300,  Ext.  1565. 


Traveling  physicians:  Keep  watching  this 
section  tor  a growing  list  of  special  “get- 
aways.” We  are  endeavoring  to  provide  you 
with  unusual  travel  opportunities  — From  the 
luxurious  and  exotic  to  the  adventurous  and 
bargain-priced!  Advertisers:  to  list  your  travel 
buy  here,  call  the  Advertising  Department  at 
(800)  880-1300. 


CLASSIFIED  AD  FORM 

Insert  this  ad  (indicate  one): 

# of  times 

until  further  notice 

Type  or  print  clearly  (use  one  space  for  each  word).  Use  a separate  sheet  for  additional  lines. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

Companv  name: 
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Address: 

City: 

State: 

VISA  MC  Card# 

Expiration  date: 

Sicnature; 

Mail  to:  Texas  Medicine  Classified  Advertising,  401  West  i 5th  Street,  Austin,  Texas  78701-1680. 
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It’s  real  complex  reasoning.  Of 
course,  there  was  the  quality  ol  life.  I 
was  up  in  the  Northeast  — did  trau- 
ma surgery  for  about  3'/2  years  — and 
just  got  tired  of  taking  care  of  the 
knile  and  gun  club  members.  And  I 
always  wanted  to  come  back  to  the 
Austin  area.  Burnet  was  inviting  be- 
cause of  the  fact  that  I think  I can 
make  a dillerence;  hopefully,  my  wife 
and  I can  make  a difference.  She’s  a 
trauma  nurse.  It’s  an  interesting  town. 

1 think  it  would  be  a real  challenge  for 
any  physician  because  out  here,  you’re  the  only  dog  in  town 
and  you’ve  got  to  be  able  to  handle  almost  everything.” 

Charles  Valadez,  MD,  47 

family  practice  and  general  surgery,  Burnet 

Number  one.  I’m  from  East  Texas  and  always  want- 
ed to  come  back.  Number  two,  my  first  wife’s  family  was 
from  this  town.  They  had  lived  in  this  county  for  over 
100  years  on  the  same  piece  ol  land.  And  number  three, 
they  were  looking  for  doctors.  It’s  the  only  town  I’ve  ever 
practiced  in.  Ironically,  I turned  around  and  married  a lo- 
cal girl  from  here,  so  1 didn’t  have  to  move  again.  We  ll 
probably  be  here  until  something  dramatic  happens.” 

Louie  R.  Hill,  MD,  51 

family  practice,  Carthage 

A number  of  other  doctors  in  the  location  having 
trained  in  the  same  residency  program.  It  was  centrally  locat- 
ed in  the  metroplex  area,  and  it  was  a smaller  community.” 

John  R Kord,  MD,  55 

plastic  surgery,  Arlington 

Because  it  was  a college  community.” 

Ernest  Elmendorf,  MD,  64 

radiology,  Bryan 


I was  in  Canada  originally,  south- 
ern Alberta.  I was  practicing  there 
doing  lots  of  family  practice,  got  my 
obstetrics/gynecology  specialty,  and 
wanted  to  work  in  my  specialty  only.  I 
looked  up  in  The  Journal  of  the  Ameri- 
can Medical  Association,  the  ads  in  the 
back,  and  I spotted  this  one  in  Gra- 
ham, Tex.  I practiced  in  a small  town 
in  Alberta  and  decided  I did  not  want 
to  go  to  a big  city  because  I enjoy  get- 
ting to  know  my  patients  well.  I came 
here  in  1979,  but  I haven’t  practiced 
obstetrics  since  my  65th  birthday.” 

Steele  Brewerton,  MD,  71 

gynecology  and  family  practice,  Graham 

I’ve  been  retired  for  4 years.  When  I came  here,  it 
was  because  I had  changed  my  specialty  to  occupational 
medicine.  I didn’t  select  Tyler.  I selected  the  company 
and  they  placed  me  here.” 

Winthrop  Duty,  MD,  74 

occupational  medicine,  retired,  Tyler 

I selected  my  practice  location  based  on  the  need  for 
an  allergist  in  this  area  and  the  fact  that  it’s  such  a rapidly 
growing  population  of  young  lamilies  — and  because  my 
husband  has  a dental  practice  here.  Actually,  I was  still  in 
my  training  when  he  was  selecting  his  dental  practice, 
and  we  were  looking  for  an  area  that  needed  an  allergist 
and  dentist.” 

Mary  Hudelson,  MD,  34 

allergy.  Flower  Mound 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opmions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St.  Austin,  TX  78701.  or  fax  them  to 
(512)370-1652. 


n 


Question: 


your  practice 
location? 


76 


TEXAS  MEDICINE 


★ NOVEMBER  1994 


Outcomes  measurement  and  practice  parameters 


How  to  boost  primary  care  • Tort  reform  effort  • Managed  care  incentives  • Last-minute  tax  tips 

TexasMedicine 

AS  MEDICAL  A S S O C 1 ^ I’  1 O N • DECEMBER  I 9 9 4 


H'as  Medicine 
^teceived  on; 


ii»T>  Oyw;^ 

Ot*’(30  .L  ttt  I n*  I ..totj 

W ,yo  1 ootir.vfj  e 1 uaoj.  ( 1 c>r.>  J.o  a ) i.irj 

0000  KTS'C&CiO  EjVO<5<5  V 


Any 


Car,  Truck, 

Van  or  Sport 

Utility  Vehicle 
You  Choose,  Delivered  to 
Your  Door  on  Christmas  Eve 

With  a Big  Holiday  Bow  on  it! 


After  10  years  in  practice,  you're  an  expert  in 
your  field.  Likeiuise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing  plus  we  are 
endorsed  by  the  Texas  Medical  Association. 

So  call  an  Autoflex  Leasing  specialist  today 
and  find  out  why  more  doctors  lease  their 
new  cars  from  Autoflex  Leasing! 


Tex 


TexasMedical 

Association 


Antoflex 

(l  E A S I N O) 

Call  1-800-634-1234 
or  214-234-1234 


Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  we’re  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  f 955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 


We’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
and  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 


TexasMedical 

Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


INSURANCE  COVERAGES  EOR  YOU, 
YOUR  EAMILY,  YOUR  STAEE 


Coverage 


I Life 
I Office  Overhead 


Disability 


Physician  Family  Staff 


Major  Medical  ^ 


Personal  Accident 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association  Insurance  Trust 
401  W.  15th  Street,  Austin,  TX  78701 
PO.  Box  1707,  Austin,  TX  78767-1707 

1-800-880-8181 


William  G.  Gamcl,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


Austin  370-1776  Houston  224-5309 
Fax  512-370-1799 


Undcmntten  by  The  Prudential  for 
25  years  (1969-1994) 


A PUBI.ICA  TION  of  the  TEXAS  MEDICAL  ASSOCIATION 


TexasMedicine 


TEXAS  MEDICINE  ★ DECEMBER  I994 


Volume  90  No.  12 

December  1994 


the  toll -free 
^ontmenthneat 

(^00)  880-1475 

3nyf/me. 


COVER  STORY 


A new  yardstick 

T/je  process  of  measuring  medical  outcomes  and 
developing  practiee  parameters  based  on  the  results 
has  been  touted  throughout  the  health-system  reform 
debate  as  the  way  to  ensure  quality  of  care  and  hold 
down  costs,  too.  While  still  the  subject  of  intense  con- 
troversy in  the  medical  community,  there  is  one  point 
of  agreement:  If  somebody's  going  to  develop  praetice 
parameters,  physicians  must  be  the  ones  to  do  it. 

BY  MARK  RICHARDSON 
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Medical  Economics 

Last  minute  strategies l6 

Experts  say  it’s  not  too  late  to  cut  your  taxes.  But  you  should 
have  been  planning  all  year. 

BY  MARK  RICHARDSON 


LEFT:  Rebecca  Clearman,  MD,  a Houston  physical  medicine  and  rehabilitation  specialist, 
examines  the  knee  of  Victoria  Lofiin,  a professional  dancer. 
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Science  and  Education 

Meeting  of  the  minds 

A IMA- led  coalition  has  reached  consensus  on  a plan 
to  increase  the  Jiumber  of  primary  care  physicians 
graduated  by  Texas'  eight  medical  schools. 


BY  MARK  RICHARDSON 


• • 


Risky  business 


20 

30 


When  managed  care  organizations  use  individual 
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Editor’s  Mote 


WITH  CHANGES  IN  THE 
health-care  industry  happen- 
ing so  rapidly,  it’s  difficult  to 
develop  articles  that  aren’t 
quickly  outdated  — sometimes  even 
in  the  month  or  so  between  final 
editing  and  publication. 

As  a way  to  keep  our  sights  on 
moving  targets,  we  re  introducing  a 
new  column  in  this  issue  titled  “Up- 
date” (see  p 18).  This  month’s  col- 
umn follows  up  on  a trend  sweeping 
the  health-care  industry,  last  reported 
on  here  in  October  1994  (“Merger 
mania:  physicians  often  caught  in  the 
middle  when  health-care  companies 
merge,”  pp  22—24). 

One  issue  sure  to  warrant  revisit- 
ing is  the  subject  of  this  month’s  cov- 
er story  — practice  parameters  and 
outcomes  measurement.  Turn  to  p 
24  to  learn  why  the  Texas  Medical 
Association  is  getting  involved  in  this 
controversial  area  and  how  physicians 
and  their  patients  may  benefit. 

Another  new  column,  introduced 
this  summer,  is  “75  Years  Ago  in 
Texas  Medicine''  (p  41).  It’s  been  great 
fun  perusing  past  volumes  to  discover 
how  much  things  have  and  haven’t 
changed.  The  staff  of  this  magazine 
second  the  sentiments  expressed  by 
our  predecessors  in  the  December 
1919  Texas  State  Journal  of  Medicine: 
Share  what  you  can  with  those  in 
need,  and,  for  at  least  a few  days,  en- 
joy the  simple  pleasures  of  the  season. 

JEAN  PIETROBONO 

Managing  Editor 
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NEWSMAKERS 


Fort  Worth  nephrologist  Charles 
Andrews,  MD,  received  an  award  lor 
outstanding  guidance  and  support  to 
LileGilt  Ors^an  Donation  Center  ol 
North  Texas. 

Michael  A.  Bloome,  MD,  Houston, 
was  elected  president  ol  the  interna- 
tional Vitreous  Socierv'. 

Fhe  American  College  of  Radiology 
named  Vic  Carlson,  MD,  Houston, 
vice  president  lor  1994—1995. 

James  D.  Cox,  MD,  Houston,  re- 
ceived the  1994  Gold  Medal  Award 
Irom  the  American  Society  lor  Ther- 
apeutic Radiology  and  Oncology. 

Charles  Felger,  MD,  an  Austin  gas- 
troenterologist, was  named  Physician 
ol  the  Year  for  1994  by  the  Travis 
County  Medical  Society  and  recipi- 
ent of  the  society’s  Gold  Headed 
Cane  Award. 

Psychiatrist  Michael  Fitzpatrick, 

MD,  was  named  teacher  ol  the  year 
at  The  University  ol  Texas  South- 
western Medical  School.  Dr  Fitz- 
patrick also  received  the  American 
Psychiatric  Association’s  Fourth  An- 
nual Nancy  C.A.  Roeske,  MD,  Cer- 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership:  election  or  appointment  to  an  office  of.  or  honors 
fiom.  a national  or  state  organization:  or,  space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kot- 
son.  People.  Texas  Medicine,  401  W 15th  St.  Austin.  TX 
7S701:  fax  (512)  370-1632. 


Shirley  F.  Marks,  William  B.  Riley,  MD 

MD,  MPH 


tihcate  ol  Recognition  lor  Excellence 
in  Medical  School  Education. 

M.  B owes  Hamill,  MD,  Houston; 
Bradley  F.  Jost,  MD,  Dallas;  James  L. 
Mims  III,  MD,  San  Antonio;  anci  James 
A.  Savage,  MD,  Fort  Worth,  received 
1994  honor  awards,  and  James  P.  Mc- 
Culley,  MD,  L9allas,  received  a 1 994  se- 
nior honor  award  Irom  the  American 
Academv  of  Ophthalmology. 

The  1994-1995  officers  ol  the  Fexas 
Society  ol  Medical  Oncology  are 

Lewis  J.  Hellerstein,  MD,  Houston, 
president;  Robert  R.  Birdwell,  MD, 

Beaumont,  president-elect;  Robert 
Kerr,  MD,  Austin,  secretary;  and  J. 
Ben  Green,  MD,  Femple,  treasurer. 

Joseph  A.  Jachimczyk,  MD,  Houston, 
and  Alice  L.  Smith,  MD,  Dallas,  re- 
ceived citation  ol  merit  awards  Irom 
the  Texas  Society  of  Pathologists.  Dr 
Smith  was  recognized  lor  her  work  in 
cytopathology,  and  Dr  Jachimczyk  was 
honored  lor  his  contributions  to  the 
field  ol  lorensic  medicine. 

Dallas  orthopedic  surgeon  Robert 
Jackson,  MD,  was  recognized  by 
Sports  Illustrated  magazine  lor  his  pio- 


Joshua  A.  Samuels  Alice  L.  Smith,  MD 


neering  elforts  during  the  196()s  in 
bringing  arthroscopic  knee  surgery  to 
the  United  States  Irom  Japan. 

Tyler  psychiatrist  Shirley  F.  Marks, 
MD,  MPH  , was  reelected  speaker  ol 
the  house  ol  delegates  ol  the  National 
Medical  Association. 

Cardiovascular  surgeon  Kenneth 
Mattox,  MD,  Houston,  was  elected 
president-elect  lor  1995  by  the 
American  Association  lor  the  Surgery 
ol  Traumas. 

William  B.  Riley,  MD,  Sugarland,  is 
the  1994-1995  president  ol  the 
American  Society  ol  Plastic  and  Re- 
constructive Surgeons. 

Joshua  A.  Samuels,  a lourth-year 
medical  student  at  Baylor  College  ol 
Medicine,  was  elected  vice-speaker  ol 
the  American  Medical  Association 
Medical  Student  Section  Assembly. 

Vernie  A.  Stembridge,  MD,  Dali  as, 
received  the  1 994  American  Society 
ol  Clinical  Pathologists  Distin- 
guished Service  Award. 
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Gamma  Knife:  The  Invisible  Blade 


What  you  see  expands  the  range  of 
neurosurgery  beyond  conventional  brain 
surgery:  Gamma  Knife  at  Sierra-the  18th 
of  its  kind  in  the  country. 

This  “invisible  blade”  focuses  multiple 
beams  of  gamma  radiation  on  a precise 
location  in  the  brain.  It  is  used  to  treat 
lesions-from  benign  and  malignant 


tumors  to  arteriovenous  malformations 
(AVMs)-without  surgical  incision  or 
lengthy  hospital  stay,  usually  with  less 
pain  and  at  a cost  typically  less  than 
conventional  surgery. 

As  the  face  of  health  care  changes, 
Sierra  is  there  to  meet  your  needs. 

Ask  your  doctor.  Then  ask  for  Sierra. 


Sierra  Medical  Center 
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UT  Southwestern  researcher  wins  Nobel  Prize 


The  Uni\'ersity  of  Texas 
Southwestern  Medical  Center  in 
Dallas  has  added  a lourth  laure- 
ate to  its  list  of  faculty-member  No- 
bel Prize  winners. 

“I  am  extremely  gratified  to  re- 
ceive this  honor,”  said  Alfred  G. 

Gilman,  PhD,  chairman  of  UT 
Southwestern’s  Department  of  Phar- 
macology, who  shares  the  1994  No- 
bel Prize  in  physiology  or  medicine 
with  Martin  Rodbell,  PhD,  of  the 
National  Institute  of  Environmental 
Health  Sciences  in  North  Garolina. 

The  pair  won  for  their  research  in 
a cell  protein  Dr  Gilman  discovered  in  1977  that  acts  as  a switchboard  in  cell 
communication  systems,  relaying  chemical  messages  from  outside  to  inside 
cells.  Found  in  cell  membranes,  G-proteins  help  regulate  and  coordinate 
body  cells,  telling  them  when  to  turn  activities  on  and  off. 

Experts  call  Dr  Gilman’s  work  a fundamental  breakthrough  that  will  fur- 
ther many  areas  of  disease  prevention  and  cure,  including  cancer  research, 
research  of  the  nervous  system,  and  new  drug  development.  His  previous  re- 
search laid  the  groundwork  for  the  discovery  that  mutated  G-proteins  cause 
certain  cancers. 

“We’ve  only  just  begun  to  discover  the  importance  of  G-proteins,”  Dr 
Gilman  said.  “I  think  it’s  a fairly  safe  bet  that  future  G-protein  research 
will  identify  more  problems  that  can  be  linked  with  the  malfunctioning 
of  this  mechanism.” 


Alfred  G.  Gilman,  PhD 


DEATHS 


Bernadine  E.  Adonizio,  MD,  46; 

Austin;  University  of  Pennsylvania 
School  of  Medicine,  1973;  died  Au- 
gust 20,  1994. 

Charles  H.  Hallson,  MD,  80;  Hous- 
ton; University  of  Manitoba  Faculty 


of  Medicine-Canada,  1940;  died  Sep- 
tember 1 1,  1994. 

Onesimo  Hernandez,  MD,  69;  Dal- 
las; The  University  of  Texas  South- 
western Medical  School,  1953;  died 
September  28,  1994. 
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“The  greatest 

risk  in 
outsourcing 

is  not 

considering  it!” 

- Thomas  Howard,  Pres.  P.F.S.I. 

The  professionals  at  Provider 
Financial  Services,  Inc. 
(P.F.S.I.)  offer  a cost  effective 
option  for  the  billing  needs  of 
physicians.  Provider  Financial 
Services,  Inc.  will: 

Evaluate  and  track  the 
performance  of  managed 

care  contracts 

• 

Provide  billing  to  patients 
and  third  party  payors 

• 

Enhance  control  of  your  AIR 
Maximize  revenue 

Reduce  reimbursement  time 

Reduce  overhead  at  least  30% 

Increase  staff  productivity 

“P.F.SJ.  takes  the  burden 
of  hilling  off  your  mind 
without  taking  the  control 
out  of  your  hands!” 

Call  us  today! 
(800)  766-5405 


PFSl 
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People 


Reba  M.  Hill,  MD,  63;  Houston; 
Baylor  College  ot  Medicine,  1955; 
died  September  4,  1994. 

George  L.  Jordan,  Jr,  MD,  73;  Hous- 
ton; University  ol  Pennsylvania 
School  ol  Medicine,  1944;  died  Sep- 
tember 1,  1994. 

George  Edward  Ogdee,  MD,  38; 

Spicewood;  The  University  of"  Pexas 
Medical  School  at  Houston,  1981; 
died  September  4,  1994. 

William  J.  Pokorny,  MD,  51;  Houston; 
University  of  Kansas  School  ol  Medi- 
cine, 1967;  died  September  27,  1994. 

William  Morgan  Sherrill,  Sr,  MD, 

80;  Houston;  Itilane  University 
School  ol  Medicine,  1942;  died  Sep- 
tember 19,  1994. 

Robert  E.  Smith,  MD,  66;  Missouri 
City;  Johns  Hopkins  University 
School  ol  Medicine,  1953;  died  Jtme 
30,  1994. 

William  D.  Thornton,  MD,  71; 

Texarkana;  University  ol  Arkansas  lor 
Medical  Sciences  College  ol  Medicine, 
1946;  died  September  16,  1994. 

Courtney  M.  Townsend,  Sr,  MD, 

87;  Paris;  The  University  ol  Texas 
Medical  Branch  at  Galveston,  1932; 
died  August  30,  1994. 

Fred  John  Wolma,  Jr,  MD,  77; 

Galveston;  The  University  ol  Texas 
Medical  Branch  at  Galveston,  1943; 
died  August  9,  1994. 


Give  Patient  Care 
100%  of  Your  Attention 


Insurance 


Cost  of  Living 


Today's  doctors  are  pulled  in  many  different  directions  and  are  faced  with  dividing 
their  time  among  complex  personnel,  tax,  and  insurance  issues.  At  Kelsey-Seybold 
we  handle  the  business  of  medicine  so  you  can  be  in  the  business  of  practicing  your 
profession  - without  stressful  distractions.  We're  searching  for  physicians  in  the 
following  specialties: 


Gastroenterology 
Hematology/Oncology 
Urology  (Pediatric) 
Neurology 


• Orthopedic  Surgery 

• Radiology 

• Endocrinology 

• Pulmonary  Medicine 


Professionals  interested  in  learning  more  about  Kelsey-Seybold  & Houston  should 
contact:  A1  Czerwinski,  M.D.  - Medical  Director,  1709  Dryden,  Houston,  TX  77030. 

1-800-231-6421 


I Kelsey-Seybold  Clinic 

.Xn  Equal  Upportunin’  Employer  M/E/D/V 


Certificate  in  Executive  Business  Administration 

for  Physicians,  High-Level  Medicai  Staff 
and  Administrators 


♦ New  program  debuting  February  1995 

♦ 80  hours  scheduled  on  alternate  weekends 

♦ Convenient  Houston  area  location 

♦ Covers  business  principles,  human  resource 

management,  accounting,  finance, 
marketing,  law  and  ethics 

♦ Faculty:  University  educators  as  well  as 

outstanding  practitioners 

Call  University  of  Houston-Clear  Lake 
at  (713)  283-3030  for  a detailed  brochure 


10 


T F.  X A S MEDICINE  ★ DECEMBER  1994 


Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 


A-t-  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 


800/344-1899 


Legislative  Affairs 

Going  for  all  the  marbles 

Lawsuit  reform  group  hopes  to  enact  sweeping  tort  changes 

By  Ken  OrtOLON,  Associate  editor 


’m  mad  as  hell  and  I’m  not  going  to  take  it  anymore!” 
That  famous  line,  uttered  repeatedly  by  the  over- 
wrought television  newsman  in  the  movie  Network, 
might  make  an  appropriate  rallying  cry  for  Richard 
W.  Weekley.  Almost  a year  ago,  the  Houston  real  estate  de- 
veloper got  so  fed  up  with  the  Texas  civil  justice  system  that 
he  decided  to  do  something  about  it. 


Since  December  1993,  Mr 
Weekley,  chairman  of 
Weekley  Development 
Co,  has  put  together 
Texans  for  Lawsuit 
Reform  (TLR), 
an  impressive 
coalition  of  top 
business  execu- 
tives, profession- 
als, civic  leaders,  and 
trade  associations 
from  across  the  state. 

His  group  has  built  a 
considerable  war  chest, 
endorsed  a slate  of  pro-tort 
reform  candidates  for 
the  state  legislature  and 
Texas  Supreme  Court, 
completed  a statewide 
poll,  drafted  an  1 1-point 
plan  for  comprehensive  tort 
reform  to  take  to  the  Texas  Leg- 
islature in  1995,  retained  scholars 
and  jurists  to  write  research  papers  on  each 
of  the  1 1 points,  and  hired  three  prominent  former 
lawmakers  to  lobby  for  that  plan  in  Austin. 

“The  reason  Texans  for  Lawsuit  Reform  was  created 
was  to  provide  a comprehensive  agenda  of  reform  for  the 
1995  legislative  session,”  Mr  Weekley  said.  “We  wanted 
the  reform  agenda  to  be  comprehensive,  and  not  just  take 
one  or  two  pieces  of  the  puzzle.” 


TLR’s  goal  is  to  enact  all  1 1 parts 
of  its  agenda  within  the  next  5 years, 
preferably  in  the  upcoming  session. 
With  its  mission  accomplished,  the 
group  plans  to  disband  and  let  anoth- 
er group  carry  any  future  tort  fights. 

It  is  an  ambitious  goal,  but  sup- 
porters say  TLR  has  reenergized  the 
debate  for  tort  reform.  Critics,  how- 
ever, say  the  group  is  naive  about  the 
way  the  legislature  works  and  has  adopted  a 
novice’s  approach  to  accomplishing  its  task.  For 
TLR  to  succeed,  it  will  have  to  buck  recent  leg- 
islative history  and  persuade  lawmakers  to  under- 
take a potentially  bitter  political  fight  between  tort 
reform  advocates  and  trial  lawyers. 

Going  against  history 

Historically,  lawmakers  have  tended 
to  look  for  ways  to  avoid  such  floor 
fights,  particularly  on  controversial 
issues  such  as  tort  reform.  Former 
state  Rep  Mike  Toomey,  who 
sponsored  the  last  major  at- 
tempt at  comprehensive 
tort  reform  in  1987 
and  is  now  one  of 
the  TLR  lobby- 
ists, says  there  al- 
ways have  been 
90  to  1 00  votes 
in  the  Texas 
House  for  even 
the  most  contro- 
^ •s*  versial  tort  reforms. 

The  problem,  he  says, 
is  in  the  Senate,  which  traditionally  has  been  more  resis- 
tant to  tort  reform.  Chances  of  success  in  that  body  could 
be  dramatically  enhanced  if  pro-tort  reform  candidates 
fared  well  in  the  November  elections. 

Under  the  watchful  eyes  first  of  former  Lt  Gov  Bill  Hobby 
and  now  incumbent  Lt  Gov  Bob  Bullock,  senators  usually 
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negotiate  a settlement  on  legislation  be- 
fore bringing  it  to  the  Hoor  for  debate. 
After  a products  liability  bill  faileci  in  a 
Senate  committee  in  1991,  Lieutenant 
Governor  Bullock  went  one  step  fur- 
ther, letting  it  be  known  that  the  Sen- 
ate would  negotiate  and  pass  a prod- 
ucts liability  bill  in  1993.  Working 
under  his  rules,  a major  products  liabil- 
ity bill  was  hammered  out  in  negotia- 
tions, with  both  opponents  and  propo- 
nents of  reform  trading  off  some  issues. 
I’he  bill,  not  surprisingly,  passed  the 
Senate  unanimously. 

Like  most  compromises,  parties 
from  both  sides  of  the  negotiating 
table  criticized  the  bill.  Consumer 
activist  Ralph  Nader  savaged  the  trial 
lawyers’  negotiators  for  “giving  away 
victims’  rights,  ” while  some  indus- 
tries complained  the  bill  barely  dent- 
ed the  problems.  Nonetheless,  tort 
reform  supporters  generally  were 
pleased  with  the  progress  made  and 
walked  away  from  the  1 993  session 
with  the  lieutenant  governor’s  assur- 
ance that  more  tort  issues  would  be 
addressed  in  1995. 

Changing  the  rules 

Organizations  such  as  TLR  express 
concern  about  the  “business  as  usual” 
trade-offs  that  produce  legislative 
compromises.  In  this  instance,  TLR 
believes  that  Texans  are  so  fed  up 
with  abuses  in  the  civil  justice  system 
that  the  time  is  ripe  to  fundamentally 
and  comprehensively  reform  tort 
laws.  Polls  clearly  indicate  that  the 
public  is  overwhelmingly  in  favor  of 
reform,  Mr  Weekley  says. 

“My  feeling  would  be  that  unless 


Texans  for  Lawsuit  Reform 

Legislative  agenda  1 995 

1.  Reform  punitive  damages  laws  to  limit  punitive  damages  to  twice  actu- 
al damages,  require  a high  burden  of  proof,  prohibit  multiple  punitive 
damage  awards,  and  require  appellate  review. 

2.  Reform  the  Deceptive  Trade  Practices  Act  to  exclude  professional  ser- 
vices, adopt  a standard  of  proportional  liability  in  lieu  of  joint  and  sev- 
eral liability,  limit  actual  damages  to  quantifiable  economic  damages, 
and  adjust  awards  to  account  for  a consumer’s  own  contributory  fault. 

3.  Abolish  joint  and  several  liability,  limiting  a defendant’s  liability  to  his 
own  percentage  of  fault  and  cutting  off  all  recovery  to  claimants  who 
contribute  51%  or  more  of  the  fault  in  a case. 

4.  Reform  medical  liability  law  to  deter  nonmeritorious  and  frivolous 
lawsuits  and  make  the  malpractice  litigation  system  more  time-  and 
cost-efficient. 

5.  Stop  “forum  shopping”  by  requiring  all  suits  against  corporations  to  be 
brought  in  the  firm’s  principal  place  of  business  or  in  the  place  where 
the  accident  or  other  transaction  occurred,  eliminating  opportunities 
for  “sham”  defendants  and  other  venue  stratagems  used  to  establish 
venue  for  all  defendants,  and  authorizing  contractual  venue. 

6.  Deter  frivolous  lawsuits  by  passing  a Litigation  Accountability  Act  to, 
among  other  things,  sanction  lawyers  who  file  malicious  or  frivolous  suits. 

7.  Eliminate  “junk  science”  and  “junk  medicine”  opinion  testimony  by 
setting  standards  for  expert  witness  qualifications  and  restricting  expert 
testimony  to  soundly  based  scientific  methodology. 

8.  Require  the  Texas  Supreme  Court  to  prepare  new  rules  streamlining 
and  expediting  the  litigation  process. 

9.  Reform  judicial  fundraising  by  limiting  individual  contributions  in  ju- 
dicial elections,  limiting  contributions  from  attorneys  who  practice  be- 
fore the  courts  involved,  and  limiting  fundraising  by  judges  who  are 
unopposed  for  reelection. 

10.  Protect  individual  government  officials  who,  in  many  cases,  cannot 
claim  governmental  immunity. 

11.  Pass  an  Injured  Parties  Protection  Act  to  limit  attorney  contingency 
fees  in  certain  situations  where  cases  are  settled  out  of  court. 


there  was  serious  reform  on  virtually 
every  issue,  the  board  of  directors  of 
TLR  would  vote  to  do  nothing,”  he 
said.  “TLR  would  rather  achieve  no 


reform  and  convey  the  facts  to  the 
public  than  get  a watered  down  bill 
on  one  agenda  item.  TLR  believes 
the  public  would  be  outraged  if  there 
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was  no  substantive  reform  in  the 
1 995  session.” 

Former  state  Rep  Bill  Messer,  an- 
other TLR  lobbyist,  says  the  group  be- 
lieves the  states  business  climate  simply 
cannot  wait  for  incremental  reform. 


Texas  Association  of  Realtors,  and  the 
Texas  Association  of  Business. 

TLR  turned  to  LMA  to  provide  the 
agenda  for  medical  malpractice  reform. 

The  medical  malpractice  plank  in- 
cludes strengthening  the  1993  law 


The  legislative  process  is  specifically 
designed  to  go  slow  on  controversial 
and  highly  politicized  issues. 

“Sometimes  the  incremental  ap- 
proach is  the  only  way  you  can  make 
progress  in  the  legislature,”  said 


''Were  drowning  unless  we  deal  with  this  in  a comprehensive  fashion.  ” 


“Their  logic  is  that  some  small, 
incremental  gains  have  been  made 
in  the  civil  justice  system,”  he  said. 
“But,  if  you’re  6 feet  tall,  the  water 
in  the  pool  is  12  feet  deep,  and 
you’re  just  lowering  it  about  a foot  a 
year,  you  may  make  some  gains  as 
far  as  draining  the  pool,  but  they’re 
not  fast  enough  to  keep  you  from 
drowning.  We  re  drowning  unless 
we  deal  with  this  in  a comprehen- 
sive fashion.” 

TLR  feels  the  chances  for  success 
are  good.  “We  figured  if  the  package 
was  comprehensive,  reasonable,  and 
rational  enough,  essentially  every 
business,  professional,  and  civic  group 
in  the  state  would  agree  with  it  — 
which  is  what  is  happening,”  he  said. 

So  far,  TLR  has  been  very  success- 
ful in  generating  that  broad-based  sup- 
port. In  addition  to  dozens  of  top  busi- 
ness executives,  such  as  Amarillo 
oilman  T.  Boone  Pickens  and  Houston 
Astros  owner  Drayton  McLane,  Jr, 
TLR  is  supported  by  numerous  profes- 
sional associations,  including  the  Texas 
Medical  Association,  the  Texas  Hospi- 
tal Association,  the  Texas  Society  of 
Professional  Engineers,  the  Associated 
Builders  & Contractors  of  Texas,  the 


that  requires  plaintiffs  to  show  their 
cases  have  merit  before  they  are  filed, 
sanctions  against  lawyers  who  file 
frivolous  lawsuits,  and  other  reforms 
to  make  malpractice  litigation  more 
time-  and  cost-effective. 

One  of  the  first  people  Mr  Week- 
ley  approached  about  involvement  in 
LLR  was  his  long-time  friend  Alan 
Baum,  MD,  chairman  of  TMA’s 
Board  of  Trustees.  Dr  Baum  says  he 
believes  the  group  can  be  successful 
within  the  5-year  time  frame. 

“We’re  looking  at  this  as  a short- 
term effort,”  Dr  Baum  said.  “If  we 
don’t  make  these  changes,  then  this 
state  will  continue  to  lose  jobs.  Peo- 
ple won’t  move  to  Texas,  companies 
aren’t  going  to  move  here.  Therefore, 
we  [physicians]  are  not  going  to  have 
patients  to  treat.” 

Avoiding  legislative  roadblocks 

All  liability  issues  face  one  significant 
obstacle  in  achieving  their  goal.  The 
balance  of  power  in  the  Senate  may 
not  shift  enough  to  reach  a critical 
mass  of  support  for  the  legislation  to 
pass.  That  is  due  to  Senate  procedural 
rules  that  prevent  debate  on  a bill  un- 
til two  thirds  of  that  body  support  it. 


George  Scott  Christian,  a spokesman 
for  the  Texas  Civil  Justice  League. 
“You  have  to  work,  to  a large  degree, 
with  what  the  system  allows  you.” 

Mr  Weekley  says  he  is  confident 
Ldeutenant  Governor  Bullock  will  al- 
low a broader  debate  on  tort  issues. 

“I  get  very  nervous  quoting  any- 
body, but  the  lieutenant  governor  has 
stated  publicly  on  a number  of  occa- 
sions that  he  intends  to  continue  tort 
reform  in  the  upcoming  session,”  Mr 
Weekley  said.  “We  hope  that  he  will 
assist  in  this  effort.  Obviously,  the 
broader  the  coalition  is,  the  easier 
that  becomes.” 

The  breadth  of  the  coalition,  how- 
ever, presents  a second  problem.  Tort 
reform  proponents  admit  that  part  of 
the  challenge  will  be  to  keep  so  many 
groups  with  widely  diverging  inter- 
ests focused  on  all  1 1 points  of  the 
TLR  package. 

“It’s  very  tough  to  keep  that  kind 
of  coalition  all  pushing  for  every 
part  of  the  program,”  Mr  Christian 
said.  “As  this  group  goes  down  the 
road,  there’s  going  to  be  some 
tension  there.  A major  manufacturer 
is  far  more  interested  in  punitive 
damages  than,  say,  somebody  in  the 
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retail  business  who  has  to  deal  with 
a deceptive  trade  lawsuit.  Even 
though  both  of  them  want  to  do 
something  about  punitive  damages, 
the  immediacy  of  the  issue  is  differ- 
ent for  each.” 

The  likelihood  is  that  as  the 
I LR  hill  or  hills  work  their  way 
through  the  legislative  process,  pres- 
sures will  be  brought  to  pit  the  vary- 
ing interests  within  I LR  against 
each  other  and  to  force  trade-offs. 
Former  TMA  President  William  G. 
Gamel,  MD,  of  Austin,  who  chaired 
the  TMA  Gouncil  on  Legislation 
from  1986  to  1991,  says  that’s  ex- 
actly what  happened  in  the  1987  re- 
form debate. 

“If  the  trial  lawyers’  interests  go  to 
the  heavy  industry  types  and  say 
they’ll  give  a little  bit  more  on  product 
liability  but  not  on  medical  malprac- 
tice, why  would  the  industry  represen- 
tatives not  take  that  deal  and  trade  us 
out?”  Dr  Gamel  asked.  “That’s  exactly 
what  happened  in  1987.” 

Mr  Ghristian  agrees  that  differing 
priorities  could  be  a major  stumbling 
block  for  the  TLR  approach. 

“1  don’t  know  how  he  [Mr  Week- 
ley]  is  going  to  deal  with  it  as  he  gets 
into  the  session  and  someone  says  we 
can  get  something  on  joint  and  sev- 
eral liability  but  we  re  going  to  have 
to  give  up  all  the  medical  liability  re- 
forms,” Mr  Ghristian  said.  “1  don’t 
know  what  happens  at  that  point.” 

Mr  Weekley  admits  that  holding 
the  coalition  together  won’t  be  easy. 
But,  he  says,  it  will  be  no  more 
difficult  than  the  task  of  building  the 
coalition  in  the  first  place. 


“The  whole  effort  has  been 
difhcult,”  Mr  Weekley  said.  “When 
vou  have  a system  that’s  been  broken 
for  20  years  with  very  little  progress, 
to  put  together  a massive  effort, 
putting  everybody  on  the  same  team, 
has  taken  a lot  of  work  and  it’s  not 
nearlv  completed.  We  expect  that  we 
can  do  it,  but  it  will  take  a lot  of  work 
from  many,  many  participants  who 
are  motivated  to  make  a difference.” 

If  all  the  participants  in  the  coali- 
tion have  the  courage  and  intestinal 
fortitude  to  stick  with  the  entire 
package,  T1.R  will  be  successful,  Mr 
Weekley  says.  “If  groups  start  being 
peeled  off  because  they  think  they 
can  get  a crumb,  the  effort  will  be 
much  more  arduous.” 

TMA  observers  have  worked  with 
Mr  Weekley  in  building  the  coalition. 
“He  brings  a lot  of  energy  and  enthu- 
siasm to  very  tough  issues,”  said  Kim 
Ross,  TMA  public  affairs  director.  “He 
will  work  the  long  hard  hours  that  are 
critical  to  success  in  coalition  politics. 
TLR  worked  closely  with  us  and  our 
colleagues  in  the  Supreme  Gourt  races 
and  was  a significant  factor  in  helping 
push  Justice  Raul  Gonzalez  over  the 
top  in  that  brutal  primary.” 

Mobilizing  public  support 

Dr  Baum  says  the  entire  effort  may 
hinge  on  the  ability  of  tort  reform 
proponents  to  mobilize  public  sup- 
port. Lhat  effort  may  have  a head 
start.  Polling  by  I’M  A and  TLR 
shows  overwhelming  public  belief 
that  abuses  of  the  civil  justice  system 
cause  higher  medical  and  insurance 
costs,  drive  up  prices  of  consumer 


goods,  and  cost  Texans  jobs.  Strong 
support  also  was  shown  for  many  of 
the  proposed  reforms. 

“If  TLR  is  able  to  build  momen- 
tum and,  through  grassroots  efforts, 
is  able  to  raise  the  awareness  of  the 
public  that  this  is  indeed  a problem 
that  should  be  addressed,  then  I have 
every  reason  to  believe  the  lieutenant 
governor  and  House  speaker  Pete 
Laney  will  see  that  it  gets  a fair  hear- 
ing,” Dr  Baum  said.  “ITit  that’s  only 
going  to  come  through  public  de- 
mand for  this.  It’s  not  going  to  hap- 
pen because  of  the  agitation  of  a 
small  group  of  people. 

“It’s  going  to  take  TLR,  as  well  as 
Gitizens  Against  Lawsuit  Abuse, 
TGJL,  and  other  groups  working  to- 
gether to  raise  the  awareness  of  the 
public,”  he  said. 

And  if  the  effort  fails? 

“ Lhat  means  basically  that  the 
business,  ptrofessional,  and  civic  lead- 
ership in  this  state,  as  well  as  the  mil- 
lions of  Texans  who  are  outraged  at 
the  abuses  in  the  system,  would  be 
incapable  of  changing  the  laws,  and  I 
just  don’t  believe  that  will  happen,” 
Mr  Weekley  said.  ★ 


All  (irttch's  ni  Texas  Medicine  that  nunitioii  TfXiis  Mediail 
Associiicion 's  siancf  on  suite  legislation  are  defined  as  “legislative 
advertising."  according  to  Texas  Govt  Code  Ann  §A05.02'’. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  puhlish  the  legislative 
advertising  in  Texas  Medicine.’  Robert  C.  Mickey.  Executive 
Vice  President.  TMA.  aOI  W 1 5th  St.  Austin. 


VOLUME  90  ★ NUMBER  12 


15 


Medical  Economics 


Last-minute  strategies 

Experts  say  its  not  too  late  to  cut  your  taxes 
(but  you  should  have  been  platining  all  year) 

By  Mark  R l c;  H a R I'i  S O N , Associate  editor 


For  most  of  us,  December  is  the  month  for  holi- 
days, good  cheer,  and  last-minute  gift  shop- 
ping. But  it  also  is  the  end  of  the  tax  year  for 
most  physicians,  and  that  brings  with  it  an  op- 
portunity to  accomplish  some  last-minute  tax  savings,  ac- 
cording to  financial  experts. 


Even  it  you  haven’t  given  taxes  a thought  all  year,  there 
are  several  strategies  you  can  use  now  to  make  sure  you 
take  advantage  ot  all  the  tax  breaks  you  have  corning  to 
you.  And  if  you  have  followed  a well-developed  financial 
plan  (which  any  financial 
planner  worth  his  or  her 
spreadsheet  will  say  you 
should),  now  is  the  time  to 
assess  its  performance  and 
make  any  adjustments  that 
are  needed. 

According  to  Janet  Harvey, 

CPA,  who  specializes  in 
health-care  accounts  for 
Carneiro,  Chumney,  and  Co, 

LC,  of  San  Antonio,  physi- 
cians can  expect  only  a few 
minor  changes  in  their  tax  re- 
turns this  time  around  — a re- 
lief from  last  year’s  upheavals. 

“I  haven’t  really  come 
across  anything  for  1994 
that’s  going  to  be  different,” 
she  said.  “There  were  some 
changes  last  year  that  came 
through  with  the  1993  Tax 
Act,  but  most  of  those  are  in 
place  and  won’t  be  any  different  this  year.” 

Reed  Tinsley,  CPA,  of  the  accounting  firm  Haynes 
O’Neal,  of  Houston,  says  it’s  best  to  adopt  a long-term 
outlook  toward  your  finances  when  looking  at  year-end 
tax  savings.  He  explained,  “If,  on  December  31  of  this 
year,  you  are  no  better  off  financially  than  you  were  on 


January  1,  it  begs  the  question:  What 
the  hell  did  you  work  all  year  for?” 

In  other  words,  he  says,  it’s  not 
how  much  you  make,  it’s  how  much 
you  keep. 

Good  times,  bad  times 

Changes  in  the  tax  laws  that  went 
into  effect  in  1994  (and  in  some  cas- 
es, retroactive  to  1 993)  signaled  the  end  of  an  era,  accord- 
ing to  Mr  Pinsley,  director  of  his  firm’s  health-care  divi- 
sion, which  is  endorsed  by  the  Texas  Medical  Association. 
“The  days  of  the  really  big  rax  deductions  are  pretty 

much  over,”  he  said.  “Sure, 
you  can  combine  a bunch  of 
little  strategies  here  and  there 
and  save  $5,000  to  $10,000. 
But  people  are  fooling  them- 
selves if  they  think  that  last- 
minute  cuts  are  going  to  save 
them  a substantial  amount  on 
their  taxes.” 

In  the  tax  package  signed 
by  President  Clinton  in  1993, 
couples  making  $140,000  or 
more  were  bumped  into  the 
new  36%  bracket,  while  in- 
comes above  $250,000  fall 
into  the  39.6%  bracket.  The 
package  also  raised  the  alterna- 
tive minimum  tax  and  put  a 
ceiling  on  contributions  to 
pension  plans. 

From  the  strategic  stand- 
point, there’s  not  really  anything 
new  this  year,  he  says.  “Basically 
the  strategies  of  last  year  remain  the  same  this  year.” 

Here  are  a few  things  the  experts  say  you  can  do  before 
December  31  to  cut  your  taxes  for  1994: 

Defer  income.  Income  can  be  delayed  until  the  next  tax 
year  by  not  mailing  bills  or  filing  claims  for  a few  weeks. 
Ask  that  any  bonuses,  profit  shares,  or  other  lump  sum 
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payments  be  delayed  until  aiter  Janu- 
ary 1.  Rut  remember,  Mr  Tinsley 
warns,  doing  this  could  increase  your 
income  lor  199S.  And  a delay  in 
sending  out  your  bills  could  increase 
your  bad  debts. 

Ms  Harvey  agrees  that  deferring 
income  can  be  a good  tax  break,  but 
she  warns  that  if  you  are  projecting 
lower  income  in  1995,  go  ahead  and 
take  all  the  income  you  have  coming 
to  you. 

“If  you  think  you’re  going  to  have 
some  large  losses  next  year,  you  may 
want  to  accelerate  some  of  your 
billings,”  she  said. 

Accelerate  expenses.  If  you  are  plan- 
ning to  make  a capital  equipment 
purchase,  do  so  before  the  first  of  the 
year.  “You  can  expense  up  to 
$17,500  in  equipment  purchases,” 
Ms  Harvey  said.  “So  if  you  have  not 
yet  reached  that  limit,  and  its  some- 
thing that  you  need,  you  should  get 
it  (provided  the  business  makes  a 
profit  for  the  year).” 

She  adds  that  if  your  capital 
equipment  purchase  is  more  than 
$17,500,  you  may  want  to  hold  off 
on  some  of  it  until  January.  “Doctors 
may  want  to  consider  buying  up  to 
the  $17,500  level  in  December  and 
then  buying  the  rest  in  January,  so 
they  get  the  full  2 years  of  deductions 
on  the  items,”  she  said. 

Other  things  you  can  do  to  in- 
crease deductible  expenses  for  1994 
include  prepaying  state  and  local  taxes, 
making  an  extra  equity  payment  on 
your  mortgage,  or  paying  your  Janu- 
ary office  rent  early.  The  same  goes  for 
any  professional  association  fees  due  in 


January.  One  warning:  Dues  for  coun- 
try clubs  and  other  social  organiza- 
tions are  no  longer  deductible. 

hicrease  pension  contribution.  If 
you  don’t  have  a retirement  plan,  Mr 
Tinsley  says,  get  one.  The  income 
threshold  went  down  to  $150,000 
(from  $235,840)  last  year,  so  to  be 
able  to  make  the  maximum  $30,000 
contribution,  you’re  going  to  have  to 
have  both  a profit-sharing  plan  and  a 
money  purchase  plan. 

But,  Mr  Tinsley  says,  there  are 
pitfalls:  “Doctors  need  to  understand 
that  a money  purchase  plan  is  a 
mandatory  contribution,  unlike 
profit-sharing,  where  you  can  elect 
whether  or  not  to  make  a contribu- 
tion. There  are  steep  penalties  for  not 
making  a contribution  to  a money 
purchase  plan.” 

Ms  Harvey  says  that  physicians 
looking  to  set  up  qualified  pension 
plans,  such  as  40 IK  or  Keough,  must 
have  them  in  place  and  partially 
funded  by  December  31. 

“If  you  are  setting  up  a self-em- 
ployed pension  plan,  such  as  an  IRA 
(individual  retirement  account)  or 
SEP  (self-employed  pension)  plan, 
that  can  be  set  up  and  funded  up  to 
tbe  day  you  file  your  taxes,”  she  noted. 

Tote  up  business  expenses.  Dig 
through  your  financial  records  to  find 
documentation  to  back  up  your  busi- 
ness travel  deductions,  and  make  sure 
you  have  receipts  for  all  business 
meals  and  entertainment  costs  total- 
ing $25  or  more.  Each  receipt  should 
spell  out  the  date,  time,  place, 
amount,  names  of  those  you  enter- 
tained, and  the  business  purpose  of 
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the  occasion.  For  expenses  under  $25, 
a written  list  or  diary  is  sufficient, 
though  actual  receipts  are  even  better. 

The  IRS  has  cut  the  deduction  for 
meal  and  entertainment  costs  to  50% 
in  1994  and  also  has  tightened  the 
rules  on  claiming  expenses  incurred 
in  taking  a spouse  along  on  a trip. 

Reconstruct  your  automobile 
business  expenses,  keeping  track  of 
the  .mileage,  gas,  repairs,  and  depreci- 
ation. Or  you  can  just  take  29  cents 
per  mile  for  business  use. 

Be  charitable.  If  you  have  the  urge 
to  give  to  a charity  or  other  cause,  now 
is  a very  good  time  to  do  so.  If  you  do- 
nate cash,  get  and  keep  a receipt. 

“For  anything  more  than  $250,  a 
canceled  check  will  no  longer  be  ac- 
cepted as  proof  by  the  IRS,”  Ms  Har- 
vey said.  “You  now  need  to  have  a re- 
ceipt for  any  charitable  contributions.” 

Also,  if  you  donate  an  appreciated 
asset  that  you’ve  owned  for  more 
than  1 year  — be  it  a cherished  art 
object  or  shares  of  stock  — you  may 
deduct  the  market  value. 

Capital  gains  incomelloss.  If  some  of 
your  investments  are  not  performing 
well,  this  might  be  a good  time  to  un- 
load them  and  take  a capital  loss. 
Fosses  on  the  sale  of  stocks,  bonds, 
mutual  funds,  and  other  investment 
instruments  can  be  used  to  offset  capi- 
tal gains  on  the  sale  of  other  invest- 
ments held  for  more  than  1 year.  If 
there  are  no  capital  gains  to  offset,  you 
can  still  deduct  $3,000  of  capital  loss- 
es against  your  regular  income,  carry- 
ing the  balance  forward  to  next  year. 

“Remember  that  capital  gains  are 
taxed  at  28%,  which  is  considerably 
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lower  than  the  top  bracket  oE  39.6% 
that  many  doctors  are  in,”  Ms  Har- 
vey said.  “IE  you  have  the  opportuni- 
ty to  take  capital  gains  income,  that’s 
going  to  be  taxed  at  the  lower  rate.” 

Experts  warn  against  selling  in- 
vestments solely  Eor  tax  purposes, 
noting  that  investing  should  be  a 
long-term  strategy.  Also  beware  that 
you  could  get  in  tax  trouble  iE  you  re- 
purchase a stock  sold  as  a tax  loss 
within  31  days  aEter  its  initial  sale. 

Use  your  family.  By  Eorming  a cus- 
todial account,  you  can  save  Eor  your 
child’s  college  tuition  or  other  ex- 
penses and  have  the  money  taxed  at 
your  child’s  tax  rate,  not  yours.  You 
also  can  give  medical  equipment  to 
your  child  and  rent  it  back,  putting 
the  rent  in  the  child’s  trust  Etind.  You 
can  deduct  the  rental  payments,  too. 

Depending  on  how  your  practice 
is  structured,  there  are  manv  other 
ways  to  trim  your  tax  hill  late  in  the 
year.  Consult  you  individual  hnan- 
cial  planner  to  discuss  the  specifics. 

Small  change 

While  finding  almost  any  way  to  cut 
your  taxes  is  a welcome  break,  Mr 
Tinsley  says  that  waiting  until  the 
last  minute  will  onlv  get  you  “nickel 
and  dime”  deductions. 

“What  we  do  is  look  at  the  big  pic- 
ture, which  is  net  worth,”  Mr  Tinsley 
said.  “Minimizing  taxes  is  a part  — 
but  only  a part  — of  that  puzzle.” 

He  says  that  last-minute  scram- 
bling probably  is  not  going  to  re- 
duce your  taxes  by  much.  “Why 
spend  a dollar  to  get  back  40  cents?” 
he  said.  “Long-term  planning  and 
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Update 

Medical  mergers  heat  up  across  Texas 

In  October,  Texas  Medicine  reported  that  merger  and  acquisition  activi- 
ty in  the  health-care  business  was  poised  to  skyrocket.  (See  “Merger 
mania,”  Texas  Medicine,  October  1994,  pp  22-24).  Since  then,  three 
major  mergers  have  taken  place  between  Texas-based  health-care  firms  that 
will  proEotindly  aEfect  most  oE  the  medical  markets  in  the  state: 

• Columbia  Healthcare  and  Hospital  Corporation  of  America,  based  in 
Fort  Worth,  announced  plans  to  acquire  HealthTrust  Inc  for  $3.3  bil- 
lion. IE  approved,  the  merger  would  create  a health-care  system  of  more 
than  300  hospitals  with  some  58,000  beds.  With  $15  billion  in  project- 
ed annual  revenue,  it  would  be,  by  Ear,  the  largest  health-care  system  in 
the  country. 

• National  Medical  Enterprises  (NME)  of  CaliEornia  purchased  the  assets 
oE  American  Medical  Holdings  oE  Dallas  Eor  $2  billion.  The  merger 
gives  NME  84  hospitals  and  almost  14,000  beds,  making  it  the  second 
largest  health-care  chain  in  the  country. 

• d’wo  Houston  hospitals  that  have  been  fierce  market  rivals  for  decades, 
Methodist  Hospital  System  and  St  Luke’s  Hospital  System,  have  agreed 
to  merge,  Eorming  The  Methodist/Episcopal  Health  Care  System.  The 
joining  oE  the  two  medical  giants  will  create  the  largest  single  health-care 
entity  in  the  Texas  Medical  Center. 


looking  at  the  big  picture  are  the 
way  to  produce  wealth.” 

A well-craEted  financial  plan,  de- 
veloped by  a qualified  financial  plan- 
ner, that  keeps  an  eye  on  building 
your  long-term  net  worth  is  much 
better  than  a last  minute  tax-savings 
plan,  says  Mr  Tinsley. 

“Look  at  the  big  picture,”  he  said. 
“It  is  a documented  Eact  that  a lot  oE 
physicians  across  Texas  reach  their 
50s  or  60s  and  still  have  to  work,”  he 
said.  “They  don’t  have  any  freedom 
to  make  decisions  independent  oE 
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their  finances.  Sure,  some  older  doc- 
tors work  because  they  enjoy  it,  but 
that’s  the  exception  and  not  the  rule. 
Most  of  them  who  are  working  have 
to  work,  and  it’s  a shame.  It  didn’t 
have  to  turn  out  that  way.”  ★ 


The  information  presented  in  this  article  is  in- 
tended to  be  of  general  interest  and  should  not 
be  considered  financial  advice.  Before  acting  on 
any  of  the  strategies  outlined  here,  you  are 
strongly  urged  to  consult  a qualified  financial 
planner,  certified  public  accountant,  or  tax  at- 
torney  for  professional  advice. 


Three  New  Publications  from  TMA 
that  Wili  Help  Your  Practice  Thrive 

in  Managed  Care 


Texas  physicians  are  banding  together  into  groni)s  and  networks  to  meet  the  challenge  posed  by 
the  rapid  growth  of  managed  care.  These  publications  give  physicians  and  practice  managers  the 
basic  tools  they  need  to  develop  physician-owned  and  directed  organizations  so  that  practition- 
ers can  deal  with  the  new  practice  environment  from  a position  of  knowledge  and  strength. 


The  law  of  Managed  Care 

by  Bernard  D.  Hirsch,  JD,  FCLM 
and  Donald  P.  Wilcox,  JD 


his  book,  written  by  a prominent  Chicago  health 
tomey  and  former  general  counsel  of  the  American 

\ Medical  Association,  and  TMA’s  general 

counsel,  takes  physicians  through  the 
maze  of  antitrust  and  health  insurance 
law  that  affects  medical  practice  in 
managed  care  plans.  The  Law  of 
Managed  Care  provides  the  knowl- 
edge  that  physicians  need  to  identi- 
fy  the  legal  issues  that  organizing 
\ and  operating  a physician-directed 

health  plan  will  raise  and  to  work  effectively 
ith  attorneys  in  resolving  those  issues. 


Price  for  set  of  three  publications 

(Not  sold  separately) 


TMA  Member $29 

Non  Member $39 


A Guide  to  Forming  Physician-Directed 
Managed  Care  Networks 

by  James  Unland 


Developed  by  TMA,  this  book  provides  a 
concise,  action-oriented  guide  that  physi- 
cians can  use  to  organize  a physician 
health  plan.  Using  a step  by  step  guide 
and  focusing  on  only  essential  informa- 
tion, the  Guide  takes  its  readers 
through  the  organizational  activities 
and  decisions  necessary  to  build  an 
effective  and  financially  successful 
health  plan. 


Health  System  Reform 
for  Texans 


This  publication  summarizes  TMA 
policy  on  major  health  system  reform 
issues  with  a primary  focus  on  those 
issues  that  most  strongly  affect  the 
health  of  Texans. 


IS.  Pinst  stii  Hit 

The  Law  of  Managed  Care  and 

A Guide  to  forming  Physician-Directed 
Managed  Care  Networks  and 

(FRED  Health  System  Reform  for  Texans 
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Sciences  Education 


Meeting  of  the  minds 

TMA-led  coalition  reaches  consensus  on  plan  to  boost  primary  care  education 

B Mark  Richardson,  Associate  editor 


here  was  never  any  disagreement  over  the  need  to 
increase  the  number  of  primary  care  physicians 
in  Texas,  only  differences  on  how  to  achieve  it. 
The  goal  of  Texas  Medical  Associations  Special 
Committee  for  Primary  Care  was  to  formulate  a plan  to  in- 
crease the  number  of  primary  care  physicians  graduated  by 
Texas’  eight  medical  schools  that  would  meet  the  needs  of 
everyone  involved  in  the  process. 

“At  the  end  ot  the  last  legislative  session,  there 
was  no  consensus  on  how  to  increase  the  number 
of  primary  care  physicians  in  Texas,”  said  Robert 
M.  Tenery,  Jr,  MD,  TMA  past  president  and 
chairman  of  the  panel.  “We  made  sure  we  includ- 
ed everyone  who  had  a stake  in  the  process  and 
made  sure  their  concerns  were  heard.  Now  we 
have  a plan  to  take  back  to  the  legislature  in  Janu- 
ary that  everyone  can  agree  on.” 

The  plan  was  developed  during  the  past  18 
months  by  the  special  committee,  a coalition 
including  the  presidents  of  all  eight 


Guckian,  MD,  executive  associate  for 
health  policy  at  The  University  of 
Texas  System.  “What  it  did,  however, 
was  to  bring  our  attention  to  the 
tremendous  dissatisfaction  of  some 
members  of  the  legislature  with  what 
they  perceived  as  the  medical  schools’ 
failure  to  meet  a public  need.” 

With  the  coalition  ready  to  pre- 
sent a plan  in  which  all  parties  are 
in  basic  agreement,  hopes  are 
high  for  a better  out- 
come in  1995. 


medical  schools;  severd  medical 
societies,  including  the  Texas 
Academy  of  Family  Physi- 
cians, the  Texas  Osteopathic- 
Medical  Association,  and 
TMA;  the  Texas  De- 
partment of  Health 
(TDH);  and  others. 

Attempts  to 
deal  with  the  pri- 
mary care  short- 
age during  the 
1993  legislative 
session  ended  in 
failure  after  months 
of  heated  debate  over  a plan 
that  medical  schools  found  unworkable. 

“In  the  last  session,  there  was  a bill  filed  that  would 
have  been  very  disruptive  to  medical  schools,”  said  James 


Wide-open  spaces 

The  primary  care 
physician  shortage 
in  Texas  is  well-doc- 
umented. There  are 
23  counties  in  the 
state  without  a pri- 
mary care  physi- 
cian and  26  with 
only  one  physician. 
The  shortage  is 
particularly  critical  in 
several  counties  along 
the  Texas-Mexico  bor- 
der, in  West  Texas,  and 
in  the  Panhandle.  It  is 
not  unusual  for  a single 
physician  to  be  the  only 
health-care  provider  within 
a 75-  to  100-mile  radius  in 
some  rural  areas  of  the  state. 

Adding  to  the  problem  in  Texas  (and  in  most 
of  the  rest  of  the  United  States)  is  the  rate  at  which 
medical  schools  are  graduating  physicians  planning  ca- 
reers in  primary  care  specialties. 

To  fill  the  need  for  primary  care  physicians,  it  is  esti- 
mated that  at  least  50%  of  all  medical  school  graduates 
should  be  trained  in  family  practice,  general  practice,  gen- 
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eral  internal  medicine,  pediatrics,  or 
ohstetrics/gynecology. 

However,  Eor  a variety  of  reasons, 
only  about  one  third  of  medical 
school  graduates  are  choosing  prima- 
ry care  specialties.  The  reasons  cited 
most  often  for  choosing  nonprimary 
care  specialties,  according  to  research, 
are  earnings,  prestige,  and  choice  of 
practice  location. 

The  committee’s  plan,  according 
to  Dr  Tenery,  attempts  to  address 
those  factors  as  well  as  others  keeping 
graduates  away  from  primary  care. 

“We  looked  at  a plan  that  would 
provide  a set  of  powerful  incentives  for 
medical  students  to  choose  primar)'  care 
careers  without  resorting  to  coercion  or 
quotas,”  said  Dr  Tenery.  “We  did  not 
want  to  take  away  anyone’s  right  to 
choose  his  or  her  own  career  path.” 

The  plan  comes  together 

Seeking  to  avoid  just  such  legislative 
mandates  that  could  force  medical 
schools  to  limit  the  number  of  non- 
primary care  graduation  slots,  the 
special  committee  arrived  at  a plan 
last  fall  that  contains  three  basic  rec- 
ommendations: 

• Increase  the  number  of  state-sup- 
ported primary  care  residency  po- 
sitions by  1 50. 

• Create  statewide  preceptor  pro- 
grams in  internal  medicine  and  pe- 
diatrics for  undergraduate  medical 
students. 

• Expand  the  existing  physician  edu- 
cation loan  repayment  program  to 
increase  the  number  served  from 
130  to  200  physicians  each  year. 


In  addition,  the  committee  en- 
dorsed two  other  programs:  the  Un- 
derserved Community-State  Match- 
ing Incentive  Program  for  Primary 
Care  Physicians,  administered  by  the 
Texas  Center  for  Rural  Health  Initia- 
tives, and  the  Texas  Health  Service 
Corps  for  Underserved  Areas,  under 
TDH.  It  also  endorsed  full  funding 
for  the  existing  Family  Practice  Resi- 
dency Training  Program,  currently  be- 
ing administered  by  the  Texas  Higher 
Education  Coordinating  Board. 

While  endorsing  those  programs  in 
its  final  report  as  a means  to  help  in- 
crease primary  care,  the  committee  ad- 
vised that  the  programs  were  best  ad- 
ministered by  their  current  agencies. 

The  committee  also  recommend- 
ed that  a full  report  be  developed  to 
serve  as  a sourcebook  for  legislators 
and  others  who  are  concerned  with 
the  primary  care  shortage. 

“It  is  critical  that  we  fund  more 
primary  care  residencies,”  Dr  Tenery 
said.  “Then,  once  residents’  training 
is  completed,  we  must  have  programs 
and  incentives  in  place  to  get  them 
to  set  up  and  run  primary  care  prac- 
tices in  Texas.” 

The  proposed  increase  in  the 
number  of  state-supported  primary 
care  residency  positions  would  be 
phased  in  over  a 5-year  period,  at  the 
rate  of  30  new  first-year  positions 
each  year,  with  funding  continued 
for  postgraduate  positions  for  sec- 
ond- and  third-year  training,  and  a 
fourth  year  for  obstetrics/gynecology. 
The  program  would  have  a 2-year 
cost  of  $ 1 .8  million. 

Statewide  preceptor  programs  in 
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internal  medicine  and  pediatrics 
would  be  modeled  after  a successful 
statewide  program  in  family  practice. 
The  cost  for  the  first  2 years  would 
be  $ 1 .2  million. 

In  expanding  the  loan  repayment 
program,  the  committee  would 
match  the  $9,000  per  year  for  up  to 
5 years  currently  given  to  eligible 
physicians  with  an  additional  $9,000 
for  up  to  5 years  in  federal  matching 
funds.  The  2-year  cost  of  the  pro- 
gram would  be  about  $1  million. 

The  total  cost  for  the  committee’s 
three  main  proposals  would  be  $4 
million  over  a 2-year  period. 

Follow  the  money 

The  special  committee  presented  its 
report  at  an  October  7,  1994,  hear- 
ing of  the  House  Appropriations 
Committee’s  Joint  Subcommittee  on 
Education  and  Health  and  Human 
Services.  The  Appropriations  Com- 
mittee told  TMA  that  all  recommen- 
dations for  funding  primary  care  ed- 
ucation must  be  budget  neutral. 

In  response,  the  special  commit- 
tee has  recommended  that  the  best 
source  of  support  for  the  programs 
in  the  1995—1996  budget  is  part  of 
the  annual  professional  fee  collected 
by  the  Texas  State  Board  of  Medical 
Examiners. 

According  to  TMA  Special  Com- 
mittee testimony  before  the  House 
Appropriations  Subcommittee,  the 
undedicated  portion  of  the  $200  an- 
nual fee  (collected  from  47,000 
physicians  each  year  in  addition  to 
their  license  renewal  fee)  would  raise 
about  $7  million  a year,  more  than 
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enough  to  kind  the  three  main  pro- 
posals at  $4  million  over  2 years. 

Currently,  25%  ol  the  annual  pro- 
lessional  lee  paid  by  physicians  is 
dedicated  to  the  Foundation  School 
Program  Fund,  while  the  balance  is 
deposited  in  the  state’s  general  lund 
with  no  restrictions. 

“We  certainly  haven’t  settled  the 
funding  issue,  but  we  have  outlined  a 
plan  that  we  believe  is  both  workable 
and  budget  neutral,”  Dr  Tenery  said. 
“Once  the  legislature  gets  going  on 
this,  we  may  have  to  look  at  some  al- 
ternatives, but  we  are  prepared  to  do 
that,  if  necessary.” 

The  special  committee  developed 
the  following  set  of  goals  under  which 
it  has  operated  during  formulation  of 
its  plan  and  which  it  will  continue  to 
espouse  during  the  process  of  usher- 
ing it  through  the  legislature: 

• Increasing  the  number  of  primary 
care  physicians  in  Texas. 

• Making  curriculum  changes  in 
Texas  medical  schools  to  encour- 
age student  selection  of  a primary 
care  career  and  to  expand  primary 
care  training  sites  in  community 
settings. 

• Protecting  practice  plan  income 
and  state  funding  of  Texas  medical 
schools,  teaching  hospitals,  and 
community-based  programs  to 
support  education  and  research. 

• Funding  a part  of  undergtaduate 
medical  school  expenses  for  stu- 
dents selecting  primaty  care  careers. 

• Providing  state  and  other  funding 
to  encourage  establishment  and 
maintenance  of  sufficient  num- 
bers of  primary  care  residencies. 


• Encouraging  primary  care  residents 
to  practice  in  Texas  by  defraying 
part  of  the  cost  of  setting  up  prima- 
ry care  practices,  particularly  in  rur- 
al and  underserved  areas. 

UT’s  Dr  Guckian  says  that  the 
1995  plan  enjoys  a major  advantage 
over  its  predecessor:  a solid  consensus. 

“The  TMA  committee  came  up 
with  a set  of  recommendations  that 
will  solve  the  problem  and  that  have 
a great  deal  of  support,”  he  said. 
“The  recommendations  are  support- 
ed by  the  Coordinating  Board,  the 
four  primary  care  professional  soci- 
eties, TDH,  the  osteopathic  medical 
society,  and  the  Texas  Association  of 
Public/Not-for-Profit  Hospitals,  to 
name  a few.” 

Dr  Tenery  agrees. 

“We  are  confident  that  we  have  a 
workable  plan  that  not  only  addresses 
the  needs  of  the  various  constituen- 
cies that  helped  put  it  together,  but  of 
those  legislators  who  have  an  increase 
in  primary  care  on  their  agenda,”  Dr 
Tenery  said.  “We  think  that  with  our 
plan,  everyone  wins.”  ★ 


Looking 
for  that 
perfect 
fit? 

you  Just  found  it  in  the 

Texas  Physician 
Placement  Service! 


Let  us  fit  the  pieces  together 
in  your  search  for  the 
right  physician  or 
practice  location  in  Texas. 

WE  OFFER: 

Free  service  for 
physician  applicants 

★ 

Low-cost  recruitment 

★ 

Computerized  data  bank 

★ 

All  specialties  accepted 

★ 

Fast,  personalized  service 

★ 

Urban  and  niral  placements 

★ 

Texas-based  matching  service 

CALL  US  TODAY  AT 
(800)  880-1300,  EXT.  1403 
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MARK  THE  DATE  « PLAN  YOUR  PARTICIPATION  « TELL  YOU8  FRIENDS  » GET  TOGETHER  A GROUP  'MAKE  YO^lP-^^i^SENCE  FELT  AT  THE  STATE  CAPITOL 


State  Capitol 
Guest  Quarters  Hotel 
TMA  Buildiug 

Wednesday,  March  29. 1995 


rian  to  participate  in  this 
critically  important  legislative 
event  for  members  of  TMA 
and  the  TMA  Alliance. 

Activities  include: 

• Health  Fair  in  the  newly- 
restored  Capitol  rotunda 

• Legislative  briefings  by  Kim 
Ross  and  other  TMA  Public 
Affairs  staff 

• Materials  on  status  of 
current  legislation 

• Visits  to  legislators  and 
aides,  morning  and  afternoon 

• Box  lunches  and  debriefing 
at  noon 

• Opportunities  for  CMS/CMSA[ 
planned  receptions  for  your 
legislators,  to  be  arranged 
on  an  individual  basis 

For  more  information: 

(800)  880-1300,  Ext.  1328 


TexasMedical 

Association 


TEXAS 

MEDICAL 

ASSOCIATION 

ALLIANCE 


• TELL  YOCR  FRIENDS  • 


IVfF.nirAI.  MALPRArTirR  INSIIRANCF 

Assuring  your  insurance  needs  are  satisfied  is  our  highest  priority. 

If  you  are  having  difficulty  obtaining  reasonably  priced 
medical  malpractice  insurance  due  to: 

Previous  Claims  Practice  Specialty 
License  Sanctions  Unusual  Circumstances 

Call  for  a no  obligation  consultation! 

1-800-757-1739 

* Physicians  & Surgeons  Professional  Liability  * 

* ER  Groups  * Outpatient  Surgery  Centers  * 

* Unique  Healthcare  Insurance  Requests  * 

* Multi  Specialty  Practices  * Hospitals  * 

ABELOW  INSURANCE  & FINANCIAL  SERVICES 
Mark  D.  Abelow,  AAI 

13034  North  Run  San  Antonio,  Texas,  78249  (210)  434-9813 

Securities  Offered  Through  Linsco  / Private  Ledger  Member  NASD/SIPC 


PRACTICE  FINANCING 


Available  for: 

• Leasehold  Improvements 

• Practice  Acquisitions,  E)(pansions,  Start-ups 

• $100,000+  with  no  Financials 


Woridng  Capital 
New  or  Used  Equipment 
Flexible  Payment  Programs 


MERICOM 


m LEASING,  INC. 

To  apply  or  request  information  contact  John  or  Ron 

713/680-8822 

800/477-LEASE 


Outcomes  measurement  and  practice  parameters 
are  a growing  part  of  medical  practice 


BY  Mark  Richardson,  Associate  Editor 
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/ the  pitched  political 

JL  f 1/  battle  earlier  this  year 
to  reform  the  American  system 
of  health-care  delivery,  the  terms 


“quality”  and  “accountability”  were 
part  ol  almost  every  plan  put  on  the 
table.  Specifically,  the  process  ol 
measuring  medical  outcomes  and 
developing  practice  parameters  or 
protocols  based  on  them  was  touted 
as  the  way  to  improve  the  quality  of 
care  while  accounting  lor  the  re- 
sources used  to  provide  that  care. 

Practice  parameters  or  protocols 
— spelling  out  how  physicians  are 
to  manage  particular  diseases  or 
perlorm  various  procedures  — are 
being  developed  at  a furious  pace 
by  medical  specialty  societies,  by 
government  agencies,  by  health- 
care corporations,  by  individual 
hospitals  and  clinics,  and  even  by 
insurance  companies  and  managed 
care  plans. 

For  example,  the  Agency  lor 
Health  Care  Policy  and  Research,  a 
branch  of  the  US  Public  Health 
Service,  has  issued  15  sets  of  clinical 
practice  guidelines  to  date,  ranging 
Irom  the  treatment  of  cancer  pain  to 
the  diagnosis  and  management  of 
unstable  angina.  A spokesman  said 
the  agency  plans  to  issue  at  least  six 
more  in  1 995. 

Driving  the  creation  and  use  ol 
practice  parameters  is  the  cost-cut- 
ting  pressure  put  on  hospitals  and 
clinics  by  insurance  companies, 
managed  care  plans,  purchasers  of 
health  insurance  such  as  employers, 
and  even  patients. 

But  most  physicians  agree  that  any 
viable  practice  protocol  must  have 
two  elements:  first,  it  must  be  physi- 
cian-driven, and,  second,  it  must  care- 


lully  balance  cutting  costs  with  deliv- 
ering high-quality  medicine. 

Outcomes  measurement  and  prac- 
tice parameters  are  not  without  their 
critics.  Many  physicians  fear  that  out- 
comes measurement  will  be  used  as  a 
tool  for  economic  credentialing, 
while  others  liken  written  practice 
protocols  to  “cookbook  medicine.” 

But  like  them  or  not,  experts  pre- 
dict that  outcomes  measurement 
and  practice  parameters  will  become 
a standard  part  ol  medical  practice 
by  the  turn  ol  the  century.  And 
that’s  why  physician  organizations 
say  it’s  important  to  get  involved 
now,  during  the  early  stages  of 
development. 

The  Texas  Medical  Association,  in 
conjunction  with  the  American 
Group  Practice  Association  (AGFA), 
will  participate  in  a national  Out- 
comes Measurement  Project  begin- 
ning in  1995.  Outcomes  will  be  mea- 
sured across  the  country  in  six  key 
areas:  total  hip  replacement,  total 
knee  replacement,  asthma,  diabetes, 
cataracts,  and  low  back  pain.  (See 
story  on  p 27.) 


Who  holds  the  ruler? 


As  MANAGED  CARE  GAINS  A 
higher  share  of  the  medical  markets 
across  Texas,  the  various  plans  will 
gain  more  leverage  to  demand 
accountability  Irom  the  physicians 
enrolled  in  them.  But  in  the  push  to 


analyze  outcomes,  determining  just 
what  (actors  to  study  has  been  a 
dilficult  problem. 

rhat’s  the  opinion  ol  Kermit 
Knudsen,  MI),  a gastroenterologist 
and  director  ol  outcomes  stitdies  lor 
Scott  & White  Hospital  and  Clinic 
in  Pemple,  one  ol  the  largest  group 
practices  in  the  country. 

“One  ol  the  challenges  we  lace 
with  outcomes  is  that  everybody 
defines  them  dillerently,”  Dr 
Knudsen  said,  noting  that  three 
basic  schools  of  outcomes  measure- 
ment have  emerged. 

“One  is  based  on  claims  data,” 
he  said.  “It  comes  primarily  oil 
insurance  billing  systems  and  mea- 
sures a very  crude  type  ol  outcome. 
It  really  doesn’t  measure  what  hap- 
pened to  the  patient.” 

A second  type  is  based  on  so- 
called  “process”  measures,  or  key 
indicators.  “These  are  the  types  ol 
outcomes  that  are  primarily  includ- 
ed in  accreditation  programs,”  he 
said,  adding  that  they  account  lor 
such  factors  as  return  visits  to  the 
operating  room,  unexpected  trips 
to  the  emergency  department,  or 
other  unanticipated  results. 

“There’s  nothing  wrong  with 
process  measures,  but  they  are  sim- 
ply that,  process  measures  — they 
don’t  really  define  outcomes  ol  the 
patient,”  he  said. 

The  third,  and  in  his  opinion  the 
most  preferable  method,  is  compre- 
hensive outcomes  measurement.  A 
past  president  ol  AGPA,  Dr 
Knudsen  worked  to  develop  a com- 
prehensive system  lor  the  organiza- 
tion’s Outcomes  Measurement 
Project,  in  which  TMA  will  partici- 
pate. I he  system  has  lour  parts: 

• Assessing  lunctional  health  status 
Irom  the  patient’s  point  ol  view. 
“We  use  a standard  lorm  devel- 
oped by  AGPA,”  he  said.  “1  he 
patients  complete  this  question- 
naire and  tell  us  how  they  are 


hinctioning  mentally  anti  physi- 
cally in  day-to-day  activities  and 
how  they  leel  about  their  health.” 

• Patient  satisfaction  with  the  doc- 
tor, hospital,  insurer,  and  most 
other  aspects  of  either  a single 
visit  or  episode  of  care.  “This 
also  comes  from  the  patient’s 
point  of  view,  not  ours,”  Dr 
Knudsen  said. 

• Clinical  indicators.  “What  hap- 
pens to  hlood  pressure,  choles- 
terol, hemoglobin  — whatever 
key  clinical  indicators  seem  to 
apply  to  a given  disease  or  condi- 
tion,” he  said. 

• Resource  consumption,  or  how 
much  it  cost.  “It  doesn’t  have  to 
be  measured  in  dollars  and 
cents,”  he  said.  “It  could  be  the 
number  ol  lab  tests,  EKGs,  and 
consultations,  but  it  defines  the 
resources  consumed  by  patients 
in  receiving  their  care.” 
According  to  Dr  Knudsen,  sur- 
veys that  only  measure  clinical  or 
economic  factors  often  miss  key 
information  on  whether  or  not  the 
patient’s  t|uality  of  life  was 
improved  by  a medical  procedure  or 
treatment  regimen. 

“Unless  you  can  accurately  mea- 
sure what  you  are  doing,  I think 
you’re  Hying  blind,”  he  said. 

While  not  yet  widespread  in 
Texas,  gathering  of  outcomes  mea- 
surements and  use  of  practice  para- 
meters are  on  the  rise,  particularly  in 


— but  not  limited  to  — the  larger 
cities  across  the  state. 


Data-driven  reforms 


As  BIG-CITY  MEDICAL  CLINICS 
go,  it  is  one  of  the  biggest.  Kelsey- 
Seybold’s  20  clinics  across  the  sprawl- 
ing Houston  metropolitan  area  handle 
more  than  800,000  patient  encounters 
each  year.  The  45-year-old  practice, 
with  headquarters  located  in  the  tow- 
ering twin  spires  of  St  Luke’s  Medical 
Complex,  employs  more  than  200 
physicians  and  1,500  other  people. 

Alfredo  Czerwinski,  MD,  a spe- 
cialist in  general  preventive  medi- 
cine and  corporate  medical  director 
for  Kelsey-Seybold,  is  a member  of 
the  AGFA  committee  that  devel- 
oped that  group’s  outcomes  studies 
guidelines.  He  says  outcomes  analy- 
sis has  made  a major  difference  in 
his  clinic’s  operation. 

“Our  goal  was,  essentially,  to  find 
out  what  works,”  he  said.  “We  didn’t 
know  whether  one  doctor’s  way  of 
installing  a hip  prosthesis  worked  bet- 
ter in  the  long  term  than  any  other’s.” 

He  says  Kelsey-Seybold,  like 
most  other  clinics  and  hospitals,  had 
observed  outcomes  in  the  past  in  a 
very  unscientific  way. 

“Each  doctor  treated  patients  in  his 
own  individual  way,  then  discharged 


them  and  sent  them  home,”  he  said. 
“Other  than  maybe  one  follow-up 
visit,  we  rarely  saw  them  again.  We 
had  no  idea  if  we  improved  their  qual- 
ity of  life,  left  it  the  same,  or  made  it 
worse  in  the  long  run.” 

Dr  Czerwinski  says  Kelsey- 
Seybold  began  its  outcomes  mea- 
surement in  1990,  shortly  after 
AGFA  issued  its  guidelines,  so  by 
1994,  it  has  developed  a rich  data- 
base from  which  to  analyze  out- 
comes and  put  them  into  practice. 

“We  now  have  practice  protocols 
in  place  throughout  all  our  clinic 
locations,”  he  said.  “Our  goal  is  to 
use  our  outcomes  measurement  to 
develop  a set  of  practice  protocols  so 
that  a patient  coming  into  any  of 
our  clinics  will  get  the  same  high- 
quality  treatment.” 

He  says  the  protocols  being 
developed  are  designed  to  be  used 
not  as  treatment  “cookbooks,”  but 
rather  as  quality  control  guidelines. 

“Our  physicians  always  have  the 
ability  to  decide  that  a certain  case 
differs  from  the  norm  and  to  use 
their  medical  judgment  to  pursue  a 
different  course  of  treatment,”  he 
said.  “But  since  our  protocols  were 
developed  by  the  physicians  who  are 
implementing  them,  we  find  that 
they  tend  to  sign  on  with  them.” 

He  also  notes  that  the  people 
paying  the  bills,  mostly  large 
employers,  are  demanding  to  know 
how  efficiently  their  health  funds 
are  being  handled,  and  outcomes 
measurement  is  one  way  to  show 
them  that  you  are  delivering  high- 
quality  care  in  an  efficient  manner. 


Big  cuts  in  a small  town 

Nacogdoches  is  150  miles 
north  of  Houston,  nestled  in  the 
pine  forests  of  East  Texas.  And,  it 
could  be  argued,  it  is  light  years  away 


didn’t  know  whether 
one  doctor’s  way  of 
installing  a hip  prosthesis 
worked  better  in  the  long  term 
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troni  the  glistening  steel-ainl-glass 
towers  of  tlie  lexas  Medieal  C'enter. 

Blit  the  staff  of  Nacogdoches 
Medieal  C'enter  have  achieved  in 
just  1 year  what  many  hig-city  hos- 
pitals, clinics,  and  practices  have 
not:  a significant,  demonstrahle  cut 
in  expenses  with  no  measurable 
drop  in  the  c|uality  of  care. 

The  almost  $1  million  in  cuts 
made  last  year,  for  which  the  lOO- 
hed  hospital  has  received  national 
attention,  came  through  the  use  of 
standard  practice  protocols  — or 
clinical  pathways  — developed  by 
the  hospital’s  medical  staff  and  others 
after  a careful  analysis  of  procedures 
and  technit|ues  being  used  in  the 
operating  room. 

“These  savings  were  not  some- 
thing that  any  one  part  of  the  hos- 
pital could  achieve  on  its  own,”  said 
Robert  Carroll,  Ml),  a family  prac- 
tice physician  on  the  medical  staff 
and  the  former  chairman  of  the 
d'MA  Hospital  Medical  Staff 
Section.  “We  managed  to  get  folks 
who  never  really  even  talked  to  each 
other  before  to  sit  down  together 
and  look  at  the  type  of  procedures 
they  were  using.  We  asked  them  to 
agree  on  ways  to  standardize  surgical 
procedures  and  painlessly  cut  costs 
in  a way  designed  to  maintain  or 
improve  quality.” 

Bryant  Krenek,  Jr,  is  executive 
director  of  the  facility,  which  is  one 
of  35  hospitals  in  the  American 
Medical  International  (AMI)  health- 
care chain.  (AMI  was  recently  pur- 
chased by  National  Medical  Enter- 
prises of  Santa  Monica,  Calif.)  Mr 
Krenek  says  a good  working  rela- 
tionship among  the  various  depart- 
ments involved  made  it  possible  to 
achieve  such  dramatic  cuts. 

A key  area  of  savings  — hip 
replacements  — illustrates  how  the 
hospital  worked  to  cut  its  costs. 

“Our  medical  records  people 
pulled  together  a lot  of  information 
on  each  orthopedic  surgeon’s  costs  for 


the  same  operation,”  he  said.  “The 
surgeons  met  and  analyzed  the  data, 
and  made  decisions  on  which  meth- 
od and  which  type  of  prosthesis  could 
be  used  to  provide  high-quality  care 
and  still  bring  the  costs  down.” 

The  cost-cutting  advantages 
included  the  need  to  stock  only  one 
set  of  supplies  for  the  operation,  as 
well  as  the  need  to  train  staff  in  only 
one  type  of  procedure.  Mr  Krenek 
says  there  has  been  a high  level  of 
cooperation  from  the  surgeons, 
which  he  attributes  to  the  fact  that 
the  surgeons  themselves  developed 
the  protocols.  He  doubts  he  could 
have  achieved  that  cooperation  had 
the  hospital  simply  handed  down  a 
set  of  guidelines  and  ordered  the 
surgeons  to  follow  them. 

“Some  people  call  this  ‘cookbook 
medicine,’”  he  said,  “but  we  found 


that  the  surgeons  are  a lot  more  like- 
ly to  follow  directions  if  they  had  a 
part  in  putting  together  the  recipe.” 

Mr  Krenek  says  the  hospital  staff 
will  continue  to  develop  more  clini- 
cal pathways  for  its  staff,  although 
future  cost  savings  may  not  be  as 
dramatic  as  last  year’s.  He  points  out, 
however,  that  if  every  hospital  the 
size  of  his  was  able  to  cut  $1  million, 
that  would  cut  close  to  $1  billion 
from  the  nation’s  health-care  bills. 

The  cuts,  according  to  Mr 
Krenek,  have  not  yet  begun  to  pay 
off  for  the  Nacogdoches  hospital. 

“We  don’t  have  any  managed 
care  here  yet,”  he  said.  “So  for  now, 
all  this  is  coming  off  my  bottom 
line.  But  we  know  it’s  coming  in  the 
next  few  years,  and  when  those 
plans  compare  us  to  the  hospital  on 
the  other  side  of  town,  we  think 


TMA  to  participate  in  outcomes  project 

The  Texas  Medical  Association  has  agreed  to  participate  in  the 
American  Group  Practice  Association’s  (AGPA)  Outcomes  Measure- 
ment Project,  beginning  in  1995. 

“We  believe  that  because  outcomes  measurement  will  be  important 
to  every  physician’s  practice  in  the  future,  it  is  imperative  that  TMA  par- 
ticipate now,”  said  Josie  R.  Williams,  MD,  of  Paris,  a member  of  TMA’s 
recently  created  Outcomes  Steering  Committee. 

“TMA’s  participation  will  allow  physicians  to  take  the  initiative  in 
developing  an  outcomes  program.  Since  outcomes  measurement  is 
happening  now  and  will  continue  to  happen,  it’s  best  that  it  be  physi- 
cian-driven,” she  said. 

In  the  first  6 months  of  the  project,  about  six  practices  will  be  selected 
to  participate  in  the  project.  They  will  track  at  least  one  of  the  six  AGPA 
disease  categories  being  studied  nationwide:  low  back  pain,  diabetes,  asth- 
ma, total  knee  replacement,  total  hip  replacement,  and  cataracts. 

According  to  Mike  Dabbs,  TMA  director  of  quality  assurance  and 
utilization  review,  the  TMA  program  will  be  expanded  to  include  more 
practices  and  other  diagnoses  after  the  initial  6-month  study.  The  Out- 
comes Steering  Committee  will  coordinate  the  program  and  will  deter- 
mine methodologies  for  collecting  and  reporting  outcomes  information.  - 

TMA  participation  is  made  possible  by  a grant  from  the  Texas  Med- 
ical Foundation.  For  more  information  about  the  TMA  Outcomes  Mea- 
surement Project,  call  Mr  Dabbs  at  (800)  880-1300,  ext  1400,  or  (512) 
370-1400. 
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and  use  what 
us  do  things  better.” 


hope  to  be  able  to 
understand  the  data 
we  learn  to  help 


we’re  going  to  get  their  business  by 
showing  we  are  delivering  quality 
care  at  a good  price.” 


Voices  of  dissent 


Despite  the  early  success 
of  outcomes  measurement  programs 
and  the  resultant  practice  protocols, 
many  Texas  physicians  warn  of  their 
potential  dangers. 

According  to  John  P.  Coughlin, 
MD,  a urologist  who  is  president  of 
the  San  Angelo  Medical  Center, 
there  is  a certain  amount  of  incom- 
patibility in  using  scientific  means 
to  measure  the  art  of  medicine. 

“If  you  are  going  to  apply  the  cri- 
teria of  scientific  analysis  to  an  art 
form,  you  may  not  be  using  the  right 
ruler,”  he  said.  “And  let’s  be  honest, 
the  reason  for  these  studies  is  eco- 
nomic, not  scientific.  If  you  are  truly 
doing  something  for  a reason  that 
you  are  not  admitting  to,  then  you 
are  likely  to  have  a flawed  study.” 

Dr  Coughlin  says  outcomes 
measurement  isn’t  able  to  accurately 
account  for  many  variables  in  the 
doctor-patient  relationship. 

“You  have  patient  input  para- 
meters, doctor  input  parameters, 
the  liaison  relationship  between 
doctor  and  patient,  home  situation 
parameters,  and  more,”  he  said. 
“There  also  is  the  personality 
profile  of  a practice,  and  you  have 


to  put  that  into  outcome  parame- 
ters. All  of  us  in  medicine  have  seen 
a doctor  who  has  horrendous 
results  with  ‘perfect’  technique,  as 
well  as  those  who  have  fantastic 
results  with  techniques  we  may 
think  are  not  so  good. 

“Obviously,  there  are  other  factors 
besides  what  it  is  that  you  are  doing 
and  how  you  are  doing  it,”  he  said. 

Dr  Coughlin  also  fears  the  loss  of 
good  medical  judgment  on  the  part 
of  highly  trained  physicians. 

“A  physician  may  look  at  out- 
comes results  and  say,  ‘All  right,  if  I 
do  this,  this,  and  this.  I’m  safe,’”  Dr 
Coughlin  said.  “Then  his  intuitive- 
ness is  going  to  be  lost.  He  will  be 
afraid  to  use  his  judgment  in  dealing 
with  individual  patients  because  he 
will  be  subject  to  severe  criticism  — 
not  because  he  was  not  successful, 
but  because  he  went  outside  the  reg- 
imented program.” 


Will  they  keep 
batting  averages? 


With  the  increasing  use 
of  computers,  it  is  now  possible  to 
document  a much  wider  scope  of 
medical  data  than  ever  before.  If  sta- 
tistics become  an  important  long-term 
measure  of  quality,  would  posting 
“batting  averages”  for  hospitals,  clin- 
ics, or  individual  physicians  be  good, 
bad,  or  perhaps  just  misleading? 


Kelsey-Seybold’s  Dr  Czerwinski 
says  that  as  a result  of  instituting 
protocols  in  his  clinic,  his  physicians 
are  practicing  better  medicine.  But 
he  admits  it  took  a great  deal  of 
patience  in  helping  physicians  over- 
come their  fears  about  gathering 
data  and  agree  to  formulate  the 
standard  procedures. 

“We  had  some  people  who  re- 
sented the  notion,  which  was  inac- 
curate, that  we  were  going  to  post 
their  ‘report  cards’  on  a bulletin 
board  for  everyone  to  see,”  Dr  Czer- 
winski said.  “It  was  not  always  a 
smooth  road,  but  we  have  been 
very  pleased  with  the  results,  and 
we  see  these  studies  as  a major  part 
of  our  operations  in  the  future.” 

He  says  it  is  important  not  only 
that  outcomes  measurement  is  done, 
but  that  it  is  done  by  physicians. 

“The  worst  possible  situation 
would  be  to  have  an  insurance 
company  or  managed  care  plan 
hand  us  a set  of  rules  to  follow  that 
we  were  not  involved  in  develop- 
ing,” he  said.  “That  would  ensure 
that  the  parameters  were  designed 
strictly  to  cut  costs  and  not  neces- 
sarily to  improve  patient  care.” 

Scott  & White’s  Dr  Knudsen 
says  there  is  always  the  danger  that 
statistical  analysis  can  be  misinter- 
preted, misleading,  or  misused. 

“Outcomes  measurement  is  a 
very  inexact  science  at  this  time,”  he 
said.  “Some  people,  primarily  the 
insurance  companies,  have  oversold 
the  concept  that  we  can  develop  a 
‘report  card’  by  gathering  and  ana- 
lyzing this  data.” 

He  said  the  best  use  for  such 
information  is  by  the  people  who 
generate  it,  the  practicing  physi- 
cians. “We  hope  to  be  able  to  under- 
stand the  data  and  use  what  we  learn 
to  help  us  do  things  better.”  ★ 


TEXAS  MEDICINE  ★ DECEMBER  1994 


MG/5000-419  3696  © Siemens  Medical  Systems,  Inc  1994 


SIEMENS 


The  revolutionary  open  design  and  high  image  quality 
of  the  MAGNETOM®  Open  MRI  scanner  offer 
significant  benefits  for  patients,  medical  professionals 
and  healthcare  decision-makers. 


The  MAGNETOM  Open. 


• Increased  patient  comfort. 

• The  ability  to  scan  a wider  array  of  patients. 

• A full  range  of  clinical  capabilities. 

• Affordably  priced. 


Opening  New  Discussions  About  MRI. 


Call  today  for  more  information  about  the 
MAGNETOM  Open,  and  the  new  open  approach  to  MRI. 

1-800-480-OPEN,  request  department  DD4 


Siemens  Medical  Systems,  Inc. 

186  Wood  Ave.  South,  Iselin,  NJ  08830 
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Commentary 

Risky  business 

Financial  incentives  in  managed  eare  warrant  regulation 

Bv  Bernard  D.  Hirsh,  JD 


hile  organized  medicine  concentrates 
its  lobbying  efforts  on  tort  reform  and 
releasing  physicians  from  the  bondage 
of  antitrust  laws,  managed  care  organi- 
zations continue  wielding  untoward  pressure  on  physi- 
cians to  limit  medical  services.  One  managed  care  strategy 
that  clearly  warrants  regulation  is  the  development  of  in- 
centive pay  systems  to  reward  individual  physicians  who 
use  health-care  resources  parsimoniously  and  to  penalize 
those  who  don’t.  Another  is  failure  to  adequately  inform 
patients  when  health  plans  have  financial  incentives  to  re- 
duce use  and  restrict  referrals,  or  when  plans  have  finan- 
cial ties  to  drug  manufacturers. 

While  such  strategies  may  cut  costs  in  the  short 
term  by  curbing  the  use  ol  specialists,  high-tech 
treatments,  certain  tests,  and  higher-cost 
drugs,  the  potential  for  harming  patients 
by  denying  necessary  services 
could  result  in  dire  financial 
consequences  in  the  long  run. 

None  oL  the  health-system 
reform  bills  presented  to  the 
l()3rd  Congress  included  provi 
sions  for  regulating  these 
questionable  cost-cutting 
strategies.  As  the  I04th 
Congress  prepares  to  con- 
vene, organized  medicine 
should  focus  efforts  on  pro- 
tecting the  rights  of  its  pa- 
tients and  the  integrity  of 
its  profession  by  regulat- 
ing these  practices. 


Bernard  I ) . Hirsh,  J D , ivith  Wildman,  Hamid,  Allen  & 
Dixon  in  Chicago,  III,  is  former  general  counsel  of  the  American  Medical 
Association. 


Risks  of  individual  incentives 

In  capitation  payment  systems,  man- 
aged care  plans  generally  retain  10% 
to  20%  of  a primary  care  physician’s 
pay,  holding  it  for  an  annual  distribu- 
tion that  is  subject  to  deductions. 
Some  plans  calculate  the  amount  re- 
turned to  physicians  by  comparing 
individual  physician  costs  to  group 
average  costs.  Physicians  who  incur 
higher-than-average  costs,  even  for 
medically  justifiable  reasons,  risk  los- 
ing their  withholdings. 

Such  financial  incentives  not  only 
restrict  medical  decision-making  but 
also  provide  a strong  incentive  to 
skimp  on  patient  care. 

Congress  acknowledged  the  risks  of 
these  payment  systems  when  it  passed  a 
aw  protecting  Medicare  patients  from 
them.  The  1990  Medicare  amend- 
ment placed  the  following  restric- 
tions on  any  prepaid  plan  that  con- 
tracts with  the  Health  Care 
Financing  Administration 
(HCFA)  to  enroll  Medicare 
beneficiaries: 

1.  No  specific  payment  may 
be  made  under  a physician 
incentive  plan  as  an  induce- 
ment to  reduce  or  limit  med- 
ically necessary  services  to  a 
specific  individual  enrolled 
in  a prepaid  health  care 
plan.  Accordingly,  a physi- 
cian may  not  be  the  recipient 
of  financial  incentive  payments 
based  upon  being  parsimonious 
with  the  care  provided  to  the  physi- 
cian’s own  patients.  He  or  she,  however,  may  share  in 
financial  incentives  for  a group  of  physicians. 
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2.  IL  the  physician  incentive  plan 
creates  a substantial  Hnancial  risk 
Lor  a physician  or  physician 
group,  the  plan  must  provide 
stop-loss  protection  and  periodi- 
cally survev  enrollees  to  ensure  ad- 
equate access  and  quality  oL  care. 

3.  Prepaid  plans  that  contract  with 
HCFA  are  required  to  provide  the 
Secretary  oL  Health  and  Human 
Services  with  suLficient  informa- 
tion periodically  to  determine 
compliance  with  these  rules.  Or- 
ganizations found  in  violation  of 
these  rules  face  civil  money  hues 
of  up  to  $25,000  and  suspension 
from  the  Medicare  program  (1 ). 

Clearly,  individual  physician  in- 
centive regulations  should  extend  to 
protect  everyone  enrolled  in  man- 
aged care  plans,  not  just  Medicare 
patients  and  their  physicians. 

Group  incentives  sanctioned 

Congress  enacted  the  1990  Medicare 
amendment  partly  in  response  to  a 
1989  Annual  Report  by  the  Physician 
Payment  Review  Commission,  a 
group  that  considered  whether  physi- 
cian incentive  payments  adversely  af- 
fect the  quality  of  patient  care.  The 
commission  recommended  incentive 
systems  based  on  group  rather  than  in- 
dividual cost  performance  and  recom- 
mended limiting  the  total  risk  physi- 
cians assume  in  such  arrangements. 

In  the  1993  edition  of  its  Policy 
Compendium,  the  American  Medical 
Association  concurred  with  the  com- 
mission’s recommendations: 


When  risk  sharing  arrangements 
are  relied  upon  to  deter  excess  uti- 
lization, physician  incentive  pay- 
ments should  he  based  on  perfor- 
mance of  groups  of  physicians 
rather  than  individual  physicians, 
and  should  not  be  based  on  per- 
formance over  short  periods  of 
time  (2). 

AMA  did  not  object  to  encourag- 
ing physician  cost-consciousness 
through  group  incentives,  but  it  did 
object  to  individual  incentives  that 
could  corrupt  medical  decision-mak- 
ing. Considering  that  Medicare  law 
already  addresses  this  issue,  lobbying 
for  equal  protection  for  other  patients 
and  physicians  should  be  pursued. 

Physicians  carry  disclosure  burden 

AMA  addressed  patient  disclosure  is- 
sues at  its  1988  Interim  Meetings, 
where  the  Council  on  Ethical  and  Ju- 
dicial Affairs  reported  to  the  House 
of  Delegates  that  it  is  unethical  to  in- 
tentionally limit  utilization  of  needed 
medical  services  to  the  detriment  of  a 
patient  for  the  physician’s  own  profit. 
The  council  further  reported  that  if  a 
third  party  limits  a patient’s  access  to 
necessary  medical  services  contrary  to 
standard  medical  practice,  the  physi- 
cian should  so  inform  the  patient 
and  protest  the  limitation. 

The  council  also  said  conflicts  be- 
tween physician  and  patient  interests 
must  be  resolved  in  favor  of  the  pa- 
tient. Five  years  later,  AMA  adopted 
this  policy: 

Any  hnancial  arrangements  that 
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may  tend  to  limit  the  services  of- 
fered to  patients,  or  contractual 
provisions  that  may  restrict  refer- 
ral or  treatment  options,  should 
be  fully  disclosed  to  prospective 
enrollees  by  plans  utilizing  such 
arrangements. 

Physicians  must  disclose  any 
hnancial  inducements  or  contrac- 
tual agreements  that  may  tend  to 
limit  the  diagnostic  and  therapeu- 
tic alternatives  that  are  offered  to 
patients  or  restrict  referral  or 
treatment  options.  Physicians  may 
satisfy  their  disclosure  obligations 
by  assuring  that  the  managed  care 
plan  makes  adequate  disclosure  to 
patients  enrolled  in  the  plan. 
Physicians  must  also  inform  their 
patients  of  medically  appropriate 
treatment  options  regardless  of 
their  cost  or  the  extent  of  their 
coverage  (2). 

Conflict  of  interest 

Any  physician  who  makes  a practice 
of  informing  patients  that  their  plan 
limits  access  to  necessary  medical  ser- 
vices — and  protests  such  limitations 
— is  at  risk  of  being  terminated  by 
the  managed  care  organization.  Plac- 
ing the  ultimate  disclosure  burden 
solely  upon  physicians  rather  than 
managed  care  plans  creates  a conhict 
of  interest  for  physicians.  Therefore, 
a statute  requiring  managed  care 
plans  to  adequately  inform  patients 
of  their  incentive  systems  should  be 
included  in  any  future  health-system 
reform  legislation. 

Physicians  and  patients  need  this 
protection  in  an  environment  where 
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managed  care  plans  compete  by  cut- 
ting health-care  services  and  physi- 
cian compensation. 

Drug-prescribing  influences 

Another  financially  motivated  man- 
aged care  strategy  that  warrants  regu- 
lation concerns  the  relationship  be- 
tween managed  care  organizations 
and  the  pharmaceutical  industry. 
Like  incentive  plans  that  pressure 
physicians  to  limit  services,  attempts 
to  influence  physicians’  prescribing 
decisions  for  purely  financial  reasons 
threaten  to  compromise  patient  care. 


• SmithKline  Beecham  PLC,  the 
world’s  third-largest  drug  compa- 
ny, made  its  debut  in  the  managed 
care  health  business  by  acquiring 
Diversified  Pharmaceutical  Ser- 
vices, Inc,  a subsidiary  ol  Minneso- 
ta-based United  Healthcare  Corp, 
for  $2.3  billion.  Diversified  Phar- 
maceutical manages  prescription 
drug  benefits  lor  1 1 million  people 
in  the  United  States. 

• Caremark  International,  Inc,  en- 
tered into  a contractual  arrange- 
ment with  Bristol-Myers,  Rhone 
Poulenc,  and  Pfizer  under  which  it 


drugs  rather  than  comparable  drugs 
made  by  competitors.  The  perceived 
conflict  is  whether  patient  or  drug 
company  interests  are  paramount. 

Looking  to  the  future 

Managed  care  organizations  are  pro- 
ceeding at  a rapid  pace  in  billion-dol- 
lar  acquisitions,  mergers,  and  al- 
liances. This  concentration  of  power 
in  managed  care  forces  survivors  to 
compete  much  like  industrial  giants 
— by  applying  price-cutting  pres- 
sures upon  their  suppliers.  Physicians 
are  the  suppliers;  they  are  the  chief 


Attempts  to  influence  physicians  prescribing  decisions  for 
purely  financial  reasons  threaten  to  compromise  patient  care. 


Managed  care  buyers  now  control 
more  than  50%  ol  the  market  for 
prescription  drug  sales  in  the  United 
States.  In  recent  years,  managed  care 
organizations  have  developed  power- 
ful tools  to  influence  physicians’  pre- 
scribing decisions  toward  lower  cost 
drugs  and  to  extract  discounts  from 
drug  makers. 

Pharmaceutical  companies  have 
responded  by  outbidding  each  other 
with  ever-steeper  discounts.  However, 
drug  companies  are  developing  strate- 
gies to  strengthen  their  negotiating 
power  with  managed  care  buyers. 
One  strategy  is  to  buy  the  managed 
care  customer.  Here  are  a few  exam- 
ples of  how  drug  companies  are  link- 
ing up  with  managed  care  partners: 


will  share  its  drug-use  data  and  re- 
ceive discounts  on  drugs  used  in 
Caremark’s  pharmacy  manage- 
ment program.  Caremark  covers 
12  million  people. 

• Pfizer  announced  a similar  deal 
with  Value  Health,  Inc,  that  covers 
5 million  people.  The  largest  com- 
petitor in  the  field  is  Medco  Con- 
tainment Services,  with  13  million 
people,  which  was  acquired  last 
year  by  Merck  & Co. 

Acquisitions  and  alliances  give  drug 
manufacturers  more  influence  over 
their  product  market  and  blunt  down- 
ward pressure  on  drug  prices.  A drug 
company  that  owns  a pharmacy  benefit 
manager  wants  clients  to  choose  its 


product  marketed  by  managed  care 
organizations. 

Originally,  managed  care  plans  re- 
lied upon  capitation  to  control  the 
cost  of  physician  services.  But  within 
the  last  10  years,  there  has  been  a 
sharp  upward  trend  in  financial  in- 
centive plans  that  make  physicians 
more  fiscally  dependent  upon  their 
recovery  from  withholdings.  Unless 
appropriate  legislation  is  enacted  to 
regulate  financial  incentives,  managed 
care  organizations  will  increasingly 
use  this  tool  to  control  costs  and  un- 
derprice their  competitors. 

In  addition  to  tort  reform  and  an- 
titrust relief,  organized  medicine 
should  seek  provisions  in  health-care 
legislation  to  include: 
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• I'he  prohibition  oL  specific  pay- 
ment under  any  plan  to  a physi- 
cian as  an  inducement  to  reduce 
or  limit  the  treatment  of  his  or 
her  patients; 

• Formal  disclosure  statements  to 
prospective  enrollees  concerning 
financial  incentives  that  limit  or 
restrict  choice  of  services,  refer- 
rals, and  the  prescribing  of  drugs; 

• Stop-loss  protection  in  the  case  of 
an  incentive  plan  that  places  a 
physician  or  physician  group  at 
substantial  financial  risk;  and 

• Periodic  surveys  of  enrollees  to 
ensure  adet]uate  access  and  quality 
of  care. 

As  managed  care  companies  grow 
and  become  more  competitive,  their  ef- 
forts to  conserve  health-care  resources 
will  increase.  Without  legislative  limita- 
tions, the  unrestrained  use  of  financial 
incentives  could  result  in  a sharp  de- 
cline in  the  quality  of  patient  care  and 
a rise  in  malpractice  litigation. 

References 

1.  Medicare  law  in  42  USC  §1393mm 
(1)(8)(A). 

2.  Policy  Compendium.  Chicago,  111:  Ameri- 
can Medical  Association:  1993;  285.998: 
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Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Sennces,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W'e  are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Abe^eN 

For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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The  Complete 

Workers’ 

Compensation 


Gnide 


Tlie  Complete  Workers’  Compensation  Guide  for  Texas  Physicians 
explains  irhat  you  need  to  know  in  treating  injured  workers. 


This  new  TMA  guide  can  help  you  avoid  legal  problems, 
work  effectively  with  carriers,  and  get  paid  more  promptly. 
Some  examples: 


✓ How  to  file  reports  - If  you  are  the  “treating  doctor,” 
you  bear  the  brunt  of  responsibility  for  filing  reports  with 
the  Texas  Workers’  Compensation  Commission  (TWCC). 
This  guide  outlines  which  fonns  must  be  filed  with  whom 
by  when.  Plus  you  get  samples  of  all  forms  that  you  can 
reproduce  and  use. 


✓ How  to  bill  for  services  - By  law,  you  are  paid  according 
to  the  TWCC  Medical  Fee  Gu  ideline.  Here  you  learn  how 
much  to  charge,  when  to  submit  bills,  and  how  to  fill  out 
the  claim  form. 


✓ What  to  do  in  special  situations  - TWCC  requires  that 
you  certify  a patient’s  “maximum  medical  improvement” 
and  that  you  obtain  pre-authorization  before  providing 
specific  tyties  of  seiwices.  This  guide  explains  the  process. 


✓ How  to  comply  with  the  new  regulations  for  spinal  surgery 
that  will  be  effective  Nov.  1,  1994  - Here  you  find  out  about 
choosing  from  the  “sublist”  of  second  opinion  surgeons, 
infonuing  a patient  about  options,  and  avoiding  delays. 


^ The  Complete  Workers’  Compensation  Gu 
for  Texas  Physicians  is  printed  in  a sturdy  3-rii 
binder  for  every  day  usage  and  easy  access. 


^ A special  section  has  been  reserved  to  ins( 
complete  1995  Medical  Fee  Guideline.  To  be 
shipped  to  your  office,  when  available. 


✓ How  to  resolve  disputes  - The  most  common  problem 
physicians  face  is  reduced  payments.  This  guide  tells  you 
how  to  deal  with  carriers  and  fourth-party  reviewers,  which 
issues  to  contest,  and  how  to  use  the  appeals  process. 


Price 


TMA  Member  $99 

TMA  Member  Special  Introductory  Price  .$89 
Non  Member  $149 


YES.  Please  send  me: 

■ The  Complete  Workers’  Compensation 
Guide  for  Texas  Physicians 

3 Easy  Ways  to  Order 

By  Mail:  Mail  check  or  credit  card  information  with 
order  form  lO; 

TMA  Puhlications 
401  West  15th  Street 
Austin.  TX  78701-1680 

By  Phone:  catt  <8oo)  sso-isoo  Ext.  1421  or 
(512)  370-1421  With  your  ViSA  or  MasterCard  number. 

By  FaX:  fax  to  (512)  370-1632  With  your  order  form 
and  VISA  or  MasterCard  number 


Name  

Practice  Name 

Practice  Address 

City Zip 

Phone  ( ) 

Fax  ( ) 


Payment:  □ Check  (made  payable  to  TMA)  □ Visa  □ Mastercard 

Card  # 

Cardholder Expiration  Date 

Signature 


P"  Tex 
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Profile 


Donald  Rathbun,  MD 

Clnnb  'nig  uioiinta  ’nis,  recapturing  falkni  stars 

Bi  i ii  c;RAl)l)^ 


Donald  Rathbun,  MD,  carries  two  sets  ot 
business  cards:  one  for  his  medical  practice 
and  one  that  reads  “Meteorite  Recovery, 
El  Paso. ’’  If  he  wanted  to  save  paper,  he 
could  carry  just  one  card,  but  it  would  have  to  read 
“Medicine  man  and  adventurer  extraordinaire.” 


Not  only  does  he  practice  neurology  and  track  down 
pieces  of  other  planets,  he  has  climbed  parnvay  up  Mount 
Everest  — in  a group  that  included  former  FBI  Director 
William  Sessions  — and  has  joined  in  the  search  for  miss- 
ing remnants  of  the  body  of  Pancho  Villa,  the  Mexican 
revolutionary  assassinated  in  1923. 

Dan  Cooke,  who  hikes  with  Dr  Rathbun  in  the 
Franklin  Mountains  most  Saturdays,  compares  him  to 
movie  adventurer  Crocodile  Dundee. 

“You  remember  how  Dundee  seemed  like  an  unbeliev- 
able type  character,  but  then  he  would  actually  do  some- 
thing unbelievable,”  Mr  Cooke  recalled,  “and  you’d  think, 
'Maybe  all  that  other  stuff  is  true,  too!”’ 

La  cabeza  de  Villa 

Until  his  assassination  in  1923,  Pancho  Villa  had  served 
as  a sort  of  Robin  Hood  for  the  Mexican  people;  even  to- 
day his  mythos  continues  to  captivate  that  country, 
spilling  over  into  neighboring  South  I'exas.  Phe  disap- 
pearance of  his  skull  from  his  crypt  in  1926  did  nothing 
to  diminish  the  legend. 

O 

As  a member  of  the  Wednesday  Group,  which  Tlie 
Neiv  Yorker  magazine  called  “the  intelligentsia  of  El  Paso, 
Texas,”  Dr  Rathbun  has  joined  Pablo  Bush  Romero,  con- 
sidered the  Mexican  Jacques  Cousteau,  in  searching  for 
the  missino;  skull. 

1 heir  quest  began  when  Bush  Romero  stumbled  across 
a possible  lead.  A passage  in  an  obscure  book  told  of  an 
American  soldier  of  fortune  who,  for  $25,000,  stole  the 
skull  at  the  behest  of  the  Yale  Skull  and  Bones  Society. 


Beth  Graddv,  based  in  New  York,  NY,  is  a former  associate  editor 
of  Texas  Medicine. 


Fifteen  male  Yale  seniors  are  selected 
each  year  to  join  the  myth-shrouded 
society  of  elite  Easterners.  Former 
President  George  Bush  is  a member, 
as  was  his  father,  Prescott  Bush. 

Members  of  the  Wednesday  Croup 
believe  Villa’s  skull  rests  in  the  soci- 
ety’s “tomb,”  a sandstone  monolith  in 
the  center  of  the  Yale  University  cam- 
pus. They  also  contend  that  the  society’s  actions  amount  to 
an  international  incident  between  the  United  States  and 
Mexico,  a notion  that  gains  strength  from  the  former  presi- 
dent’s membership  — and  that  worried  Dr  Rathbun  dur- 
ing the  1988  Republican  National  Convention. 

“Because  I’m  a Bush  enthusiast,  I was  worried  that  this 
was  going  to  become  a big  controversy,”  he  said.  “I  never 
understood  why  [Democratic  candidate  Michael]  Dukakis 
didn’t  make  a fuss  about  it.  He  could  have  made  hay  out 
of  the  fact  that  Bush  was  a member  of  a Yale  secret  society 
that  collected  heads  and  that  his  father  had  done  the  same 
thing.  He  could  have  hurt  Bush  more  with  Pancho  Villa’s 
head  than  Bush  hurt  him  with  the  Pledge  of  Allegiance. 
The  only  thing  I can  think  of  is  that  there  must  have  been 
Democrats  who  were  members  of  Skull  and  Bones  and 
who  prevented  Dukakis  from  bringing  this  up.” 

The  Wednesday  Croup  has  proved  zealous  in  seeking 
its  particular  Grail,  attempting  to  sue  Yale  and  the  society, 
as  well  as  petitioning  the  university’s  president.  Dr  Rath- 
bun himself  has  written  more  than  200  letters,  including 
one  to  the  American  Medical  Association  asking  whether 
the  organization’s  archives  might  have  information  on 
Villa’s  head  injuries. 

“Because  his  avocations  demand  as  much  time  as  his 
vocation,”  The  New  Yorker  sa\(1  of  Dr  Rathbun  in  a 1989 
article,  “it  is  convenient  coincidence  that  his  medical  spe- 
cialty is  neurologv  and  that  the  missing  part  of  Pancho 
Villa  is  the  skull.” 

Stones  from  the  sky 

Some  observers  scoff  at  the  Wednesday  Group’s  effort,  inti- 
mating that  anyone  devoting  so  much  time  to  hnding  a 
missing  cranium  must  have  rocks  in  his  head,  d hat's  close 
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Donald  Rathhun,  MD,  of  El  Paso,  displays  a meteorite  he  found  in  this  desert  area  at  the  base  of  the 
F?-ankliu  Mountains. 


in  the  case  of  Dr  Rathbun:  He  has 
stones  on  his  mind. 

T he  physician  will  talk  at  length 
about  his  greatest  pursuit  outside  of 
medicine  — collecting  and  studying 
meteorites.  In  college,  Dr  Rathbun 
studied  geology  intensely  for  3 years 
before  switching  to  pre-med,  and  he 
carried  his  love  of  rocks  into  the  dec- 
oration of  his  office. 

As  a result,  patients  and  friends 
from  time  to  time  give  him  rocks  as 
tokens  of  their  appreciation.  He  re- 
members clearly  one  patient  whose 
gift  sent  him  in  search  of  falling  stars. 

“From  Chihuahua,  Mexico,  came 
a patient,  a middle-age  man  who  had 


had  epilepsy  all  his  life,”  Dr  Rathbun 
explains.  “1  was  the  hrst  person  who 
ever  got  him  under  control.  He 
brought  me  a gift  of  a rock.  I said, 
‘What  is  this?’  And  the  patient  spoke 
a Spanish  word  that  means  ‘a  stone 
that  falls  from  the  sky.’” 

Based  on  what  he  had  learned  at 
The  University  of  Texas  at  El  Paso, 
once  known  as  the  Texas  College  of 
Mines  and  Metallurgy,  he  suspected 
the  rock  was  a meteorite. 

“I  was  intrigued  by  the  fact  that 
1 had  a piece  of  a planet  in  my 
hand,”  Dr  Rathbun  remembered. 
“So  I said,  ‘I’ve  got  to  learn  some 
more  about  this.’” 


In  his  quest  for  knowledge,  he  be- 
gan collecting  books,  articles,  and 
pamphlets  on  meteorites,  eventually 
accumulating  enough  for  his  own 
specialized  library.  “I  have  almost 
everything  that’s  written  in  the  Eng- 
lish language  on  meteorites,”  he  said. 

After  collecting  information,  the 
next  step  was  gathering  the  mete- 
orites themselves.  A constant  reader, 
he  happened  to  see  a classified  ad  in  a 
national  magazine,  placed  by  a doc- 
tor’s widow  who  wanted  to  sell  her 
husband’s  rock  collection. 

“I  called  her,  and  she  had  nine 
meteorites  that  he’d  bought,”  he  said. 
“She  sent  them  to  me  in  a cigar  box, 
and  I think  I paid  $175  for  the  nine 
of  them,  and  now  they’re  worth 
about  $3,000  probably.  That  was  sort 
of  the  beginning  of  my  collection.” 

He  began  lecturing  on  meteorites 
to  the  Department  of  Geology  at 
Texas  A&M  while  gradually  accumu- 
lating more  meteorites.  “They  some- 
times bring  20  or  24  students  out 
here  for  field  trips,”  he  said. 

That  Dr  Rathbun  has  become  a ge- 
ology teacher  of  sorts  does  not  surprise 
Mr  Cooke,  who  learned  about  fossil 
and  rock  identification  from  him.  “He’s 
the  kind  of  person  who  likes  to  be  able 
to  share  lots  of  his  experiences.” 

And  on  a clear  night,  Mr  Cooke 
says,  on  Transmountain  Road,  you 
might  see  Dr  Rathbun  watching  for 
meteor  showers. 

“Whenever  I see  a falling  star,  I 
immediately  call  and  tell  him  which 
way  it  was  going,”  Mr  Cooke  said.  “I 
think  that’s  his  goal,  to  recapture  a 
falling  star.”  ★ 
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TMA  conference  to  explore 
impact  of  managed  care 

The  r a p 1 i:)  g r c')  \x'  r h g i- 
managed  care  is  one  oi  several 
trencis  responsible  ior  changing 
medicine’s  environment.  Those 
trends  will  be  the  iocus  of  “Manag- 
ing New  Dimensions,  ” the  Texas 
Medical  Association’s  1993  Winter 
Leadership  Conierence  to  be  held 
Saturday,  February  25,  at  the  StouL 
ier  Renaissance  Austin  Fdotel. 

State  and  national  leaders  in  the 
Helds  oi  medicine,  government,  and 
the  law  will  address  the  conierence. 
All  TMA  members  are  encouraged  to 
attend.  Registration  is  free  for  TMA 
members  and  invited  guests,  and 
$100  for  nonmember  physicians. 

TMA  committee,  council,  board, 
and  section  meetings  will  be  held  Feb- 
ruary 23-26  in  Austin  in  conjunction 
with  the  leadership  conference. 

Details  on  the  conference  will  be 
given  in  an  upcoming  issue  of  this 
magazine. 

Texas  Medicine  honored  for 
publication  excellence 

Texas  Medicine  received 
two  APEX  ’94  Awards  of  Excel- 
lence in  an  international  competi- 
tion sponsored  by  the  editors  of 
Communications  Concepts,  Inc.  The 
magazine  was  honored  for  overall  ex- 
cellence in  editorial  content  and 
graphic  design  among  nonprofit  mag- 
azines and  journals. 


Managing  F'efitor  Jean  Pietrobono 
and  A.ssociate  Ifditor  Beth  Graddy  also 
received  an  Award  of  Excellence  in  fea- 
ture writing  for  the  article  “ Fexas 
physicians  on  the  nursing  home  front,” 
which  appeared  in  the  October  1993 
issue  of  the  magazine  (pp  34-45). 

Commentary 

SAFE  questions  can  save  lives 

By  Bernard  W.  Palmer,  MD 


WHEN  GIVING  TALKS  TO 
physician  groups  across  the 
United  States,  Robert  E.  (“Dr 
Bob”)  McAfee,  MD,  presi- 
dent of  the  American  Medical  Asso- 
ciation, tells  a story  about  meeting 
the  founder  of  a women’s  shelter. 

“I  understand  you  treat  battered 
women,”  said  Dr  McAfee. 

“And  so  do  you,”  replied  the 
founder. 

Dr  McAfee  tells  his  audience, 
“My  education  about  domestic  vio- 
lence began  at  that  instant”  ( 1 ). 

From  Bill  Clinton’s  father  to  O.J. 
Simpson,  Ametica  is  talking  about 
wife  beating  and  other  forms  of  do- 
mestic violence  more  than  ever  before. 

The  statistics  are  mind-boggling: 
Each  year  in  the  United  States,  1,400 


women  are  killed  by  their  husbands, 
ex-husbands,  or  boyfriends;  each 
year,  2 million  women  are  beaten,  1 
every  16  seconds  (2).  Fhirty-seven 
percent  of  obstetric  patients  are 
abused  while  pregnant  (3).  In  San 
Antonio,  where  1 live,  the  police  de- 
partment made  32,1  56  domestic  vio- 
lence calls  in  1993  (4). 

Sadly,  more  than  40%  of  the 
women  who  present  to  clinicians 
with  abuse-related  injuries  have 
sought  help  more  than  six  times  be- 
fore the  victimization  history  under- 
lying the  injuries  was  identified  (5). 

The  battering  cycle  of  abuse  has 
three  stages:  first,  escalating  tension; 
second,  explosion  of  violence;  and 
third,  contrition  and  forgiveness  (6). 
One  of  the  battered  woman’s  best 
hopes  of  breaking  that  cycle  is  inter- 
vention by  a knowledgeable  and 
compassionate  physician.  So  what 
can  be  done  to  help? 

Physicians  must  first  of  all  un- 
derstand the  mindset  of  the  battered 
victim.  Shame,  terror,  ambivalence, 
guilt,  abysmally  low  self-esteem, 
and  whatever  hope  remains  all 
contribute  to  intense  denial  and 
reluctance  to  acknowledge  that  help 
is  needed. 

To  overcome  that  reluctance, 
physicians  need  a reliable  method  of 
identifying  victims  of  domestic  vio- 
lence that  will  not  offend  patients 
who  appear,  correctly  or  incorrectly, 
to  have  been  battered. 


Bernard  W.  Palmer,  MD,  a Sati  An- 
tonio otolayjngologist,  is  speaker  of  tlte  Texas 
Medical  Association  House  of  Delegates. 
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File  Claims 
Electronically 


• to  multiple  carriers  and  benefit  programs 
• through  one  clearinghouse 
• at  no  cost  to  you 

For  more  inrormation  on  how  the  Texas  Health  Information  Network™ 
can  simplify  your  oIFice  administration  and  save  you  money,  call 

The  Helpline 
(214)  766-5480 


'f  E X A S 

HEALTH 

1 N Ft) W M Ad'ION  N F/f WO W K’“ 


Adiiiiiiiiili'ivd  by  Blue  Cross  and  Blue  Sliicid  of  Texas,  Inc. 
l''lidorsed  by  the  Texas  Medieal  Association  and  the  Texas  llus|jilal  Association 


EmCare  Physician  Staffing  Services  (EPSS) 
is  a physician  staffing  company  that 
provides  the  following  services: 

• Locum  Tenens 

• Permanent  Placement 

• Low  Volume/Acuity  ED  Practice 
Management 

• Radiology  Department  Practice 
Management 


For  more  information, 
please  call: 

800/535-9535 


1717  Main  St.  • Suite  5200  • Dallas,  TX  75201 
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One  approach  I have  found  to  be 
accurate,  timesaving,  and  respectful  to 
my  patients  is  based  on  the  SAFE  ques- 
tions offered  by  Mary  Louise  Ashur, 
MD,  in  a May  1993  issue  of  The  Jour- 
nal of  the  American  Medical  Association 
(8).  Dr  Ashur’s  questions  are  patterned 
after  the  CAGE  questionnaire  used  to 
diagnose  alcoholism  (7). 

Because  the  questions  focus  on 
the  patient’s  safety,  the  physician  is 
likely  to  adopt  a non  judgmental 
tone.  And  the  victim  very  quickly 
learns  that  her  problem  is  under- 
stood and  help  is  available.  The 
SAFE  questions  are: 

S:  Stress/Safety:  What  stress  do  you 
experience  in  your  relationships? 
Do  you  feel  safe  in  your  marriage? 
Should  I be  concerned  for  your 
safety? 

A:  Afraid/Abused:  Have  there  been 
situations  in  your  relationship 
when  you  have  felt  afraid?  Has 
your  partner  ever  threatened  or 
abused  you  or  one  of  your  chil- 
dren? Has  your  partner  ever  forced 
you  to  engage  in  sex  that  you  did 
not  want?  What  happens  when  you 
and  your  partner  disagree? 

F:  Friends/Family:  Are  your  friends 
aware  that  you  have  been  hurt?  Do 
your  parents  or  siblings  know 
about  the  abuse?  Do  you  think  you 
could  tell  them,  and  do  you  think 
they  would  give  you  support? 

E:  Emergency  Plan:  Do  you  have  a safe 
place  to  go  and  the  resources  you 
and  your  children  would  need  in  an 
emergency?  Would  you  like  help  in 
locating  a shelter?  Would  you  like 
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to  talk  to  me  or  a social  worker  to 

develop  an  emergency  plan?  (8) 

By  simply  asking  these  questions, 
you  diminish  the  victim's  isolation, 
locus  her  attention  on  her  saletv  and 
the  saletv  ol  her  children,  and  inlorm 
her  about  community  resources. 

1 am  lortunate  to  live  in  a large 
metropolitan  area  where  community 
resources  are  available  to  help  victims 
ol  abuse.  So  alter  ascertaining  with  the 
SAFE  questions  that  there  is  abuse,  1 
say,  “Would  you  be  willing  to  talk  to  a 
volunteer  who  understands  vour  leel- 
ings  and  can  explain  the  assistance  that 
can  be  made  available  to  you?  ’ 

1 have  yet  to  be  relused.  Patients 
commonly  talk  to  the  volunteer  lor 
30-60  minutes  (in  an  unused,  private 
treatment  room).  Not  uncommonly, 
a very  solicitous  and  increasingly  anx- 
ious “significant  other”  is  waiting  in 
the  reception  room.  ’Fypically,  the  pa- 
tient says,  “Please  don’t  tell  him  what 
we’ve  talked  about.” 

Occasionally,  1 get  a highly  gratify- 
ing lollow-up  report  on  my  modest  in- 
terventions. However,  once  the  sutures 
have  been  removed,  I seldom  see  a pa- 
tient again,  and  I can  only  hope  the 
name  and  telephone  number  I have 
provided  will  be  remembered  when 
the  violence  becomes  severe  enough.  I 
can  hope  the  victim’s  maternal  concern 
lor  her  children  will  overcome  brain- 
washing, shame,  and  intimidation. 
Perhaps  the  battering  relationship  will 
be  ended  by  another  call  to  women’s 
shelter  volunteers,  by  another  physi- 
cian, by  the  police,  or  by  a concerned 
Iriend  or  relative. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hyciroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon»  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''•3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  I ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT 
PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 
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Tenafly,  New  Jersey  07670 
(201)-569-8502 
1 -800-237-9083 


In  30  years  of  general  otolaryngolo- 
gy, I have  seen  lots  of  broken  noses, 
beaten  laces,  ruptured  ear  drums,  and 
bruised  throats.  For  many  years,  I usu- 
ally accepted  the  stories:  “We  were  just 
playing.”  “He  didn’t  mean  to  hit  me.” 
“A  car  door  hit  me.”  “I  fell  down  the 
stairs  (or  in  the  bathtub).”  Occasional- 
ly, I would  say,  “Is  there  anything  else 
you  want  to  tell  me?  Can  I do  any- 
thing else  to  help  you?” 

Now  1 realize  that  because  of  my 
own  denial  and  ignorance,  my  con- 
cern and  good  intentions  were  woeful- 
ly inadequate.  Am  1 getting  smarter, 
or  are  the  times  we  live  in  changing? 
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75  Years  Ago  in  Texas  Medicine 

December  1919 

A Wholesome,  Happy  and  Merry  Christmas  is  the /oz/r- 
zzrt/j'besr  wish  tor  the  season,  for  its  readers  and  the  friends  of  organized 
medicine  and  the  public  health.  This  greeting  in  varied  form  has  come 
to  us  so  many  times  in  the  past  that  it  is  in  danger  ot  losing  its  meaning 
and  purpose.  We  should  pause  tor  awhile  and  take  stock  ot  our  sentiment 
betore  the  onset  ot  the  Christmas  season  and  see  it  we  cannot  tune  ourselves 
to  the  occasion. 

In  years  gone  by,  when  civilization  was  not  so  complex  and  entertainment 
so  intricate,  the  people  were  wont  to  relax  and  give  expression  to  their  joy 
through  a general  spirit  ot  merriment.  Aside  trom  the  religious  cast  of  the  occa- 
sion the  prevailing  spirit  was  that  ot  merriment. 

There  has  been  a gradual,  and  largely  an  unwholesome  change  in  senti- 
ment in  recent  years.  It  seems  that  the  principal  purpose  ot  the  season  has 
been  to  exchange  more  or  less  satistactory  gifts  and  other  favors.  There  is 
no  objection  to  this,  ot  course,  provided  the  Christmas  spirit  goes  with  it 
and  the  purpose  ot  the  gitt  or  the  favor  is  to  bring  joy  or  comtort  or  in 
some  manner  is  conducive  to  the  creation  ot  the  Holiday  spirit  and  expres- 
sive ot  the  goodwill  which  should  exist  between  all  mankind. 

This  is  the  first  Christmas  many  ot  our  readers  who  were  in  the  army 
have  spent  at  home  since  the  cessation  ot  hostilities.  Many  ot  us  spent  the 
previous  Christmas  in  a toreign  land  and  did  our  very  best  to  surround 
ourselves  with  the  Christmas  spirit,  with  varying  degrees  of  success,  no 
doubt.  How  we  missed  the  home  tolks  and  our  usual  Christmas  experi- 
ences! Now  is  the  time  to  realize  the  ambition  ot  that  occasion. 

Those  ot  us  who  have  children  ot  our  own  will  find  it  much  easier  to 
get  in  line  than  those  who  have  none.  For  these  we  would  recommend 
membership  in  some  “Good  Fellows”  club  and  the  distribution  ot  good 
cheer  among  those  children  who  otherwise  go  unprovided  for.  Surely  we 
know  where  they  are  it  any  one  knows,  and  their  happiness  is  necessary  to 
our  tull  enjoyment  this  season. 

Let  us  go  torth,  theretore,  tor  these  tew  days,  dispensing  good  cheer, 
both  material  and  spiritual,  wholesomely  and  merrily  happy. 


(Texas  State  Journal  of  Medicine.  1919;15[8]:269) 
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Available  evidence  shows  that  the 
hejiefits  of  wnti)ie  oxytocic  administra- 
tion in  the  third  stage  of  labor  far  out- 
weigh the  potential  risks.  In  1990,  T.R 
Haskett,  MD,  reviewed  the  routine  use 
of  oxytocic  drugs  by  Canadian  obstetri- 
cians in  the  management  of  the  third 
stage  of  labor.  With  Dr  Hasketts  per- 
mission, we  sent  a similar  question- 
naire to  1 500  obstetricians  in  Texas: 
WOO  practiced  in  urban  areas  and 
500  practiced  in  rural  areas  of  the 
state.  Ninety-four  percent  of  Texas  ob- 
stetricians answering  the  survey  used 
oxytocics  routinely  in  managing  the 
third  stage  of  labor.  However,  only 
14.9%  administered  the  oxytocics  be- 
fore delivery  of  the  placenta,  in  con- 
trast to  92. 1 % who  gave  oxytocics  afier 
the  delivery  of  the  placenta.  Oxytocin 
was  the  chosen  oxytocic  drug  for  rou- 
tine third-stage  management  (95%)  as 
well  as  for  postpartum  hemorrhage 
(73.3%).  Of  the  physicians  surveyed, 
55. 9%  used  1 5-methyl  prostaglandin 
F2a  (Hemabate)  to  treat  postpartum 
hemorrhage  refi-actory  to  other  drugs 
within  the  past  year.  Of  the  respon- 
dents, l4.3%o  had  managed  acute 
uterine  inversion  during  the  past  year. 
Thus,  Texas  obstetricians  use  Oxytocin 
routinely  in  the  management  of  the 
third  stage  of  labor,  but  few  are  con- 
verted to  active  management. 


From  the  Department  of  Obstetrics  and 
Gynecology,  Tarrant  County  Hospital 
District,  John  Peter  Smith  F^ospital,  Fort 
Worth,  Fex.  Send  reprint  requests  to  Dr 
Phillips,  Department  of  Obstetrics  and 
Gynecology,  John  Peter  Smith  Hospital, 
ISOO  S Main  St,  Fort  Worth,  FX  76104. 
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Management  of  the  third  stage  of  labor: 
a survey  of  practice  among  Texas  obstetricians 

Cynthia  A.  Phii.i.ips,  MD 
Robert  A.  Kinch,  MBBS,  FRCS(C) 


IN  1990,  T.F.  Baskett, 
MD,  sent  out  a questionnaire  to 
all  active  members  of  the  Society 
of  Obstetricians  and  Gynecology  oJ 
Canada  asking  about  their  manage- 
ment ol  the  third  stage  oJ  labor  (1). 
Subsequently,  we  used  the  same 
questionnaire  and  published  a com- 
parison between  the  practice  of 
Canadian  obstetricians  and  that  of 
obstetricians  practicing  in  Texas  (2). 

Dr  Baskett  defined  active  manage- 
ment of  the  third  stage  of  labor  as 
administering  an  oxytocin  at  delivery 
of  the  fetus  and  before  delivery  of  the 
placenta.  The  major  conclusion  of 
his  paper  germane  to  this  report, 
summarized  in  Table  1,  showed  that 
52.1%  of  Canadian  obstetricians 
practiced  the  active  management  of 
the  third  stage  of  labor  (1). 

The  purpose  of  this  report  is 
threefold:  first,  to  express  gratitude 
to  those  obstetricians  who  replied  to 
the  questionnaire  and  to  answer  and 
inform  those  who  had  requested  a 
copy  of  the  results;  second,  to  deter- 
mine the  percentage  of  obstetricians 
in  Texas  who  use  active  manage- 
ment of  the  third  stage  of  labor;  and 
third,  to  use  the  results  of  the  ques- 


tionnaire as  a background  for  con- 
ducting the  appropriate  clinical  trial 
to  convince  a greater  number  of  ob- 
stetricians and  family  practitioners 
practicing  obstetrics  of  the  advan- 
tage of  active  management  of  the 
third  stage  of  labor.  We  hypothe- 
sized that  the  questionnaire  would 
show  that  a minority  of  obstetricians 
in  Texas  practice  the  active  manage- 
ment of  the  third  stage  of  labor. 

MATERIALS  AND  METHODS 

In  September  1990,  Dr  Baskett  sent 
a questionnaire  to  all  active  members 
of  the  Society  of  Obstetricians  and 
Gynecologists  practicing  in  Canada 
(1).  The  questionnaire  requested  in- 
formation regarding  the  routine 
management  of  the  third  stage  of  la- 
bor and  postpartum  hemorrhage,  in- 
cluding the  type  of  oxytocics  used, 
timing,  and  route  of  administration. 
With  Dr  Basketr’s  permission,  we 
sent  a similar  questionnaire  to  1500 
physicians  practicing  obstetrics  in  the 
state  of  Texas. 

The  questionnaire  was  returned 
by  534  obstetricians  (a  35.6%  re- 
sponse rate).  The  questionnaire  was 


Uible  I.  Canadian  obstetricians'  routine  use  of  oxytocic  drug  in  management  of  third  stage  of  labor.* 


No.  {%)  of  Obstetricians 


Before  delivery  of  the  placenta  only  108  ( .31 .8) 

After  delivery  of  the  placenta  only  129  ( 37.9) 

Both  before  and  after  delivery  of  the  placenta  69  ( 20.3) 

No  oxytocic  34  ( 10.0) 

Total  340(100.0) 

*From  Reference  1 . 

TEXAS  MEDICINE  ★ DECEMBER  19  9 4 


RESULTS 


rahlc  2.  Texas  Dhstetrieians'  rmiline  use  ol  oxytueie  lirug  in  nianaj;ement  ol  ihiul  stage  ol  labor. 


No.  (%)  ol 

1 ( fbstelricians 

Bctoiv  dcliwrv  of  tlic  pl.iuuTU.i  only 

9 

(2.7) 

Atiur  duli\’ur\’  ol  the  pl.icciu.i  only 

263 

(79.9) 

Both  Before  .iiid  .ifter  delivery  of  lire  pl.reent.i 

40 

(12.2) 

No  oxytocic 

17 

(T2) 

Total 

329  ( 

100.0) 

Table  3-  Texas  obstetricians’  choice  of  oxytocic  drug 

for  routine  management  of  third  stage  of  labor. 

tdxytocin 

Ergonovine 

1 3-methyl 

PGF2  alpha 

No.  (%) 

No.  (%) 

No.  (%) 

Before  delivery  of  the  placenta  47  (92.2) 

4 (7.8) 

0 (0.0) 

After  delivery  of  the  placenta  295  (97.0) 

9 (3.0) 

0 (0.0) 

PGF2  = prostaglandin  T2 

Table  4.  Route  of  oxytocic  drug  administration  used  by  Texas  obstetricians  in  routine  manage- 
ment of  third  stage  of  labor. 

Intramuscular  I 

Injection 

nrravcnoLis 

Bolus 

Intravenous 

Infusion 

No.  (%)  of  Obstetricians  No.  (%)  of  Obstetricians 

No.  (%)  of  Obstetricians 

Before  delivery 

of  the  placenta  4 (7.8) 

9 (17.6) 

38  (74.5) 

After  delivery 

of  the  placenta  7 (2.3) 

9 (3.0) 

288  (94.7) 

returned  complete  by  329  physicians 
(a  21.9%  response  rate).  These  prac- 
titioners were  asked  about  routine 
use  of  oxytocics  during  the  manage- 
ment of  the  third  stage  of  labor,  in- 
cluding the  use  of  oxytocics  before 
and/or  alter  the  delivery  of  the  pla- 
centa, the  choice  ol  oxytocic  used, 
and  the  route  ol  administration  ol 
the  oxytocic  drugs.  T hey  also  were 
asked  about  their  choice  of  oxytocic 
drug  for  the  treatment  ol  postpartum 
hemorrhage  due  to  uterine  atony  and 


about  the  use  ol  1 5-methyl 
prostaglandin  F2a  during  the  past 
year  lor  management  of  postpartum 
hemorrhage  refractory  to  other 
drugs.  We  asked  also  about  involve- 
ment in  cases  of  acute  uterine  inver- 
sion during  the  past  year. 

As  this  is  merely  a report  ol  the  re- 
sult of  answers  to  specific  questions 
in  the  questionnaire,  no  clinical  de- 
tails have  been  included.  For  the 
same  reason,  no  detailed  statistical 
analysis  has  been  attempted. 


Most  Texas  obstetricians  (92.1%)  an- 
swering the  survey  use  oxytocics  rou- 
tinely alter  the  delivery  ol  the  placen- 
ta. Only  14.9%  use  oxytocics  before 
delivery  ol  the  placenta,  and  5.2% 
use  no  oxytocics  (Table  2).  Of  the 
physicians  who  used  oxytocic  drugs, 
the  overwhelming  majority  chose 
Oxytocin,  both  before  and  alter  the 
delivery  ol  the  placenta  (92.2%  and 
97%,  respectively,  Fable  3). 

When  asked  which  route  of  ad- 
ministration was  chosen  (intramus- 
cular injection,  intravenous  bolus,  or 
intravenous  infusion),  respondents 
indicated  that  intravenous  infusion 
was  the  mode  ol  delivery  used  most 
often  (Table  4).  Most  (250  ol  the 
329  responding)  obstetricians  limited 
the  administration  ol  Oxytocin  to  af- 
ter the  delivery  ol  the  placenta.  All 
but  7 ol  these  gave  the  drug  as  an  in- 
travenous infusion.  Before  the  deliv- 
ery ol  the  placenta,  the  oxytocin  was 
administered  by  intramuscular  injec- 
tion by  one  doctor,  by  intravenous 
bolus  by  three  doctors,  and  by  intra- 
venous infusion  by  three  doctors. 
One  obstetrician  gave  an  oxytocin 
intramuscularly  before  delivery  ol  the 
placenta  and  gave  an  intravenous  bo- 
lus following  delivery  of  the  placenta. 
One  obstetrician  administered  er- 
gonovine  intramuscularly  before  de- 
livery ol  the  placenta;  another  gave  it 
as  an  intravenous  bolus  after  delivery. 
Thirty-two  obstetricians  gave  an  in- 
travenous infusion  ol  Pitocin  before 
and  alter  delivery  ol  the  placenta. 
One  practitioner  gave  an  intravenous 
bolus  before  and  after  delivery  ol  the 
placenta.  Two  administered  an  intra- 
venous infusion  ol  ergonovine. 
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Table  5.  First  oxytocic  used  by  Texas  obstetricians  tor  postpartum  hemorrhage  due  to  uterine  atony. 


No.  (%)  of  Obstetricians 

Pitocin 

241  (73.3) 

Ergonovine  or  similar  drug 

78  (23.7) 

IS-methyl  prostaglandin 

10  (3.0) 

Total 

329  (100.0) 

Table  6.  Use  ot  1 h-methyl  prostaglandin  by 
I'exas  obstetricians  during  the  past  year. 


No  (%)  of  Obstetricians 

Yes 

184  ( 55.9) 

No 

145  ( 44.1) 

Total 

329  (100.0) 

Oxytocin,  chosen  by  73.3%  of 
the  practitioners,  was  also  the  initial 
drug  of  choice  for  the  management 
of  postpartum  hemorrhage  due  to 
uterine  atony.  An  ergot  derivative 
was  chosen  by  23.7%,  and  only  3% 
chose  15-methyl  prostaglandin  F2a 
(Hemabate)  (Table  5). 

Of  the  obstetricians  surveyed, 
55.9%  have  used  15-methyl 
prostaglandin  F2a  within  the  past 
year  for  postpartum  hemorrhage  re- 
fractory to  other  drugs  (Table  6).  Of 
interest,  14.3%  of  obstetricians  an- 
swering the  survey  had  managed  a 
case  of  acute  uterine  inversion  during 
the  past  year. 

DISCUSSION 

Since  the  use  of  oxytocic  drugs  began 
approximately  50  years  ago,  risk  ver- 
sus benefit  of  their  use  during  the 
third  stage  of  labor  has  remained  con- 
troversial. Evidence  from  controlled 
trials  shows  clearly  that  active  man- 
agement of  the  thitd  stage  of  labor  is 
preferred  over  physiological  manage- 
ment for  decreasing  the  incidence  of 
postpartum  hemorrhage  (3-5).  Be- 
cause it  is  impossible  to  predict  a rise 
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in  plasma  concentration  of  endoge- 
nous oxytocin,  all  patients  should  be 
managed  with  oxytocics  during  the 
third  stage  of  labor  (6). 

Of  obstetricians  answering  the 
survey,  94.8%  use  oxytocics  routinely 
to  manage  the  third  stage  of  labor. 
However,  only  14.9%  use  oxytocics 
before  delivery  of  the  placenta.  Ac- 
tive management  of  the  third  stage  of 
labor  requires  delivery  of  oxytocics 
before  delivery  of  the  placenta.  The 
nonuse  of  active  management  by  the 
obstetricians  surveyed  may  reveal  a 
need  to  change  trends  in  obstetrical 
practice  to  reflect  evidence  demon- 
strated in  controlled  trials. 

A concern  about  using  Oxytocin 
prior  to  delivery  of  the  placenta  is  the 
risk  of  a trapped  placenta.  Fear  of 
this  complication  may  be  obviated  by 
the  intramuscular  delivery  of  Oxy- 
tocin, intended  to  allow  slower  con- 
tractile action  on  the  myometrium 
and,  thereby,  to  prevent  acute 
“clamping  down”  (7).  Sorbe,  in  his 
study  comparing  the  active  manage- 
ment of  the  third  stage  of  labor  with 
pitocin,  ergometrine,  or  a control 
group  with  no  oxytocics,  states  that 
“partial  retention  or  trapping  of  the 
placenta,  or  both,  was  significantly 
more  frequent  among  women  in  the 
ergometrine  group  than  the  other  2 
groups”  (8). 

The  fear  that  the  risks  of  oxytocic 
administration  outweigh  the  benefits 
may  be  assuaged  by  the  findings  that 
the  benefits  of  the  use  of  Oxytocin, 
with  a shorter  half-life  and  less  risk  of 
retained  placenta  and  hypertensive 
side  effects  than  ergot  derivatives,  cer- 
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tainly  outweigh  the  risks  (5,9).  Of  the 
obstetricians  answering  this  survey, 
Oxytocin  was  the  drug  of  choice; 
94.6%  used  Oxytocin  and  5.4%  used 
an  ergot  derivative.  The  primary  mode 
of  delivery  was  intravenous  infusion  of 
Oxytocin,  by  74.5%  of  those  adminis- 
tering it  before  the  delivery  of  the  pla- 
centa and  by  94.7%  of  those  who  gave 
oxytocics  after  delivery  of  the  placen- 
ta. Intravenous  infusion  is  preferred 
both  to  avoid  the  hypotensive  effects 
of  an  intravenous  bolus  and  to  pro- 
long the  effects  of  Oxytocin,  which, 
due  to  its  short  half-life,  may  allow 
uterine  atony  if  not  administered  in 
continuous  infusion. 

In  the  event  of  atonic  postpartum 
hemorrhage  refractory  to  other  drugs, 
the  intramyometrial  or  intramuscular 
administration  of  15-methyl  pros- 
taglandin F2a  is  recommended  (10). 
At  cesarean  section,  the  preferred 
route  is  intramyometrial.  Intramy- 
ometrial injection  offers  definite  ad- 
vantages; after  vaginal  delivery,  this 
drug  may  be  administered  either 
through  the  abdominal  wall  or  intra- 
cervically.  Under  these  circumstances 
the  drug  works  almost  instantaneous- 
ly. OI  the  obstetricians  answering  the 
survey,  55.9%  had  used  Hemabate. 

Our  survey  shows  that  Texas  ob- 
stetricians use  oxytocics  routinely 
during  the  third  stage  of  labor,  with 
only  14.9%  of  those  surveyed  using 
oxytocics  before  the  delivery  of  the 
placenta.  Oxytocin  is  the  drug  of 
choice  for  managing  the  third  stage 
of  labor  as  well  as  for  managing  post- 
partum hemorrhage. 

Management  of  the  third  stage  of 
labor  by  Texas  obstetricians  reflects 
the  more  conservative  teachings  of 
major  US  textbooks  (11-13).  Of  the 


six  papers  passing  the  eriteria  of  ex- 
eellenee  in  the  reeent  niera-analysis 
bv  Preneliville  (4),  none  eaine  hoin 
American  sources.  Hven  tliough  ac- 
tive management  is  still  controver- 
sial, we  have  subicient  evidence  to 
consider  using  this  time-honored  ap- 
proach. As  Donald  advised  28  years 
ago,  “Beware,  therefore,  of  inertia  — 
not  only  in  the  uterus,  but  in  the  at- 
tendant” (7). 
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Tlie  purpose  of  this  study  was  to  docu- 
ment the  change  in  prevalence  ofhu- 
nian  ininiunodeficiency  virus  (HIV) 
infection  among  sexually  active  mi}ior- 
ity  teens  at  a primary  and  reproductive 
teen  health  clinic.  Both  new  and  cur- 
rent patients  were  sampled  in  a 
seroprevalence  study  in  1988  and 
again  in  1992. 

None  of  the  1200  adolescents  sam- 
pled were  seropositive  for  HIV  in 
1988.  Nine  of  the  1085  adolescents 
sampled  were  seropositive  in  1 992. 

Five  of  these  9 teens  reported  heterosex- 
ual contact  only  as  a potential  risk  fac- 
tor. Six  of  these  9 teens  were  not  in 
school.  These  results  suggest  that  HIV 
infection  is  increasing  among  Texas  ur- 
ban teens.  Because  current  education 
programs  do  not  appear  to  be  prevent- 
ing viral  spread,  new,  focused  interven- 
tion must  be  initiated  for  teenagers.  In 
particular,  an  effective  acquired  im- 
munodeficiency syndrome  prevention 
program  for  out-of-school  youth  is 
needed  urgently. 


Drs  Snabes  and  Smith,  Baylor  College  of 
Medicine,  Houston,  Tex;  and  Dr  Weinman, 
University  of  Houston  Graduate  School  of 
Social  Work,  I lotiston,  Tex.  Send  reprint 
requests  to  Dr  Smith,  Professor  and  Director, 
keen  Health  Clinic,  Department  of  Obstet- 
rics/Gynecology, Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030. 
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Prevalence  of  HIV  seropositivity  among 
inner-city  adolescents  in  1988  and  1992 


Michael  C.  Snabes,  MD,  PhD 
Maxine  L.  Weinman,  DrPH 
Peggy  B.  Smuii,  PhD 

As  o E October  1 993, 
the  federal  Centers  for  Dis- 
ease Control  and  Prevention 
(CDC)  reported  1412  cases  of  ac- 
quired immunodeficiency  syndrome 
(AIDS)  among  adolescents  aged  13 
through  19.  This  was  nearly  twice 
the  number  reported  only  2 years 
earlier.  Blacks  an  d H ispanics  ac- 
counted for  half  of  the  male  cases 
and  two  thirds  of  the  female  cases. 
Heterosexual  contact  accounted  for 
62%  of  the  female  cases,  up  from  4% 
in  1992.  Females  had  the  highest 
rates  of  HIV  infection  in  sexually 
transmitted  disease  clinics,  correc- 
tional facilities,  and  adolescent  clin- 
ics. Early  in  the  epidemic,  most  ado- 
lescent AIDS  cases  were  seen  in 
hemophiliacs.  Today,  the  primary 
mode  of  transmission  is  through  un- 
protected sexual  intercourse,  refiect- 
ing  HIV  spread  throughout  the 
world.  The  World  Health  Organiza- 
tion in  Geneva  estimates  that  half  of 
all  HIV  infections  worldwide  have 
occurred  in  youth  under  age  25. 
Rates  of  sexually  transmitted  diseases 
are  highest  among  teens  not  only  in 
developing  countries  but  also  in  the 
United  States,  where  nearly  half  of  all 
teenagers  report  having  unprotected 
sex  by  age  19  ( 1 ). 

Current  statistics  on  reported 
AIDS  cases  among  adolescents  mask 
the  true  picture  of  HIV  infection  in 
adolescents  because  of  the  roughly 
10  years  between  HIV  seropositivity 
and  onset  of  AIDS-related  symp- 
toms. Thus  it  is  more  useful  to  look 
at  the  age  group  from  20  through  29 
to  ascertain  how  infections  in  the 
teen  years  are  likely  to  contribute  to 
AIDS  cases  of  people  in  their  20s.  By 
March  1993,  a total  of  10,949  AIDS 
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cases  had  been  reported  among  20- 
through  24-year-old  adults  and 
44,171  cases  among  25-  through  29- 
year-old  adults.  These  young  people 
represent  about  20%  of  all  AIDS  cas- 
es, and  they  were  most  likely  infected 
when  they  were  teenagers  (2). 

Teenagers  in  the  United  States  en- 
gage in  behaviors  that  put  them  at 
high  risk  for  contracting  HIV  infec- 
tion. Each  year,  2.5  million  teenagers 
contract  a sexually  transmitted  dis- 
ease, less  than  25%  use  contracep- 
tives consistently,  and  1 in  6 high 
school  girls  has  had  at  least  four  dif- 
ferent sexual  partners.  Adolescents 
also  experiment  with  drugs  and  alco- 
hol, which  impair  the  willingness  or 
ability  to  use  condoms  or  take  other 
precautions.  Youth  at  highest  risk 
may  engage  in  several  of  these  activi- 
ties and  are  often  homeless,  run- 
aways, school  drop-outs,  youth  of- 
fenders, or  drug  users  (2-8). 
Moreover,  confusion  or  lack  of 
knowledge  about  AIDS  is  particular- 
ly high  among  minority  inner-city 
teens  or  those  who  are  in  residential 
facilities  (9-1 1 )• 

Inner-city  adolescents  are  especially 
at  high  risk  for  HIV  infection  because 
multiple  risk  factors  are  present.  Most 
women  infected  with  HIV^  are  poor 
and  non-Caucasian,  and  many  have 
had  limited  education  (12).  A dispro- 
portionate number  of  adolescents  with 
AIDS  are  found  in  urban  areas  with 
total  populations  exceeding  1 million; 
42%  of  the  total  1980  US  population 
of  all  ages  live  in  metropolitan  areas 
where  72%  of  total  AIDS  cases  have 
been  reported.  Most  adolescent  cases 
of  AIDS  are  reported  from  New  York, 
Florida,  California,  Texas,  Puerto 
Rico,  and  New  Jersey  (5).  As  of 
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ticius  were  (>aueasian,  65%  were 
black,  and  25%  were  Hispanic. 

SEROLOGICAL  TES  TING 

All  sera  (Irom  both  cohorts)  were 
screened  anonymously  in  an  identical 
hishion  by  an  enzyme-linked  im- 
munosorbent assay  (Fd.lSA)  test  lor 
HIV  antibodies  (Abbott  HIV  EIA, 
Abbott  Laboratories,  North  Chicago, 
111).  Sera  that  tested  positive  were 
retested  in  duplicate.  11  two  or  more 
ol  the  three  test  results  were  positive, 
the  specimen  was  considered  ELISA 
positive  and  sent  lor  conhrmatory 
Western  Blot  analysis.  The  criterion 
lor  positive  Western  Blot  was  pres- 
ence ol  antibodies  against  gplbO  or 
gpl20  in  combination  with  gp4l  or 
gp24.  Sera  were  also  tested  against  a 
recombinant  ELISA  lor  Env9.  Inter- 
nal controls  were  used  in  the  assays 
according  to  CDC  guidelines. 


September  1993,  cases  of  AIDS  in 
Houston,  Tex,  totaled  9548.  The  re- 
vised AILDS  case  definition  has  added 
1627  cases  during  the  first  9 months 
ol  1993,  representing  a 17%  increase. 
These  large  increases  occur  primarily 
among  women  and  the  black  and  His- 
panic populations.  In  Houston,  per- 
sons 13  through  19  years  old  account- 
ed lor  6%  ol  AIDS  cases.  In  persons 
13  through  24  years  old,  AIDS  cases 
have  increased  by  52%  since  Decem- 
ber 1992  (13).  To  document  viral 
spread  among  at-risk  adolescents,  we 
evaluated  the  prevalence  of  HIV  in 
two  similar  cohorts  of  inner-city  ado- 
lescents who  attended  the  Teen 
Health  Clinic  of  Baylor  College  of 
Medicine  in  1988  and  1992. 


METHODS 

The  blood  Irom  2285  adolescents 
was  sampled  consecutively  during  the 
two  study  periods;  1200  anonymous 
tubes  of  blood  were  drawn  from  Oc- 
tober through  December  in  1988, 
and  1085  tubes  were  drawn  Irom 
March  through  May  in  1992.  The 
sera  transmittal  slip  contained  the 
following  information  only  for  1992: 
sex,  age,  ethnicity,  patient  risk  expo- 
sure, and  school  status  (Table  1 ). 

Age  for  the  1988  and  1992  clinic 
participants  ranged  Irom  12  to  25 
years.  In  1988,  we  lound  9%  ol  clin- 
ic patients  were  Caucasian,  61%  were 
black,  and  30%  were  Hispanic.  In 
1992,  we  found  10%  of  clinic  pa- 


RESULTS 
Serological  results 

In  the  1988  cohort,  no  positive  anti- 
bodies were  found  when  sera  of  1200 
teenagers  were  screened  for  HIV  an- 
tibodies. In  1992,  when  sera  from 
1085  teens  were  screened  for  HIV 
antibodies,  9 sera  repeatedly  yielded 
positive  results.  When  these  sera  were 
examined  by  Western  blot,  all  9 were 
positive  by  CDC  criteria. 

Prevalence  of  HIV  positivity 
by  gender,  age,  and  race 
In  contrast  to  the  cohort  of  1988  in 
which  none  of  1200  yielded  HIV- 
positive results,  the  1992  prevalence 
was  9 out  of  1085.  Of  positive  results, 
1 occurred  in  the  31  males  sampled 
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and  8 in  the  1054  females  sampled. 
Th  e ages  for  these  positive  patients 
ranged  from  15  through  19  years. 
Seven  of  these  teenagers  were  black 
and  2 were  Hispanic.  Five  of  the  9 
positive  patients  reported  no  known 
risk  factor  other  than  heterosexual  ac- 
tivity; 4 patients  gave  no  information. 
Six  of  the  9 adolescents  were  out  of 
school  at  the  time  of  testing. 

DISCUSSION 

Comparing  blind  seroprevalence 
rates  between  our  two  cohorts 
confirms  the  increasing  trend  of  in- 
fection among  sexually  active,  urban 
minority  adolescents  in  Houston. 
This  reflects  national  increases 
among  at-risk  youth.  Since  many 
teens  with  HIV  infection  are  out  of 
school,  initiation  of  educational  pro- 
grams at  primary  health  clinics  may 
be  a necessity  to  prevent  an  epidemic 
among  these  teenagers. 

AIDS  education  in  school,  while 
attempting  to  reach  many  teens, 
tends  to  be  brief  and  nonspecific 
(14).  Despite  the  fact  that  only  45% 
of  all  sexually  active  youth  reported 
condom  use  at  last  intercourse,  less 
than  48.2%  of  schools  nationwide  in 
1990  included  condom  use  in  skills 
training  at  the  high  school  level 
(2,6,8).  Steitz  and  Munn  (15)  sug- 
gest gains  in  knowledge  of  AIDS 
reaches  a plateau  by  junior  or  senior 
high  school,  d’his  suggests  that  there 
may  be  a crucial  time  when  AIDS 
education  is  most  effective  for  teens. 

Teens’  attitudes  towards  AIDS  is 
also  problematic.  Adolescents  find  it 
difficult  to  concretize  AIDS  because 
it  rarely  manifests  itself  during  ado- 
lescence. Teens  may  not  view  AIDS 
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as  a “real  disease.”  They  have  difficul- 
X}'  grasping  the  notion  that  a healthy, 
robust  person  could  transmit  a dead- 
ly, fatal  disease.  Many  still  identify 
AIDS  as  a “gay  disease”  that  does  not 
affect  a healthy  heterosexual  (6,7). 
Teen  behaviors  such  as  school  drop- 
out, drug  and  alcohol  use,  and  sexual 
misconduct  are  predictive  of  nonuse 
of  condoms,  sexually  transmitted 
diseases,  and  denial  of  risk  (2,6,8). 
Teens  who  engage  in  these  behaviors 
are  difficult  to  reach  and  may  not  ap- 
pear at  health-care  facilities  until 
they  are  symptomatic. 

Programs  at  clinic  sites  must  be 
able  to  involve  teens  in  innovative 
ways  that  do  not  use  scare  tactics  and 
messages  of  abstinence,  which  have 
heretofore  been  unsuccessful.  Educa- 
tion that  is  appropriate  for  adults 
may  be  insufficient  or  even  inappro- 
priate for  teens.  For  example,  adults 
are  probably  more  aware  that  negoti- 
ation skills  must  be  learned  than 
teenagers.  Educators  need  to  know 
that  a teen’s  definition  of  monogamy 
may  mean  being  with  a person  for  a 
week  or  a month  or  a year  (16).  Edu- 
cation about  AIDS  must  take  a posi- 
tive approach  to  teaching  about  all 
rvpes  of  sexuality  in  a manner  that  is 
frank  yet  age-appropriate.  Use  of 
condoms  requires  the  cooperation  of 
the  male,  and  many  men  resist  using 
them,  leaving  their  female  sexual 
partners  vulnerable  (2).  Ethnic  con- 
cepts of  sexuality  must  then  be  con- 
sidered when  attempting  to  teach 
good  decision-making  skills  for  high- 
risk  young  women.  Discussing  sex  is 
often  not  appropriate  behavior  in 
many  Eatin  American  communities. 
Furthermore,  information  exchange 
about  the  use  of  condoms,  previous 
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sexual  partners,  and  sexual  practices 
between  men  and  women  is  not  ac- 
ceptable (12).  This  is  an  example  of 
why  cross-cultural  training,  which 
has  been  successful  in  more  than  90 
AIDS  organizations  in  San  Francisco, 
should  be  an  essential  part  of  staff 
development  ( 1 7). 

The  needs  of  out-of-school  ado- 
lescents at  risk  for  HIV  infection  will 
increase.  Knowledge  and  preparation 
for  decision-making  skills  are  not 
sufficient  without  access  to  medical, 
social,  and  even  legal  services.  Ado- 
lescent women  face  a difficult  set  of 
negotiation  challenges  regarding  ab- 
stinence or  safer  sex  behaviors.  Re- 
search conducted  in  1988  by  the 
Center  for  Population  Options’  Teen 
Council  revealed  that  adolescent 
women  asking  for  assistance  with 
condom  purchase  encountered  resis- 
tance or  condemnation  from  store 
clerks  40%  of  the  time  (2). 

We  recommend  that  the  educa- 
tional focus  for  high-risk  youth,  espe- 
cially those  out  of  school,  take  place 
in  a primary  health-care  setting  where 
they  are  likely  to  be  using  services  re- 
lated to  a critical  health  need.  This  af- 
fords a good  opportunity  to  engage 
their  interest  and  provide  a teachable 
moment  about  HIV  prevention. 
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Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allcrgy-Nucricion-Stress) 

Esrablished  in  1984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto-Rhino-laryngoiogist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frw.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  11  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunolog)^ 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Ikiard  of  Anesthesiolog)' 

Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
I hermographv 

Suite  403,  West  Houston  Doctors  Center.  12121  Richmond  Avenue.  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ.  MD 

Anesthesiologv'  — Dolorology  — I hermolog)^ 

Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

I hermography.  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery' 

Malignant  Melanoma 
Dy'splastic  Nevi 
Cutaneous  Oncology' 

2201  Oxford  Avenue.  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD V.  DIBELLA,  MD  —Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity'  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5331 
LANKFORD  ZLHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

l.andry  Towers,  4 1 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Dnc,  Suire  B1 16,  Dallas,  Texas  75230; 

214  661-7010 

Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  (Tavens,  MD.  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth.  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  (817)  336-0551 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diploniate  American  Board  of  Ophthalmology- 
Diseases  and  Surgery  ol  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79^)112;  91 S S4S-2333 

Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road.  Suite  600,  Dallas.  TX  75235.  2 1 4-350-:^5()() 


Samuel  M.  Rierner,  MD 
Charles  E.  Cook.  MD 
Kenneth  Driggs.  MD 
Kevin  Gill.  MD 
Phillip  M.  Graehi.  MD 
Joseph  G.  jacko,  MD 
L T Johnson,  MD,  FACS 
Richard  E.  Jones.  MD 


Donald  M.  Mauldin.  MD 
James  B.  Montgomerv'.  MD 
Charles  E.  Neagle  111,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal.  MD 
R.  Craig  Saunders.  MD 
Marvin  E.  Van  Hal.  M13 


2001  N-  MacArthur  Boulevard.  #540,  Irving.  TX  75061 . 214-254-8000 
Robert  E.  Bavless,  MD  Mark  S.  Greenberg.  MD 

Charles  E.  Cook.  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MT)  George  G.  Susat,  MD 

4333  N.  Josey.  Plaza  I-Suitc  102,  Carrollton.  TX  75010,  214-492-133'i 


L.  Ray.  Lawson.  i\tD 

Robert  D.  Vandermeer.  MD 

R.  Stephen  Curtis,  MD 

^X’illiam  A.  Bruck,  MD 

XCZ.  Burkhead,  Jr..  MD 

A Protesiional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-23 


Richard  D.  Schubert.  M[3 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr..  MD 

i;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  761 04;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr.  MD 
Fred  Sanders,  MD,  Retired 
James  M.  Beckley,  AID 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey.  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


Craig  W.  (.Toodhart.  MD  Glenn  S.  Whecless,  .MD 

Phillip  M.  Graehi,  MD 

9 Medical  Parkway.  Plaza  IV-Suitc  308,  Farmers  Branch.  TX  75234.  21-1-241-3446 

Craig  W.  Goodhart.  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehi.  MD 

3500  130.  Bldg  C #101.  Mesquite.  TX  75150.  214-682-1307 

C'harlcs  Mitchell.  MD  L.  T Johnson.  MD 

1010  N Belt  Line  Road,  Suite  101.  Mesquite.  TX  75149,  214-288-4429 
Cary  Lanamachi,  MD  Terr)'  M.  Sobey.  MD 

1 305  Airport  Lreeway,  Suite  121,  Bedford,  TX  76201.  817-545-2596 
R.  Craig  Saunders.  MD 

Physical  Medicine  & Rehabilitation 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M.  Lancaster.  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntlv  G.  Chapman,  MD  Kurt  W.  Rathjen.  ML^ 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41  1 North  Washington,  Suite  7000.  Dallas.  Texas  75246;  (214)  823-7090 
Medici  City  Dallas  II,  7777  Forest  l.ane.  Suite  B1 16 
Dallas,  Texas  75230:  214  661-7010 


ROBERTO  G.  ROLFINI,  MD 

Diplornate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRT^CTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  alloived  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson. 
TEXAS  MEDICINE,  401  West  15th.  Austin.  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Opportunities  Available 
Emergency  Medicine 

Practice  opportunity  for  Family 
Practice/Emergency  Physioian  in  an  outpatient 
olinic.  First  year  earning  potential  over  150K 
for  3 1/2, 13  hour  days/week.  No  call  or  hospi- 
tal work.  No  Medicare  or  Medioaid.  Buy-in 
option  with  profit  sharing  after  second  year. 
Send  CV  to  Viotor  Chavez.  MD.  5015 
University  Avenue,  Lubbock,  TX  79413  or  con- 
taot  Roxanne  Chavez,  RN,  at  806-797-4357. 


San  Antonio  — Emtrrgcncy  Physicians  Affiliates  has 
opportunities  for  c^ualihed  emergency  physicians  to  work 
in  the  emergency  departments  of  a prestigious  Hve  hospital 
system.  This  system  consists  of  Level  II  full-service  com- 
mumt}'  hospitals  with  an  excellent  medical  and  nursing 
staff,  double  and  triple  coverage,  and  LI)  dictation  system, 
lota!  LD  volume  of  1 ()(),()()().  Fee-for-service  remuneration 
of  $1  ^S.OOO-S^OTOOO  annually.  Applicants  must  be  Board 
Certified  or  residency  trained  in  Emergency  Medicine  c^r  a 
primary'  care  specialrv,  with  ED  experience  and  career  ori- 
entation. Please  send  CV  to  Tom  l idwell.  Emergency 
Physicians  Affiliates,  8700  Crownhill,  Suite  #600-A,  San 
Antonio.  Texas  78209-1  130  or  call  (210)  822-9860. 


Opportunities 

Nationally 

Quality  Institutions 

Board  Certified 
Physicians 

FFS  Income  with 
Guaranteed  Minimums 


Contract  Emergency 
Physician  Staffing  and 
Management  Services  Since 
1972. 

800/527-2145 

214/712-2000 
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HCA  Arlington  Medical  Center 
Arlington.  Texas 
287  Bed  Facility 
ED  Annual  Visits:  24,()()0 
Needs:  part-time 

West  Houston  Medical  Center 
Houston,  Texas 
232  Bed  Facility 
ED  Annual  Visits:  I3,5()() 

Needs:  t'uli-time;  pail-time 

Val  Verde  Memorial 
Del  Rio,  Texas 
93  Bed  Facility 
ED  Annual  Visits:  I6.()()() 

Needs:  Director,  full-time:  part-time 

Lewisville  Medical  Center  Hospital 
Lewisville,  Texas 
148  Bed  Facility 
ED  Annual  Visits:  2(),()0() 

Needs:  full-time,  part-time, 

Phys.  Asst. 

Brazosport  Memorial  Hospital 
Lake  Jackson.  Texas 
165  Bed  Facility 
ED  Annual  Visits:  2(),0()() 

Needs:  Director,  full-time,  part-time 


McKenna  Memorial  Hospital 
New  Braunfels.  Texas 
1 1 8 Bed  Facility 
ED  Annual  Visits:  1 8, ()()() 

Needs:  full-time,  part-time, 

Phys.  Asst. 

Angleton-Danbury  General  Hospital 
Angleton.  Texas 
64  Bed  Facility 
ED  Annual  Visits:  13,000 
Needs:  full-time;  part-time 

Richardson  Medical  Center 
Richardson,  Texas 
250  Bed  Facility 
ED  Annual  Visits:  14.000 
Needs:  full-time;  part-time 

Knapp  Medical  Center 
Weslaco,  Texas 
1 80  Bed  Facility 
ED  Annual  Visits:  22.000 
Needs:  full-time;  part-time 

HCA  Medical  Center  Hospital 
Houston.  Texas 
281  Bed  Facility 
ED  Annual  Visits:  4,000 
Needs:  Director,  full-time 


Village  Oaks  Medical  Center 
San  Antonio,  Texas 
1 1 2 Bed  Facility 
ED  Annual  Visits:  17.000 
Needs:  part-time,  Phy.  Asst. 

The  Sterling  Healthcare  Group  provides  competitive  compensation,  paid 
malpractice  insurance  with  extended  coverage,  and  discounted  disability 
insurance  (30%  off  premium).  In  addition,  there  are  NO  RESTRIC- 
TIVE COVENANTS  in  our  agreements  with  Independent  Contracting 
physicians.  Please  contact  Pat  Smith  at  800-874-4053  for  further  infor- 
mation on  the  above  opportunities. 

We  look  forward  to  hearing  from  you! 

geSTERLING 

ikLJ  HEALTHCARE  GROUP 
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CAREER  OPPORTUNITIES  IN  EMERGENCY  MEDICINE 

Fort  Worth  area 

I'lnuM'S’encv  mt'dicinc  opportiiiiilies  at  an  impressive  five-ston,  1 12-bed  hosiiital  just  soiitli  of 
the  Dl'W  area.  Qualified  candidates  will  he  ISIVIfti  luiman  care  ;ind  have  excellent  patient 
relations  skills.  (Competitive  remuneration,  Ilexihle  schedulini;,  malpractice  instirance  |)ro- 
ctirement  assistance,  and  supitort  from  a nearby  stihsidian  office. 

Midland  area 

l•\ceilent  practice  opportnnitv  at  client  facility  near  .Midland.  Beautiftil  hos|)iial  htiilt  on  a 
mountain,  l)irect()rshi|i  available.  9,000  volume  Id).  Knjoy  flexible  scheduling  and  mal|)rac- 
tice  insurance  procurement  assistance.  .\p|iroximate  annual  remtineration  at  S I -i  1 . 1 20. 

West  Texas 

limergencN  Medicine  practice  opporttmities  a\ailable  in  the  Panhandle  of  I'exas.  Volumes 
range  from  2,000  to  -4S,000  with  remuneration  com|ietitively  set. 

Vernon,  Texas 

Kmergency  Medicine  opportunitx'  in  this  charming  town  located  just  northwest  of  Wichita 
Falls.  llos]iital  Id)  is  modern  facility  seeing  ■',000  jiatients  per  year.  Most  major  sirecialties 
are  reiiresented  and  back-u|)  is  otitstanding  at  this  08-bed  facility.  .Vpproximate  anntial 
remtineration  begins  at  $1 10,880.  Professional  liability  instirance  can  be  |iroctired  on  your 
behalf.  Priman'  as  well  as  intermittent  physicians  are  needed. 

Lubbock,  Texas 

l niversity  Medical  (ienter  in  Ltibbock,  Texxs  lues  a career  o|tpontinity  for  a Board  Prepared  or 
Board  (iertilted  PmergencN  physician.  This  teaching  facility  is  a Level  I trauma  center  with  -iS.OOO 
Id)  \isits  per  year  and  dotihie  and  triple  coverage.  Fhe  physicians  iiracticing  at  I .M(i  have  an  aca- 
demic appointment  with  Textus  Lech  I niversity.  The  remtineration  starts  at  SIB  1, 000.  This  is  an 
opportunity  that  offers  an  exciting  career  in  a relaxed  academic  commtinity. 

Call  today  or  send  your  CV  to: 

Coastal  Emergency  Services,  P.A. 

3010  LBJ  Freeway,  Suite  1300 
LB  #43,  Department  SN 
Dallas,  TX.  75234 

(800)  745  - 5402;  FAX,  214-484-4395 
Attn.  Cheryl  Armstrong 


Emergency  Medicine 


Mt.  Pleasant,  Texas:  Iixcellent  Emergency  .Vlediciive 
opportunities  in  this  tricndly  east  Texas  town  located  just  a 
couple  of  hours  From  Dallas.  Medical  [directorship  avail- 
able for  BC'  EM  physician  - fees  over  S2()0,()0()  annuailv’. 
Independent  contractor  practices  available  for  BC'  PC" 
physician  - fees  starring  at  $181,000.  This  Level  II  trauma 
center  reports  an  annual  volume  of  16,500  and  staff  back- 
up is  exemplary.  I'or  confidential  consideration,  please  con- 
tact (dieryl  Armstrong,  C'oasial  E-mergency  Services,  PA, 
3010  l.Bj  Freeway,  Suite  1300,  Dept.  ED,  [dallas,  IX 
75234.  1-800-745-5402  or  FAX;  1-214-484-4395. 


Needed:  Emergency  physicians  - North  (Xmtral  Texas 
area,  full  and  part-time.  Tor  an  application  call  817-336-8600 
or  write  Emergency  Medicine  CAmsultants.  PA,  1525  Merri- 
mac  Clirclc,  Suite  107,  Fort  Worth,  I X 76107. 

Victoria,  Texas.  Emergency  Department  opportunity.  Pro- 
gressive hospital  with  high  standard  of  care.  Very  responsive 
medical  staff.  303  bed  facility,  approx.  14,000  annual 
patient  visits.  Victoria  is  located  in  sunny  south  Texas  close 
to  the  C>ulf  C'oast.  A fishing  and  hunting  paradise.  Excellent 
remuneration.  Professional  liability  insurance  can  be  pro- 
cured for  vou.  For  more  derails  send  C.'V  or  call  Pat  Weid- 
man.  Coastal  Emergency  Services,  P.A.,  3010  TBJ  Freeway, 
Sic.  1300,  1 B43.  Dallas.  TX  75234-2709,  1-800-745-5402. 


Abilene,  Staff  Emergency  Physician  needed  to  provide 
quality  medical  care  wuhout  the  burden  of  overliead  or  on- 
v.all.  Ibis  160-lK'd  (.ommunits  liospitai  is  tlie  cardiac  cen- 
ter for  the  area.  Newly  renovated  TD  with  strong  support 
from  medical  st.iff  and  .idmimstration  [irovide  a high  qual- 
ity and  rewarding  practice.  Txcellem  ancillary  and  back  up 
support.  Family  oriented  community  with  three 
colleges/universiries.  Affordable  housing  options  range 
from  farmland  ro  new  suhurhan  neighborhoods.  Incentive 
based  fec-for-service  compensation  with  minimum  guaran- 
tee. C'MF  assistance,  liability  insurance,  (.listrihution  and 
flexible  scheduling.  YOVR  I IMF  OI  F IS  YOUR  FiME 
C')Fi  ! Send  vour  CV  to  l isvher  Mangold,  PO  Box  788 
Pleasanton,  C'A  94566  or  fax  to  {800)  227-2092.  Call 
Ellen  Montague  at  (800)  227-2092. 

Family/General  Practice 

Houston  - Worker's  n>nipcnsation/soh  tissue  injury  prac- 
tice seeks  primars  care  plissician.  No  weekends,  nt)  hospi- 
tal. Cotnpetitis'e  compensatitttt  pack.igc.  Cont.ict  Practice 
Dsnamics.  11222  F^ithniond.  .Suite  t2S,  Htuiscon  TX 
77()82:  8()0-‘)7.V-()‘M  1 or  71  .i-s3 1 -(19 1 I. 


Immediate  openings  exist  nationwide  with  a focus 
on  opportunities  in  lex.is,  Arkansas,  and  Louisiana. 
Bti/BE  primary  care  physicians  needed  in  a variety  of 
practice  settings  including  SSCi,  MSti,  clinic,  acade- 
mic and  hospital  supported  positions.  Other  specialty 
needs  include  Medical  Oncology,  Occ.  Medicine, 
Pediatric,s,  Dermatology,  and  OB/GYN.  Excellent 
compensation  packages  with  incentives,  relocation 
assistance,  and  benefits.  Lor  details  contact: 

Professional  HealthCarc  Insource 
6900  Fannin,  Suite  240 
Houston,  TX  77030 

1-800-289-5902  or  fax  CV  to  (713)790-9333. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


PROGRESSIVE  PHYSICIAN  WANTED 

FOR  MEDICAL  DIRECTOR  OF  NEW  CLINIC 

• Excellent  Earning  Potential 

• Experienced  Support  Staff 

• No  Third  Party  Payments 

Submit  Resume  to: 

Ms.  S.  L.  Parker 

5290  Beltline  Rd.,  Suite  152-233 
Dallas, TX  75240 
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Family/General  Practice 

AMARILLO  AREAS  & HOUSTON:  Emergency  room  & 
clinic  opporrunities  for  primary  care  physicians.  Full  and 
part-time  schedules.  Licensure  in  any  state,  where  applica- 
ble. Residents  are  welcome.  BCLS  & ACLS  required.  Mal- 
practice covered.  ANNASHAE  CORPORATION,  Flealth- 
care  Management  & Staffing:  (800)  245-2662. 

HOUSTON,  TEXAS  - Family  Practice.  Outpatient 
only.  36-hour  work  week.  Comfortable  workload.  Excel- 
lent location.  Contact:  David  Duncan,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105.  Ph.  800-765-3055. 
FAX  314-726-3009. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross.  MD.  Wichita  Falls  Family 
Practice  Residency  Program.  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


Historical  Community  in  South  Eastern  Arizona 

Actively  Recruiting  BE/BC  Primary  Care 
Physicians.  Rural  Area  Easy  Access  to 
Tucson/Phoenix  Metro  Areas.  Well  Supported 
Small  Office  Setting  Within  Hospital  Campus 
Area.  Give  Us  a Call  for  More  Infomiation. 
Chris  Cronberg,  C.E.O. 

Northern  Cochi.se  Community  Hospital 
Willcox,  Arizona  85643 
(602)  384-3541 


BOARD  CERTIFIED 
FAMILY  PRACTICE  or 
INTERNAL  MEDICINE  PHYSICIAN 

for  Medical  Director  position  for  Community 
Health  Center  in  North  Central  Texas,  Both 
clinical  and  administrative  responsibilities. 
Competitive  salary  and  comprehensive  fringe 
benefit  package.  Dedicated  to  promoting 
health  in  an  underserved  population 
Call  Phyllis  Hiraki,  Exec,  Dir  81  7-766-6306 
or  send  CV  to:  NCTCHCC,  PO  Box  720. 
Wichita  Falls,  TX  76307. 


FAMILY/GENERAL  PRACTICE 

Student  Health  Center 
Texas  Tech  University 
Health  Sciences  Center 
Lubbock,  Texas 

Physician  to  provide  primary  medical 
care  to  students.  Onsite  laboratory,  x- 
ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  health  education  and  pro- 
motion services  also  available.  40  hour 
work  week  with  no  call  or  weekends. 
Salary  is  $75,000  - $80,00  plus  benefits, 
based  on  years  of  experience.  BC/BE 
preferred  but  not  essential. 

Contact:  Dee  Jackson 
Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


RESIDENCY  PROGRAM 
ASSISTANT  DIRECTOR 

Seeking  a board  certified  family  physician 
with  5 to  10  years  private  practice  experience, 
interested  in  information  systems,  curriculum 
development,  practice  management,  obstetrics 
and  working  with  family  practice  residents 
and  students  in  a university  setting.  This 
accredited  36  resident  family  practice  program 
has  in-patient  services  at  both  a large  private 
hospital  and  a county  community  hospital. 
Program  is  supervised  by  family  physicians 
and  is  anticipated  to  grow  regardless  of  the 
outcome  of  healthcare  reform.  Applicant  must 
qualify  for  normal  obstetrical  privileges. 
Competitive  salary  and  excellent  benetit  pack- 
age. Excellent  opportunity  for  someone  inter- 
ested in  learning  skills  necessary  to  become  a ( 
residency  director.  Send  CV  to: 

Grant  Fowler,  MD.  Director. 

Residency  Program.  Department  of  Family  Practice  I 
and  Community  Medicine 
Room  2. 104,  MSB.  P.O.  Box  20708 

Houston,  TX  77225  ! 

University  of  Texas  is  an  Equal  Opportunity  Employer. 
W'omen  and  Minorities  are  encouraged  to  apply. 


FP  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  lOOO’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


**TEXAS — FAMILY  PRACTICE** 

BC/BE,  Unbeatable  opportunity.  Turn-key  situa- 
tion, no  expenses,  no  OB.  Modem  individual  clin- 
ic attached  to  hospital  and  nursing  home.  Income 
guarantee  available.  Excellent  quality  of  life  and 
schools,  excellent  working  environment  and 
housing.  Contact:  Jim  Blum,  Schleicher  County 
Medical  Center:  Eldorado,  Texas.  915-853-2507. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health. 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 
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Excellent 

Practice  Opportunities 


From  The 
TEXAS  Specialists 


(817)  431-9679 
1-800-525-6055 
Fax:  (817)431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


Physician 
Resource 
Network 


(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)  732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 


FAMILY  PRACTICE 


ORT  WORTH 

arge  FP  group  affiliated  with  major  teaching 
jrogram  is  seeking  four  additional  family 
actors  for  ambulatory  care  positions:  One  as 
ledical  director  in  community  health  center 
i0%  teaching  FP  residents,  20%  direct  patient 
are);  one  for  100%  direct  patient  care  in  community 
aalth  center;  one  for  float  position  (lots  of 
ariety);  and  one  in  correctional  medicine.  All 
asitions  involve  regular,  40-hour  work  week,  limited 
all,  generous  salary  and  comprehensive 
anefits.  Dynamic  group,  great  colleagues! 
ontact:  Vicki  Truitt 

lAST  TEXAS 

,wo  board  certified  Family  Physicians  are 
aeking  associate.  No  OB  Small  university  town 
lithin  one  hour  of  Dallas/Fort  Worth  metroplex 
jireat  life  style  among  professionals  Easy  access 


INTERNAL  MEDICINE 


to  the  big  city  life  while  enjoying  a smaller 
community  life  style.  Many  recreational  and 
social  amenities.  Generous  incentive  package 
from  community  hospital 
Contact:  Jim  Truitt. 

SAN  ANTONIO 

Well-established  Family  Practitioner  seeking 
additional  associate.  Must  be  board  certified  or 
board  eligible  (actively  pursing  certification). 
Call  sharing  with  three  other  physicians 
Attractive  well-equipped  offices  with  great 
support  staff.  Enjoy  many  amenities  the 
historic  and  multi-cultural  city  of  San  Antonio 
has  to  otter  Excellent  salary  and  benefits  package 
Contact:  Jim  Truitt 


FORT  WORTH 

Spanish-speaking  physician  needed  for  new 
community  health  center  No  practice  management 
hassles  Office  based  practice,  40-hour  work 
week  Excellent  salary  and  comprehensive 
benefits  package. 

Contact:  Vicki  Truitt. 

NORTH  CENTRAL  TEXAS 

Additional  Family  Practitioner  needed  to  offer 
full  range  of  Family  Medicine  (OB  optional)  in 
town  of  21,000  Referral  area  of  131,300.  Ultra- 
modern, 200-bed  hospital,  with  excellent 
support  staff  Call  sharing  Fee  for  service 
practice  with  existing  provider  network.  Recreational 
paradise  in  popular  location,  with  easy  access 
to  Dallas/Fort  Worth  Metroplex  Generous 
incentive  package 
Contact  Vicki  Truitt 


IllNICAL  FACULTY  APPOINTMENT 

ired  of  the  hassles  of  private  practice?  Three 
oard  certified  Internists  needed  for  full  time 
.ositions.  Manage  medicine  service  of  major 
eaching  hospital;  medical  school  affiliation, 
lixcellenl  salary  and  benefits;  very  limited  call 
jsponsibility. 

-ontact;  Jim  Truitt. 

^AJOR  TEXAS  MEDICAL  SCHOOL 

■>eeks  General  Medicine  physician  with  special 
nterest  in  caring  for  HIV/AIDS  patients. 
jJinical  practice  with  research  opportunities, 
oin  existing  specialty  care  team  committed 
|o  providing  quality  care.  Generous  income 
[vith  full  benefits  package.  Location  filled 


with  all  the  amenities  available  in  a ma|or 
metropolitan  area. 

Contact:  Jim  Truitt. 

PANHANDLE 

Great  family  environment  offering  an  excellent 
quality  of  life  in  town  of  8,000.  Service  area 
of  20,000.  Sound  economy,  good  schools.  New. 
well-equipped  hospital.  Shared  call.  Abundant 
outdoor  recreational  activities  Generous 
incentive  package  including  income  guarantee, 
relocation  and  office  space 
Contact:  Jim  Truitt. 

NORTH  CENTRAL  TEXAS 

Internal  medicine  group  seeks  fifth  associate. 
Primary  service  area  of  131,300;  ultramodern 


200-1-  bed  hospital  with  full  complement  of 
subspecialty  backup.  Generous  incentive 
package.  Beautiful  area,  recreational  paradise 
in  strategic  north  central  Texas  location 
Contact  Vicki  Truitt. 


MEDICAL  ONCOLOGY 


DALLAS 

Dynamic  group  of  three  Medical  Oncologists 
seeks  two  associates  tor  group  practice.  Salary 
plus  bonus,  and  excellent  benefits  Great 
opportunity  to  practice  with  a top  notch 
group  and  enjoy  a fife  style  in  a city  offering 
an  abundance  of  outstanding  amenities 
Contact:  Jim  Truitt. 


ORTHOPAEDIC  SURGERY  ■ PEDIATRICS  ■ PHYSIATRY 


'lORTH  CENTRAL  TEXAS 

Sudden  onset  of  permanent,  debilitating  illness 
)f  one  physician  in  a two-person  group  has 
reated  immediate  need  for  orthopaedic  surgeon 
n thriving  north  Texas  practice.  Seeking  recently- 
rained,  conservative  general  orthopedist  whose 
irimary  concern  is  for  quality  care.  Outstanding 
pportunity  to  step  into  established  practice 
-xcellent  incentive  package.  Call  today. 

Sontact:  Vicki  Truitt. 


NORTH  CENTRAL  TEXAS 

American-trained,  Board  Certified  Pediatricians 
seek  compatible  associate  for  single-specialty 
group  practice,  4-way  call  sharing.  Ultra- 
modern hospital  with  new.  Level  II  nursery  and 
designated  Pediatric  unit.  Generous  income  and 
benefits;  provider  network.  Popular  geographic 
area  with  easy  access  to  Dallas/Fort  Worth 
Contact:  Vicki  Truitt. 


NORTH  CENTRAL  TEXAS 

New  acute  care  rehab  hospital  affiliated  with 
progressive  full  service  health  care  center  which 
serves  a population  of  207,000,  is  seeking 
physician  for  inpatient  practice.  Beautiful  area 
acclaimed  for  recreational  amenities,  located  one 
hour  from  the  Dallas/Fort  Worth  Metroplex. 
Attractive  lifestyle  Outstanding  income  and 
benefits  package 
Contact:  Vicki  Truitt. 


HYSICIAN  SEARCH  • PHYSICIAN  PLACEMENT  • MEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 
EDUCATIONAL  SEMINARS  • PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


Classified  Directory 


Family/General  Practice 

Opportunities  in  Texas:  I)  Family  Medicine  Partnership. 

A well-established  family  physician  with  a patient  waiting 
list  is  seeking  a partner.  First-year  guarantee  of  $120,001)  + . 
Practice  is  located  in  beautiful,  rural  college  community 
with  a medical  service  area  of  more  than  75,000  residents. 
New  clinic  building  offers  immediate  office  space.  OB  prac- 
tice is  optional.  Strong  local  economy  with  excellent 
schools,  recreational  facilities,  and  community  services. 
Community  is  located  just  over  an  hour  from  Houstons 
cir\'  center.  BC/BF'.  2)  Primary'  care  Multi-specialty  Clinic, 
Family  Practice  - very  successful  multi-specialty  clinic  is 
seeking  two  family  practice  physicians  to  join  the  staff  of  its 
headquarters  clinic.  T he  clinic  offers  an  excellent  financial 
package,  including  a minimum  guarantee  with  incentives, 
professional  liability  and  health  benefit  coverage.  The  clinic 
also  offers  an  attractive  retirement  program.  Good  scht)ols, 
affordable  housing,  and  an  excellent,  modern  100+  bed 
community  hospital.  Candidate{s)  and  spouse  should  desire 
rural  lifestyle  with  immediate  access  to  Flouston.  BC/BE. 
Contact  March  Wiertz  or  John  Self  at  John  March  Partners, 
Inc.  for  more  information.  (800)  268-5176. 

The  Department  of  Veterans  Affairs  Satellite  (.Xitpa- 
tienc  Clinic  in  Austin,  TX  is  expanding  its  primary  care 
program.  We  are  recruiting  for  a general  internist/family 
practitioner  for  our  outpatient  primary  care  program.  We 
are  a teaching  affiliate  of  the  Texas  A & M School  of  Medi- 
cine and  University  of  Texas  Colleges  of  Nursing  and  Phar- 
macy. The  ideal  person  should  be  board  eligible/ccrlified  in 
Internal  Medicine/Family  Practice  and  have  a full  and  unre- 
stricted licensure  to  practice  medicine  in  the  United  States. 
The  clinic  is  a satellite  facility  to  the  OETVC.  Temple. 
Texas.  Austin  is  nationally  acclaimed  to  be  a very  livable 
city,  with  multiple  higher  education  facilities  in  addition  to 
being  the  capital  of  Texas.  Liberal  compensation  package  is 
available.  If  interested,  please  send  curriculum  vitae  to 
Chief  Medical  Officer.  2901  Montopolis  Drive.  Austin,  TX 
78741.  Phone  (S12)  389-7118;  Fax  (512)  389-7145.  Equal 
Opportunity  Employer. 

Mexia  State  School  is  hiring  physicians  for  general  prac- 
tice with  mentally  retarded.  $96,000  to  $100,000  annually, 
8-5,  Monday-Priday.  rotating  call,  health  insurance,  early 
retirement,  malpractice,  possible  housing.  Call  Jack  l-eath  at 
(817)  562-2821  or  fax  inquiries  to  (817)  562-7932. 

IF  you  want  to  be  in  Texas,  you  should  be  talking  to 

us.  Over  170  opportunities  available  throughout  the  state. 
From  Small  town  to  Major  metro,  we  have  it  all.  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston  TX  77082;  800-933-09 1 1 or  7 1 3-53 1 -09 1 1 . 


FAMILY  PRACTITIONER 

Busy,  Board-Certitied  Family  Physician  in  NE 
San  Antonio  seeking  a board-ceiiiried  or  resi- 
dency trained  associate  lor  established,  thriving 
practice.  Office  designed  for  two  physicians, 
benehts.  Opportunity  immediately  available. 
Plea,se  call  (210)  650-3933. 


Internal  Medicine 


VA  OUTPATIENT  CLINIC 
LUBBOCK,  TEXAS 

Chief  Medical  Officer  in  Primary 
Care/Internal  Medicine.  BE/BC  Internal 
Medicine  or  Family  Practice.  The  VA 
provide.s  malpractice  coverage  and  a 
competitive  benelit  package. 

Contact;  Glenda  Taylor, 

Human  Resources. 

VAMC  (05),  6010  Amarillo  Blvd  W 
Amarillo,  Texas  79106  EOE 
(806)  355-9703,  ext.  7326 

COMMITTED  TO  ENHANCING 
QUALITY  CARE 


AMARILLO 


Veterans  Aflairs 
Medical  Center 


Internal  Medicine,  Carroll,  Iowa  - Out.standing  profes- 
sional opportLinirv'  for  an  internal  medicine  physician  in  a 
progressive,  safe  and  clean  communin'  of  10,000  located  in 
west  central  Iowa,  90  miles  from  Des  Moines.  Iowa,  or 
Omaha,  Nebraska.  This  opportunity  is  available  for  either 
an  in-practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excellent 
schools.  (Catholic  and  public),  qualit)'  hospital  featuring  a 
radiation  oncolog)'  center,  dialysis  center,  and  a new  32,000 
sq.  ft.  outpatient  addition.  Significant  income  potential 
available.  For  more  information,  cal!  Randy  Simmons,  Vice 
President,  at  1-800-382-4197  or  write  St.  Anthony 
Regional  Hospital,  South  (dark  Street,  Carroll,  I A 51401. 

Interna  I Medic  ine:  C3pportunity  for  BC/BE  general 
internist  in  the  Dallas  area.  Partnership  practice.  Good  ben- 
efits package.  Call  (800)  880-1300,  Ext.  1403. 


IM  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  lOOO’s  of  i)ositions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


Locum  Tenens 


Int  ^im 

Physicians® 

"In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYH 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRH) 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE, 
BOARD  CERTIFIED.  Attractive  opportunitv'  with  Baylor 
affiliated  group.  Attractive  compensation  package  including 
professional  liability  insurance  coverage,  and  attractive  ben- 
efit package  for  full-time  physicians.  Opportunities  for  both 
inpatient  and  outpatient  clinic;  full-time  or  part-time;  8- 
and  12-hour  shifts,  AM  or  PM;  no  on-call  responsibilities. 
Please  contact  Brenda  Lancaster,  TPCA,  c/o  EmCare,  I"' 17 
Main  Street.  Suite  5200,  Dallas,  TX  75201;  214/712-2018 
or  1/800/527-2145. 
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Locum  Tenens 


You  Don’t 
Have  to  Take  It 
...Any  more! 


Try  the  Worrv-free 
LOCUM  TENENS 
Alternative  ...MDA 


For  Primary  Care,  Call: 
ANNE  SHEFFIELD 
For  Ob/Gyn,  Call: 
ELAINE  KING 
For  Pediatrics,  Cali: 
SANDY  PHILLIPS 

1-800-780-3500 


NJn  Control! 


-Paid 

Oocurrence 

lnsurance(1/10) 

“Personalized 

Service 

—Premium 

Compensation 


Medical  Doctor  Associates,  Inc, 


Practice  medicine  \diere  and 
when  you  want. 

CompHealth  locum  tenens 
brings  options  to  the  practice 
of  medicine.  Options  like 
working  close  to  home. 

\Xbrking  full-time,  part  of  the 
year.  '\Xbrking  across  the  ' 
nation  while  you  decide 
where  you'd  like  to  settle 
permanently.  Or  working 
enough  to  stay  involved  in 
medicine  while  you  slow  down,  and 
live  it  up.  Practicing  medicine 
where  it's  needed,  without  the 
administrative  burden  of  practicing 
on  your  own.  Explore  your  options. 
Call  us  today! 


Your  Health  Care  Resource 


800-328-3016 

4021  South  ■’00  East,  Suite  300,  Salt  Lake  Cin,  LT  84 10^ 


CLASSIFIED  ADVERTISING  CATEGORIES 


Aller.  & Immuno. 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family-Gen  Pract. 

Gastroenterology 

Geriatrics 


Hematology 
Internal  Medicine 
Locum  Tenens 
Neonatology 
Neurology 
Neurosurgery 
Occup.  Medicine 
Ob/Gyn 
Oncology 


Ortho  Ortho  Surg. 

Otolaryngology 

Pathology 

Pediatrics 

Phys.  Med.  Rehab 

Plastic  Surgery 

Psychiatry 

Radiology 

Rheumatology 

Urology 


Entertainment 
Medical  Equip. 

Office  Space 
Practices 
Property 
Travel 

Vacation  Homes 
Cont.  Education 
Business  & Financial 
Services 
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Locum  Tenens 


PHY^CIANS 

V^flidlniUed 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


1^1^ 


3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-0316 


Neurology 

NEUROLOGIST  NEEDED  tor  pleasant,  low-stress,  oH'ice 
based  practice  in  Dallas/Port  Worth.  Mostly  diagnostic  neu- 
rology. Lucrative  salary  plus  benefits.  Paid  malpractice.  Reg- 
ular office  hours.  No  call  and  no  weekend  work.  Please  call 
Lisa  Cole  at  1 -800-254-6425  or  fax  CV  to  214-256-1 181. 

Ob/Gyn 


OB/GYN  physicians  needed  in  Dallas, 
Ft.  Worth.  Houston.  El  Paso.  Harlingen. 
McAllen,  etc.  Top  end  reimburseinent, 
excellent  benefits.  lOOO’s  of  positions  also 
available  nationally.  Call  The  Curare 
Group,  Inc.  1-800-880-2028. 


TEXAS  - Rio  Grande  Valley  - BC/BE  OB/GYNs  needed! 
Subspecialty  support,  flexible  hours,  two-year  guarantee, 
comprehensive  benefits.  Fastest  growing  area  in  TX.  Lhii- 
versicv,  diverse  cultural/recreational  activities.  Call  or  send 
C.V.  to  Jane  Vogt,  1-800-765-3055.  222  S.  Central.  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Orthopedics 

SOUTH  TEXAS:  Top  -notch  Orthopedic  Surgeon  seeks 
partner  to  join  busy  established  practice.  Strong  interest  in 
spine  or  hand  preferred.  Income  potential  S500K  plus. 
Fastest  growing  area  in  TX.  Universit)',  diverse  cuitural/recrc- 
acional  activities.  Guarantee,  incentives,  partnership.  Call  or 
send  C.V.  to  Jane  Vogt  1-  800-765-3055.  222  S.  Central. 
Suite  700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Multidisciplinary  practice  is 
looking  for  an  orthopedic 
surgeon  with  Texas  license. 

Excellent  income  and  benefits. 
Please  call  (713)  981-8184. 

Pediatrics 


TEXAS  - Rio  Grande  Valley  - BC/BE  Pediatricians 
needed.  Subspecialty  support,  flexible  hours,  rwo-year  guar- 
antee, comprehensive  benefits.  Fastest  growing  area  in  Texas. 
Llniversitv,  diverse  culrural/recreational  activities.  Call  or 
send  C.V  to  jane  Vogt,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  L.ouis.  MO  63105,  FAX  314-726-3009. 

Psychiatry 


BILOXI  VA  MEDICAL  Center  has 

openings  for  two  adult  psychiatrists  to 
practice  in  expanding  Psychiatry  Service. 
Must  be  Board  Certified/Board  Eligible.  No 
routine  after  hours  or  on-call  duties. 
Excellent  benefits  package.  Located  on  the 
beautiful  Mississippi  Gulf  Coast.  Contact 
George  Tipton,  M.D.,  Chief  of 
Psychiatry,  Biloxi  VA  Medical  Center, 
Biloxi,  MS  39531-2410;  601-867-2865. 
Dept,  of  Veterans  Affairs  is  an  Equal 
Employment  Opportunity  Employer. 


Radiology 

Diagnostic  Radiologist  with  CT.  MR,  Interventional,  US, 
Nuclear  Medicine  .skills  to  join  group  of  six  Board  Certified 
Radiologists.  Two  hospitals,  private  offices,  service  to 
nearby  communities.  Centrally  located  to  San  Antonio, 
Austin,  Houston,  Corpus  Christi.  Good  family  environ- 
ment. Contact  lames  Neumann,  ME),  Box  3610.  Victoria, 
TX  77903;  512-578-0317. 

TEXAS  - Area’s  dominant  group  seeks  BC/BE  general  diag- 
nostic/interventional radiologist.  Competence  and  interest 
in  CT.  MRl,  US  and  mammography  required.  Call  1:6. 
competitive  guarantee,  benefits,  leading  to  partnership.  Call 
or  send  C.V.  to  jane  Vogt,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis.  MO  63105.  FAX  314-726-3009. 


NetDAw 

SecotJP  opiMioM? 


iTs  Time  For  RtR 

800  523-9955 

RADIOLOGY 


Locum  Tenens  • Permanent  Recruitment  Specialist 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

February  1995 

December  29,  1994 

March  1995 

February  1,  1995 

April  1995 

March  1,  1995 

May  1995 

March  31,  1995 

June  1995 

May  1,  1995 

July  1995 

June  1,  1995 

August  1995 

June  30,  1995 
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Radiology 


RADIOLOGY 


Raciiology  Resources,  Inc.,  the  Locum  Tenens  and  Pennanent 
Placement  specialists,  are  pleased  to  announce  the  expansion 
of  senices  to  Atlanta  and  the  Southeast. 

Our  new  offices  in  Atlanta,  under  the  direction  of  Bob  Kee, 
regional  \ice  president,  will  offer  the  same  services  and  new 
innovations  that  have  been  so  successful  in  Texas  and  the 
Southwest. 

Radiology  Resources  now  offers  opportmaities  in  Teleradiology, 
Comprehensive  Management,  Purchasing  of  Established 
Practices,  and  Partnerships. 

For  a personal  and  confidential  review  of  the  many  opportuni- 
ties available  to  you,  call  1-800-523-9955. 

Dallas  Coriaorate  Offices 


Atlanta  Regional  Offices 
Bob  Kee 

680  Hillcrest  Road,  Suite  300 
Lilbum,  Georgia  30247 
404  923-7655 
Fax  404  923-7295 


Elizabeth  Ice  & Niki  Nichols 
3466  Gillespie 
Dallas,  Texas  75219 
214  443-9955 
Fax  214  443-9960 


800  523-9955 


Other  Opportunities 


UNIVERSITY  HEALTH 
SERVICES  DIRECTOR 

For  Stephen  F.  Austin  State  University — serving 
12.()()()  students  with  outpatient  care.  Monday 
thru  Friday,  8am-5pm.  Prefer  applicants  with:  I. 
MD  or  DO  from  approved  Medical  College,  2, 
Health  education,  management  and  3 year  pri- 
mary care  experience,  3.  Sports  medicine  sub- 
specialty. Must  have  current  Texas  license.  Send 
inquiries  to  Ms.  Martha  Gose.  P.O.  Box  13038, 
SFA  Station,  Nacogdoches,  TX  73962  or  call 
409-468-2134,  409-468-1038  TDD/V.  HO/AAE 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to;  Reuben 

PO  Box  423 14  Bronstein 

Houston,  TX  77242-2314  Q r o n b t e i n 

FAX  713-493-2234  & Associates 


Other  Opportunities 

Family  Practice,  Internal  Medicine:  $120. 000  Up, 
depending  on  experience.  Salaried  position.  Located  on  the 
Beaver  River  with  nationally  recognized  school  system. 
Beaver  County'  Memorial  Hospital,  Box  640.  Beaver,  OK 
73032.  Contact  Administrator  anytime  - (403)  625-4551. 


Dallas  — Internal  Medicine  (BE/BC)  — 

Salai'ied  position  with  progressive  four-pier- 
son  Methodist  affiliated  groui).  Benefits 
include  maliiractice,  health  and  disability 
insiu'ance,  CME  allowiuice  and  rotating  call 
coverage. 

Dallas  — Family  Practice  (BE/BC)  — 

Tw'o-person  primary  care  group  in 
Duncanville  seeks  third  associate  in 
expense  sharing  animgement.  Hospital  fur- 
nished income  guarantee  and  rent  abate- 
ment to  qualified  cmididate. 

Please  forwmrd  CV  to  Susan  Cogliurn, 
Physician  Recniiter,  Metliodist  Ho.spitals  of 
Dallas,  P.O.  Box  655999,  Dallas,  TX  75265- 
.5999  or  call  214-947-4579.  Fax  214-947-4501. 


JUSTIN,  TEXflJg 

Family  Practice/Internal  Medicine/ 

/ 4 Pediatrics 

Community 

has  beatitifi4  iailas»  trees  & hiUtotmtry 
as  one  of  top  places  to  live  in  the  U.Sr 
^Recreational  amenities  in  abundance. 
f^Superior  educational  system  Including 
University  of  Tbxas. 
t^Charming  real  estate  at  a low  cost. 

Practice 

tA'bynamic  group  opportunity. 

$No  practice  management  hassles. 
‘^Excellent  call  coverage. 
t^No  buy-in  requirement. 

For  information  Call  Donald  L.  Munford,  II 
1-800-235-6745 

or  Fax  your  CV  to  (2 1 4)484-9048 


Physician  Opportunity  i.s  available  in  Dalla^/Fort 
Worth.  Low  stress,  office  based  practice.  No  nights,  no 
emergencies,  and  no  hospital  work.  ILiid  malpractice. 
M-F,  8-5.  Lucrative  salary  and  benefits.  Call  I isa  Cole 
at  1-800-254-6425.  or  fix  CV  to  214-256-1  181. 

GENERAL  NEUROLOGIST  — Northeast  Texas;  long 
established,  respected  multi-specialty  group;  Immediately 
full  practice;  call  coverage  with  high  qualits',  wcll-liked 
neurologists;  excellent  guarantee  and  long  term  potential, 
outstanding  benefits.  For  details,  call  Melissa  McMurray, 

1-800-765-3055- 
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For  Sale  or  Lease 

Practices 

ENT  Practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stav  for  transition.  Telephone  Business  &:  Pro- 
fessional Associates  for  information  at  (713)  468-7198. 
TDH-1526. 

AUSTIN.  I nternal  Medicine  Practice  for  sale.  Solo 
practitioner  on  hospital  campus  with  expanding  patient 
base.  Broad  mix  of  private-pay,  HMO,  PPG,  and  Gov’t 
plans.  Fully  equipped  office  transferable.  Respectable  repu- 
tation and  earning  potential.  Doctor  will  stay  for  transition. 
Confidential  written  inquiries  to  P.O.  Box  160773.  Austin, 
TX78716. 

Positions  Wanted 

Anesthesiologist  ready  to  work  as  G.P,  bilingual,  no  law- 
suits. only  one  hospital  before,  for  17  years.  P.O.  Box 
460334,  Houston,  lexas  77036. 

Optometrist  desires  association  with  ophthalmology 
practice  that  plans  on  growth  and  diversification.  Strong 
therapeutic  and  primary  care  orientation.  Entrepreneurial 
practice  builder.  Prefers  North  or  East  Texas.  Direct 
inquiries  to  Ad  Box  826.  Texas  Medicine,  401  W.  15th  St, 
Austin,  TX  78701. 

Board  eligible  FP  wants  to  return  to  Texas.  Available 
August  1.  1993  for  solo  or  single  specialty  group.  Spani.sh 
speaking.  Call  (800)  880-1300,  Ext.  1403. 

Business  and  Financial  Services 


Immigration  Problems? 

For  information  on  employment  aitthorization,  relative 
petitions,  labor  certibcations,  preference  petitions  and 
temporan  work  permits  for  physicians,  nnr.ses,  and 
other  health  care  personnel,  contact  U'ellinj’ton  Smith, 
.\ttoniev  at  Law,  ~()2  Colorado  Street,  Suite  102,  .ttistin, 
TX-sill.  (SI2)  4''h-'lh3.  Fa,\  (512)  477-14,32. 

Board  (ynilicd,  Inimii’ralion  and  .Nationality  Law, 

Texas  Board  of  Legal  Speciaii/ation 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years  experience  as  hearings 
officer  and  trial  attorney  for  Board  of  Medical 
Examiners  now  available  to  help  physicians 
manage  their  problems  with  that  agency  or 
their  hospital.  (512)  338- 1143. 

Not  Certilied  by  the  Texas  Board  of  Legal  Specialization. 


Travel  & Leisure 

Bed  & Breakfasts/Inns 

Corpus  Christi/Coastal  Bend  B&B  Reservation  Service. 
Eleven  charming  homes,  many  near  water.  Properties 
include  a 2 BR  Padre  Island  unhosted  condo,  and  one  in 
Rockport,  near  the  Wildlife  Refuge.  {512}  853-1222. 

Fairview  Bed  & Breakfast,  Austin.  “Probably  the  grandest 
B&B  in  Austin,  and  one  of  the  top  2 or  3 in  the  state,” 
(Texas  Monthly,  Aug.  '93.)  Downtown  area.  (800)  310-4746. 

Prince  Solms  Inn,  New  Braunfels,  is  a registered  Texas 
Heritage  landmark.  Accomodations  include  ten  rooms, 
each  with  a private  bath.  Complimentary  Hill  Country 
breakfast.  Old  world  charm,  open  year-round.  Re.servations 
(210)  625-9169. 

Fall  frolics,  bountiful  breakfasts,  holiday  happenings, 
and  romantic  rendezvouses.  Accommodations  with  histor- 
ical sites,  leisure  shopping,  evening  entertainment,  coun- 
try sunsets.  In  Granhury.  just  southwest  of  Fort  Worth. 
Pearl  Street  inn:  (817)  279-PINR  (7465):  Dabney  House: 
(817)  579-1260:  Pleasant  Valley:  (800)  507-320E 


IVaveling  physicians:  Keep  watching  this 
section  for  a growing  list  of  special  “get- 
aways.” We  are  endeavoring  to  provide  yon 
with  unusual  travel  oi)poitunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and 
bargain-priced!  Advertisers:  to  list  your 
travel  buy  here,  ciill  the  Adveriisiug  Depait- 
meut  at  (800)  880-1800. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50.  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  LOiscounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  I he 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  Isr  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine,  401  West  I5th,  Austin,  Texas  78701. 
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The  U.S.  Department  of  Education  has 
published  a booklet  entitled 
Growing  Up  Drug  Free— A Parent's 


Guide  to  Prevention.  Within  its  pages, 
you  will  find  valuable  advice 
oil  how  parents  can  keep  their  children 
drug  free,  as  well  as  specific  things 
to  watch  for  if  they  suspect  drug  abuse. 


PLEASE  SEND  EOR  A SUPPLY  OE 
EREE  COPIES  FOR  YOUR  PATIENTS 
AVAILABLE  IN  ENGLISH  AND  SPANISH. 


Cali  the  Texas  Prevention  Partnership's 
toll  free  number  : 

1-800-269-4237 

or  send  your  name  and  address  to: 

Texas  Prevention  Partnership 
Growing  Up  Drug-Free 
1615  Guadalupe  St.  Ste.  201 
Austin,  Texas  78701 

Partnership  for  a Drug-Free  Texas 

Texas  Prevention  Partnership  • Partnership  for  a Drug-Free  America 


Back  talk 


Quest 


I think  I’d  probably  prefer  to  be  a 
radio  talk-show  host,  somewhere  be- 
tween local  country  host  Roger  Gray 
and  Rush  Limbaugh.  Seriously,  if  I 
had  to  pick  an  alternative  career.  I’d 
probably  be  a scientist,  a chemist,  or  a 
chemical  engineer  because  that’s  what 
my  undergraduate  training  was  in.” 

Gerald  Wesley  Isaac,  MD,  54 

internal  medicine.  League  City 


I’d  probably  be  a navigator  in  the  Navy  because  I was 
torn  between  the  two  prospects  at  the  time  I went  into 
medicine.  I’d  already  had  my  time  in  with  the  Navy  dur- 
ing World  War  II  as  the  executive  officer  on  a small  ship 
in  the  Pacific.  I was  one  of  20  officers  and  120  enlisted 
men  who  took  the  third  largest  harbor  in  Japan,  Nagoya, 
for  3 days  before  the  Navy  brought  in  the  Marines.  The 
Navy  itself  inttigued  me  but  the  politics  of  getting  along 
in  the  Navy  pushed  me  into  medicine.” 

Robt  Andrew  Ingram,  MD,  72 

family  practice,  retired.  Orange 

I think  I’d  like  to  design  robots,  be  a mechanical 
engineer.” 

Joseph  Michael  O’Dwyer,  MD,  29 

internal  medicine,  l^asadena 


CC 


Maybe  research.  I like  business,  so  probably 


some- 


thing related  to  business.’ 


William  Nisimblat,  MD,  55 

pediatrics,  Alice 


My  whole  family  is  in  medicine  and  I don’t  know  any- 
thing else.  I was  brought  up  in  it.  I guess  knowing  what  I 


know  now,  I might  go  into  computers 
because  I have  fun  with  them.” 

Fernando  R.  Bazan,  MD,  40 

radiology.  New  Braunfels 


I actually  think  I kind  of  like 
numbers  and  I might  be  an  accoun- 
tant. I also  like  fishing  but  I don’t 
think  1 can  make  a living  doing  that. 
I like  antiques,  too,  but  I don’t  think 
I could  make  a living  selling  those  ei- 
ther. So  1 think  I’d  probably  be  in  accounting  or  some 
part  of  the  financial  industry  — maybe  a money  manage- 
ment type  of  position.” 

William  C.  Newberry,  MD,  52 

ophthalmology.  Corpus  Christi 


That’s  a tough  one  because  I’ve  been  doing  medicine 
in  some  way,  shape,  or  form  since  I was  16.  I was  an  or- 
derly, a respiratory  technician,  a physician’s  assistant,  a 
paramedic,  and  now  a doctor.  1 really  wouldn’t  know  any- 
thing else  to  do.” 

Clayton  j.  OIney,  MD,  29 

pediatrics,  Sugarland 


That’s  a question  you  often  ponder,  and  one  thing  I 
have  done  is  computer  programming.  I’ve  written  pro- 
grams and  own  a computer  company.  So  I guess  if  I were 
not  a physician.  I’d  be  in  a computer  management  and 
computer  software  business.” 

Garry  J.  Patton,  MD,  43 

family  practice,  Mexia 


Back  Talk  is  a nonscientific  sampling  of  Texas  physiciayis'  opmions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  fiture  topics. 
Send  thern  to  Texas  Medicine.  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 

A 370-1632.  12%  5 R 
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